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Foreword 
 
 

We are pleased to present the third 
volume of the TRO Research Annual 
featuring current research on issues related to 
therapeutic recreation and highlighting an 
innovative TR program. Three research 
articles exploring diverse research questions 
are presented in this volume. Ryan Aronson 
describes his research focused on under-
standing the gap in meaningful leisure choices 
for individuals who have addictions; Laura 
Currie examines multicultural issues facing 
TR practitioners in Ontario; and Rebecca 
Genoe and Bryan Smale investigate the 
experience of leisure for male caregivers. As 
part of a new initiative introduced last year to 
promote exemplary or innovative TR 
programs, this volume also includes an article 
by Jeff Kaptian describing an Adventure 
Therapy program designed for adolescents 
who have eating disorders. Finally, Valerie 
Alexander-Gertz reflects on the role of 
therapeutic recreation in palliative care. 

We are again pleased to receive articles 
from authors outside of Ontario, including 
Jeff Kaptian from the Child and Adolescent 
Mental Health Program at the Health Sciences 
Centre in Winnipeg and Rebecca Genoe who 
has just finished her Master’s degree in the 
School of Health and Human Performance at 
Dalhousie University. Given that this is the 
only Canadian venue for sharing research and 
practice issues specific to therapeutic 
recreation, we continue to welcome sub-
missions from researchers and practitioners 
across Canada. We particularly encourage 
practitioners across the country to think 
critically about the programs they offer and 
the issues they face in practices and to share 
their programs and experiences with others in 
the TRO Research Annual.  

Integrating research with practice is 
critical to the accountability of TR and to the 
development of meaningful and effective TR 

programs. Given the increasing challenges to 
fund TR programs, the need for reflection in 
practice and the further development of 
evidence-based practice in TR has never been 
more urgent. There are a number of steps 
practitioners can take to ensure research gets 
into practice. To begin with, practitioners 
should keep themselves up-to-date on current 
research in therapeutic recreation by reading 
academic and professional journals on a 
regular basis and attending academic and 
professional conferences. When reading 
research articles, practitioners should pay 
particular attention to the implications of 
research findings in regards to their own 
practice. They should be asking questions 
like: Based on this research study, how can I 
improve services to better meet the needs of 
my clients? How can I incorporate this theory 
into best practices in my own organisation? 
What specific recommendations for practice 
can be drawn out of this study? Practitioners 
also need to continually reflect on their 
practice, participate in critical dialogue with 
other practitioners in TR as well as in other 
disciplines, and think about what they could 
be doing differently. They should ask 
themselves: What is it that I am currently 
doing that is actually making a difference or 
producing an outcome? How do I know that 
what I am doing is having a meaningful 
impact? What is the best method to evaluate 
the impact of my TR programs? What 
changes should I be making to improve my 
TR practice? Finally, if practitioners do not 
feel they have the skills and/or time to do 
research on their practice, they should try to 
partner with researchers, including senior 
undergraduate and graduate students, on these 
endeavours. 

At the TRO conference in 2004, 30 
practitioners gathered to discuss issues and 
ideas related to research. As well, 23 TRO 
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members completed a questionnaire focused 
on eliciting their thoughts around research in 
TR. The greatest barrier to integrating 
research into TR practice according to TR 
practitioners was lack of time, followed by 
lack of training. Other barriers included lack 
of support and lack of access to journals. 
Interestingly, lack of motivation ranked fairly 
low. TR practitioners also suggested a number 
of creative ideas around solutions to 
overcoming these barriers including: net-
working with other TR practitioners working 
with the same population; looking for 
partnerships within agencies and with other 
agencies who provide services to clients with 
the same diagnosis; speaking to people in 
research departments within larger agencies, 
colleges and universities to determine the type 
of support available and what other 
disciplines are doing that would be of interest 
to TR; educating administrators and profess-
sional practice leaders about the need to 
support research as a part of the job 
description; finding a TR practitioner to be a 
mentor; and looking for opportunities to 
improve research skills at a TRO sponsored 
event provided in their own work places, or at 
workshops or courses offered by other 
educational institutions. 

Practitioners highlighted the importance 
of applied research and Canadian research in 

particular and yet were concerned about the 
difficulty in accessing TR-related journals. 
Less than half of the respondents on the 
questionnaire had access to a subscription to 
the Therapeutic Recreation Journal, no one 
subscribed to the ATRA Annual, and 7 of the 
23 had purchased the TRO Research Annual. 
Even with this limited response from TRO 
members, the pattern is obvious. We need to 
find more effective ways of ensuring that 
research gets to the people who can use it the 
most. We need to make research a part of 
what we do in practice and we need to share 
our findings with others through venues such 
as the TRO Research Annual. Practitioners 
also need to look to other sources of 
information such as the research resources 
now listed on the TRO website and the DVDs 
of research related topics that are available for 
purchase at a small fee. As well, research 
related literature reviews will soon be 
available on the TRO website. 

Finally, the Editors of the TRO Research 
Annual would like to take this opportunity to 
welcome Shannon Hebblethwaite to the 
Research portfolio position of TRO and look 
forward to working with her to continue to 
develop research in Therapeutic Recreation in 
Ontario.  
 

 
 

 

Adrienne Gilbert 
Co-Editor 

Sherry Dupuis 
Co-editor 
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Understanding the Gap: 
Meaningful Leisure Choices in the Recovery from Addiction 

 
Ryan M. Aronson 

 
 

Abstract 
 
The excessive use of alcohol and/or other drugs is prevalent in Canadian society.  In the 1999 
Canadian Profile (Canadian Centre for Substance Abuse, 1999), it was reported that there were 
over 800 deaths related to illicit drugs; an incredible 6,503 people lost their lives to alcohol, and 
over 80,000 individuals were admitted to a hospital with some connection to alcohol. Addiction 
finds its way into the individual’s life and weaves a web of physical & mental health problems, 
financial problems as well as relationship problems. Recently there has been emphasis on the 
importance of outcome research in Therapeutic Recreation. Furthermore, there is an emergence 
of importance being placed on meaningfulness in the pursuit of leisure and its role in the long 
term participation in a chosen activity for people in recovery from addiction. The idea motivating 
the study is simple. Unless an individual in rehabilitation from addiction can find an activity or 
activities which are personally meaningful to them, they will not continue to participate, putting 
their recovery in jeopardy. However, what is not as simple is discovering what is meaningful to 
the individual. The following study involved 10 individuals admitted to the Homewood Health 
Center’s addiction treatment program. Two one-on-one interviews were administered to explore 
the role of meaningful leisure in their lives. One interview was administered within the first week 
of admission and the second interview was administered within the last week before discharge. 
Themes surrounding the importance of identifying past leisure experiences, the gap of 
understanding leisure and dysfunctional leisure, and the bridge to close that gap provided enough 
information to conceptualize the Model of Meaningful Leisure. Implications for Therapeutic 
Recreation programming and Therapeutic Recreation research are explored based on the 
outcomes of the study. Attention is focused on the importance of adopting a healthy meaningful 
leisure lifestyle which will contribute to the long term recovery from addiction.  
 
 
Purpose of the Study 
 

The goal of the study was focused on 
examining the concept of meaningful leisure 
and to help gain a better understanding of 
motivation for leisure participation. Trends, 
feelings, and a clearer understanding of how 
people living with an addiction define what is 
really meaningful to them from their 
perspective, are objectives of the study. 
Through a thorough examination of changes 
in personal definitions of what is meaningful 
in leisure upon admission compared to 
discharge, recreation practitioners are able to 

develop more effective programs. A model 
describing the nature of change in meaningful 
leisure was developed by examining the 
following questions: 
 

1. How does the patient determine 
what is meaningful to them in 
relation to leisure upon admission 
compared to discharge? 

 
2. What is the change in leisure 

attitudes between admission and 
discharge? 
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3. What are the patient’s criteria for 
choosing meaningful activities upon 
admission and on discharge? 

 
4. When was the defining moment for 

finding meaning or rediscovering 
meaning through leisure while in 
treatment? 

 
Method 
 

The researcher used a qualitative approach 
by means of individual interviews as the main 
source of gathering data. The data collection 
occurred in two phases. A one-on-one 
interview was administered within the first 
week of admission to the program and another 
interview during the week prior to discharge 
from the program. The study received ethics 
approval from both the University of 
Waterloo Office of Research Ethics and 
Homewood Health Centre. 

The sampling frame for this study was 
comprised of all adults (i.e., aged 19 years or 
older) who were admitted to the Homewood 
Addictions Division of The Homewood 
Health Centre located in Guelph, Ontario in 
January 2004. The program involves three-
weeks of intensive therapy. In order to recruit 
voluntary participants, two separate 
information sessions regarding the study were 
delivered to two separate groups who had 
recently been admitted to the Homewood 
Health Centre. The information sessions were 
delivered by the researcher and a Recreation 
Therapist from the HADS division of the 
Homewood Health Centre on January 21, 
2004 and January 28, 2004. These sessions 
presented the goals and benefits of the project 
and allowed potential participants to ask 
questions and review any concerns they had 
with the Recreation Therapist and the 
researcher. The first information session 
recruited eight volunteers while the second 
one recruited six volunteers for a total of 14 
participants. Once the individuals agreed to 

participate, the proposal and consent form 
were distributed by the Recreation Therapist 
with completion required by the volunteers 
before the study moved forward. Over the 
course of the three weeks, four of the 
volunteers withdrew from the study, resulting 
in a total of 10 completed entry-exit 
interviews. The results of the study are based 
on these 10 participants.  

The first interview was conducted over 
the participants’ first weekend at the 
Homewood Health Centre. This interview 
took approximately 20 minutes and the 
participant was encouraged to share their 
beliefs, values and ideas surrounding the topic 
of research. A follow up interview was 
conducted during the last week of the 
program at the Homewood Health Centre, in 
the third week of the program. The second 
interview was approximately 20 minutes in 
length and contained a similar set of 
questions, with different probes, as the first 
interview. The interviews were audio taped 
and transcribed. A content analysis of the data 
was conducted to determine common themes 
and whether or not a model for identifying 
meaningful leisure was attainable. The last 
step involved determining whether or not the 
information gathered was consistent with 
existing research and literature.  
 
Results 
 

The demographic characteristics of the 
study group are detailed in Table 1. The 10 
individuals consisted of 9 males and only 1 
female. The age range of the participants 
spanned from 26 to 55 years old, with the 
bulk of the participants falling between the 
ages of 36-45 years. While this was the first 
time most of the participants had been 
admitted to the Homewood Health Centre for 
the treatment of addiction, three of the 
individuals had been admitted for their second 
time. History of alcohol and/or drug use 
(AOD) use for the participants spanned from 
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13 years to 25 years. The average length of 
use of AOD for this group was 24.8 years. In 
examining the employment trend for this 
group it was identified that the majority of the 
participants were employed at the time of the 
study. It was also identified that the majority 
of the study participants lived alone, while 
others lived with either a significant other or 

family member. Educational level was also 
compared amongst this group. The last 
completed educational level from this group 
spanned from Grade 9 to a University degree. 
The majority of this group had completed at 
least Grade 12.  
 

 
Table 1 

Participant Demographics 
 

Participants Gender 
Age 

Group 
Admission 

# 

Length of 
Use 
(yrs) 

Employ-
ment 

Living 
Arrange-

ment 

Educational 
Level 

Completed 

Mike  Male 36-45 2nd 28 Yes Signif. 
other Grade 10 

David Male 46-55 1st 32 Yes Family Grade 12 
John Male 36-45 2nd 26 No Alone Grade 9 
Martin Male 36-45 1st 28 Yes Family College 
Frank Male 36-45 1st 25 Yes Alone College 
Grant Male 46-55 2nd 35 Retired Alone Grade 12 
Joseph Male 26-35 1st 15 Yes Alone University 

William Male 46-55 1st 31 No Signif. 
other Grade 12 

Raymond Male 26-35 1st 13 No Family College 
Joan Female 36-45 1st 15 Retired Alone Grade 12 

 
 

The objectives of this study are to get a 
clearer understanding of how people living 
with addictions define what is meaningful to 
them and how that meaningfulness contri-
butes to their choices in their leisure lifestyle. 
The following is a summary which attempts 
to conceptualize meaningfulness in leisure 
and whether it will contribute to the long term 
recovery from addiction. The subsequent 
section explores and interprets the trends and 
themes which emerged from the study.  

How does the patient determine what is 
meaningful to him/her in relation to leisure?  
 

The literature suggests that individuals 
determine meaningfulness through four 
separate paradigms based on learning theory. 

The four paradigms suggested by Watkins 
(2000) are behaviourism, cognitivism, 
individual constructivism, and social-
constructivism. These four learning theories 
provide insight into the epistemologies from 
which we as individuals gain meaning and 
understanding of the world around us. The 
claim behind the behaviourist movement is 
that “individuals acquire knowledge about a 
stimulus event through a sensory experience 
gained from an external information source 
and by associating the stimulus with a 
particular behavioural response” (Watkins, 
2000, p.95). The cognitivist paradigm of 
learning purports that “knowledge is acquired 
from within the mind. Individuals then use 
this knowledge to help them make sense of 
the phenomenon that they initially take as 
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being unstructured or undifferentiated” 
(Watkins, 2000, p. 95). The individual cons-
tructivist approach contrasts the first two 
approaches to learning the meaning of leisure 
in that knowledge is “constructed by the 
mind’s ability to actively explore and develop 
its own meaningful accounts of phenomena 
(leisure phenomena).The source of knowledge 
is generated from individuals’ previous and 
concurrent interactions with their social and 
physical environments and through their 
ability to reason about and symbolically 
transform these interactions into personally 
constructed interpretations” (Watkins, 2000, 
p.98). The last epistemology explored in this 
study is the social constructivist paradigm. 
This model suggests that learning and 
knowledge are acquired through groups or 
communities of people and any meaning to be 
derived through experiences in social practice 
must be supported with socio-cultural beliefs 
that surround that experience. “Knowledge is 
viewed as a collaborative inter-subjective 
construction and is appropriated by indivi-
duals from the socially organized practices of 
the group in which they participate” (Watkins, 
2000, p. 99). 

 There are many environmental influences 
that affect the choices and decisions we make. 
In asking the participants directly, “What 
would make a leisure experience meaningful 
to you?”, some themes emerged. These 
themes were based on positive family 
interaction, positive relationships, a sense of 
accomplishment, a sense of completion, 
connectedness, and ultimately a feeling of 
pride. However, at the time of the study, the 
participants discussed how this was 
something that was missing from their lives. 
This result was unexpected, since the 
assumption was that these individuals would 
not even be able to define what meaningful 
leisure might look like to them while their 
present world had been consumed by AOD.  

There are some consistencies in the results 
from the interview and past research. Most of 

the participants felt that leisure was free time 
away from work, stress, family and 
obligation. For these individuals, at the time 
of the study, free time meant using AOD, and 
the feelings produced were considered 
secondary outcomes. This was meaningful to 
them since it provided escape, freedom, and a 
release of tension. Extensive research has 
revealed that the motivations for engaging in 
addictive behaviour are closely related to the 
benefits of participating in healthy leisure 
activities. Keesmaat (1998) listed some of 
these common motives which are to relieve 
tension and pain, to escape, and to cope with 
the problems and stresses of everyday life. It 
was important to the participants of this study 
that leisure provide these feelings, however, 
they were being accomplished through AOD 
use, and not through healthy leisure. Most 
commonly, the participants felt as though 
there was no time for leisure. Their time was 
primarily consumed by work, whether for 
employment or for the satisfaction of others. 
This can lead to a loss of self, and 
enmeshment of boundaries within the family. 
One of the participants said,  
 

I find that now, this time around what 
I should have done, what I don’t have 
is leisure. I work, I work and I work to 
please myself and people. 

 
This participant went on to indicate that 

he rarely felt that he had any time to relax or 
to enjoy being around others such as his 
family. There was a missing connection to 
family which had been lost due to his lack of 
balance in his lifestyle and his consumption of 
AOD. Drinking and drug use got in the way 
of healthy leisure activity. One of the 
participants indicated that he used to fish with 
his father when he was a child. As an adult he 
continued to fish with his children, but 
alcohol use prevented that as time went on. At 
the time, he felt that drinking was more 
important than fishing with his kids. 



Meaningful Leisure Choices in the Recovery from Addiction 
 

 5

Keesmaat (1998) indicates that this behaviour 
would be consistent with the four phases that 
describe the relationship between leisure and 
alcoholism: social use, goal oriented social 
use, harmful dependence and finally 
addiction.  

In the second interview, the definitions of 
leisure slightly changed. The participants 
seemed to be more insightful and reflective 
about their leisure lifestyle and what they 
considered to be meaningful and important. 
The idea of balance was at the forefront of 
everyone’s answer. While some of the past 
themes re-emerged, everyone felt that they 
needed more balance in their life and leisure 
was the key to achieving that balance. By 
having more leisure in their lives, the 
participants felt that they would not need the 
AOD to use as an escape or for coping with 
the stress that life offers. Balance in work, 
leisure and family was thought to provide 
some of the benefits that most of these 
individuals were seeking.  Leisure was always 
considered to be meaningful, however, the 
participants of the study who were in 
treatment had not recently experienced 
leisure, and therefore could not retain any of 
its benefits.  

Another component of this question that 
needed to be explored was where the 
messages around leisure came from. All of 
the participants answered that as a child they 
experienced positive leisure in one form or 
another. Some experienced positive leisure 
with family and others experienced it through 
organized sports teams. Regardless of how 
leisure was experienced, it was reinforced by 
the caregivers and those responsible for their 
upbringing.  

Every individual is responsible for their 
own definition of leisure and what they feel it 
means to them, however Watkins (2000) 
believes that every individual has the capacity 
to change their meanings over time. In the 
present study, however, the emerging themes 
demonstrated that although the individuals 

had acquired new habits during their leisure, 
what they considered to be meaningful was 
constant. That is, what the participants had 
learned to be meaningful in a time when there 
was no AOD and they were happy, remained 
constant till the present, even though they had 
been thrown off course due to their substance 
abuse. The idea is that these messages were 
lost, blurred or forgotten while under the 
influence of AOD. While none of the four 
learning theories directly addresses this, it is 
felt by the researcher that the social-
constructivist paradigm provides the most 
appropriate fit. Watkins (2000), who supports 
this paradigm, believes that there is an 
incredible importance which we place on 
feeling connected and needed, and the groups 
with which we affiliate have enormous 
influence on our definitions of what is 
meaningful in our activities and lifestyle. This 
idea is congruent with social-constructivism 
and can be seen in the themes which have 
become apparent from this study, such as the 
need for social reconnection and esteem 
building. 

What is the change in leisure attitudes 
between admission and discharge? 
 

The participants’ attitudes toward leisure 
were examined in the second part of this 
study. The assumption was that the 
participants would perceive leisure to be 
negative, as they would connect their leisure 
experiences to their substance abuse. 
However, each participant identified that 
leisure was considered a positive experience 
and that it was something that they were 
missing from their lives. This suggests that 
participants differentiated their use of AOD 
from their leisure experiences. One of the 
participants said,  
 

It’s one or the other, it’s either leisure 
or (drug use)… it’s the time that I use.  

 



Aronson 
 

 6

It is clear that the participants of this study 
felt as though their drug use had gotten in the 
way of their leisure, instead of feeling as 
though their leisure consisted of drug use. 
This idea is not consistent with the literature 
which suggests that the individual’s leisure 
pursuits become that of satisfying their 
craving, which further supports the notion that 
dysfunctional leisure becomes a symptom of 
addiction (Keesmaat, 1998). If the addict does 
not perceive the time that they are spending 
using AOD as leisure time, then how can this 
be defined as dysfunctional leisure? In fact, 
the idea is more consistent with Faulkner’s 
(1991) theory that implies that once an 
individual is dependant on AOD, that 
individual will not participate in an activity 
that does not permit it. If we are attempting to 
help the individual lead a healthy lifestyle, it 
might be more important to investigate why 
the individual forfeits participation in healthy 
leisure to pursue their addiction. This 
reinforces the multimodal approach discussed 
by Rancourt (1991) and Hood (1991). The 
role of the TR remains the same, in that the 
ultimate goal is to assist the individual in 
making regular healthy leisure choices which 
are meaningful and support their recovery.  

Attitudes toward leisure changed over the 
course of the three weeks. While the 
participants continued to identify leisure as 
fun, relaxing and time away from obligation, 
they also added that leisure should provide 
balance. Balance in their life would provide 
the benefits identified earlier such as relief 
from stress and tension, increase of power and 
self control, increased ability to cope and to 
escape from reality. Of course, it would 
provide the benefits they sought while living 
sober. The attitude amongst the participants 
was that leisure could contribute more than 
just psychological and physical well-being but 
spiritual well-being as well. Throughout 
treatment the individuals became aware of the 
negative consequences of isolation and the 
importance of connection to nature and to 

others. Homewood Health Centre promotes 
activities that provide opportunity for 
socialization and being out in nature. The 
morning walks, the activities in the gym, and 
even the crafts are done in group settings that 
foster a connection amongst the participants. 
These are important conditions that help to 
develop positive attitudes for leisure and 
toward living with a high quality of life.  

What are the patient’s criteria for choosing 
meaningful leisure upon admission and on 
discharge?  
 

The participants of the study were quick 
to discuss how their lives lacked meaningful 
leisure. They identified that their free time 
was primarily consumed by drug use and any 
activity that was performed was to satisfy 
their cravings, retreat from the stress of daily 
life, and cope with their problems in 
unhealthy ways. Mike, for example, stated: 
 

(Drug use) didn’t bring any meaning 
to my life, it just was a, just not 
thinking about, you know, not 
necessarily my obligations but you 
know, how I’d be shirking my 
obligations. Mostly just not think of 
the shit I’ve done. 

 
This also reinforces Faulkner’s (1991) 

concept that the individual’s criteria for 
choosing certain activities is to support their 
addiction, and all other activities are dropped. 
Once the individual has come to the 
realization of his/her negative lifestyle 
choices, an awareness sets in which allows 
the individual to reflect upon what is 
meaningful to them. The following 
participants expressed this in their interviews:  
 

We would go skating, we’d do that 
and play hockey, outside activities… 
(but) I really haven’t done many of 
those things since using (John). 
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If I wasn’t spending the money on the 
bad stuff, I would be um possibly 
buying an all terrain vehicle… taking 
pride in ownership of nice possessions 
(Mike B.). 

 
It is not that these participants were not 

able to choose meaningful activities, or define 
what criteria they might use to choose 
meaningful leisure. However, for a temporary 
time they fell off the path that they had been 
on and lost touch with what was important to 
them, ultimately becoming consumed by their 
addiction. There was consistency in what each 
individual identified as meaningful and how 
they conceptualized meaningful leisure; it was 
just out of their grasp at that particular time. 
This idea is new to the literature and, 
therefore, is not fully developed. Yet, it is an 
observation generated through the review of 
the transcripts from the interviews and can 
potentially provide further insight into how 
individuals living with addiction choose their 
present leisure experiences. In fact, it was 
observed that all 10 study participants 
connected meaningful leisure to a time when 
they were younger, healthier and happier. In 
asking Joseph what he felt would be 
meaningful leisure in his life today and what 
he would participate in he said: 
 

Probably sports. I’d get back to 
playing a lot of sports because I enjoy 
the atmosphere… like hockey. It’s 
probably just from when I grew up. I 
always grew up in a team atmosphere. 
I played hockey since I was five, 
played junior hockey, played high 
level. And I enjoy the sports very 
much, and it accomplishes things for 
me. It’s a release. It’s a time where I 
don’t have to think about anything 
else, but what I’m doing…It gives me 
belonging, you know because in a 

team, sports or anything, you know, 
everyone has their role. 

 
In the study, the patients’ criteria for 

choosing meaningful leisure were the same at 
admission as it was at discharge. The time 
spent at Homewood provided the individual 
with the opportunity to reflect upon what was 
important to them, but they were never asked 
why. The influences from their past seemed to 
shape their present interests as well as 
choices. The criteria these individuals used to 
define a meaningful leisure experience were 
from the past. They helped the individual 
conceptualize what meaningful leisure was to 
them and this method was consistent across 
all ten individuals. However, while under the 
influence of their drug of choice, the 
meaningfulness disappeared and moved 
further out of their grasp.  

What was the defining moment for finding or 
rediscovering meaning through leisure while 
in treatment? 
 

The participants involved in this study all 
agreed that at one time or another they had 
experienced healthy leisure in their life. The 
meaningfulness from their lives began to 
disappear more and more as their addiction 
took over. It was consistent across the 10 
individuals that they all lost touch with their 
‘old’ leisure lifestyle. However, while they 
were in treatment, they rediscovered the 
importance of leisure in their in life. The 
majority of the individuals observed that they 
lost the amount of value they placed on their 
leisure lifestyle, but none of them felt that 
what they considered to be meaningful had 
changed.  

For most of the individuals in this study, 
the leisure tracking group, one of the sessions 
as part of the treatment at Homewood Health 
Centre, provided the opportunity for the 
patient to rediscover their leisure values. For 
these participants it was not a matter of 
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finding new values, the focus was on 
reflection and rediscovering the meaning of 
leisure. The following are some important 
quotations regarding questioning about the 
moment it “clicked” for them, what about that 
moment was significant, and whether or not it 
changed the meaningfulness or importance for 
them: 
 

In the leisure tracking group… I think 
that is what was called or at least that 
was the title of it. I don know that (the 
tracking group) changed (meaning-
fulness) for me, but I do know that 
when I did the crafts for leisure it 
wasn’t like I was wasting any time or 
anything like that (Mike B.). 
 
(Tracking group) gave me obtainable 
goals, I need to have goals that I can 
obtain, and taking time to obtain attain 
the goal means doing something 
worthwhile and good… Sense of 
accomplishment (John). 
 
In leisure tracking we had a week ago. 
I think I was lacking it, I put more 
value on it now and seeing how 
important it is in my recovery. 
Basically, (leisure is) about the 
balance and stuff (Frank). 

 
For some individuals, just the experience 

of being active again, and being with other 
people stimulated the rediscovery. To these 
participants, it was more about the connection 
to other people, the connection to nature and 
rediscovering why leisure was so important. 
The following quotes illustrate this: 
 

It’s the connection to other people … 
its made me proud of myself for what 
I am doing like doing the gardening 
and stuff, and then actually connecting 
with other people, neighbours and 
such, people are walking by and 

taking a look over your fence and say 
oh! Nice gardens… (Dave). 
 
I think once I got used to the walks in 
the morning I was really starting to 
make sense. It was meaningful 
because it gave me that energy that I 
needed and I belonged. And I could be 
with nature; I really enjoyed walking 
in the morning to be in nature 
(William). 

 
In their recent past, these participants 

placed little value on their leisure time as it 
was consumed by their addiction. Individuals 
in recovery are going to experience a lot more 
free time, sober free time, and they will need 
to fill that time with healthy activity and 
ultimately the choice is up to them. Whether 
the rediscovery of leisure values was in the 
leisure tracking group, the walks in the 
morning or trying new activities, it was 
unanimous: adopting a healthy leisure 
lifestyle was going to contribute to their long-
term recovery. In response to whether or not 
adopting meaningful leisure would contribute 
to their long-term recovery, the following 
participants stated: 
 

Instead of reaching for the beer, I have 
to participate in activities I don’t 
associate… I think I can use leisure as 
a stepping stone. I won’t care as much 
of what people think about, I won’t 
feel so bad about it, so I will take the 
challenge and I will try to balance that 
with other activities. I am going to 
have to take risks but I think it will 
help. I am no different than anyone 
else… maybe even better! (William). 
 
Feeling good about myself and feeling 
positive about myself. And just 
knowing that I have balance and 
structure in my life and have 
something to do. Instead of using in 
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that time, spend my free time wisely. 
(John). 

 
The Therapeutic Recreation Specialist 

(TRS) needs to treat every addict as an 
individual with different values, cultures and 
goals. One of the biggest hurdles for the 
recreation therapist can be helping the 
individual discover healthy recreation 
alternatives which will produce positive 
emotions. Part of this challenge might be 
working together with the client to explore 
their past, and to discover whether or not their 
leisure experiences have been positive or 
negative. Rainwater (1983) agrees that every 
individual is different, and every addict brings 
something different to their treatment, 
however, it is the job of the recreation 
therapist to help the individual determine 
what their needs are and how they can satisfy 
them.  

By helping the individual rediscover or 
find meaningful activity, the TRS can help the 
individual make the necessary changes to 
their individual lifestyle by taking up new 
leisure activities or returning to old activities 
which foster independence, self-assurance, 
self-esteem, competency, and feelings of 
accomplishment and self-determination. 
 
Conclusions, Model and Implications 
 

This research study proved to be 
beneficial in many ways. The study reinforced 
a lot of the existing theories supporting 
therapeutic recreation practice. Furthermore, 
several themes emerged that are critical to 
focus on when treating those individuals 
living with an addiction in relation to their 
leisure experiences and future leisure life-
styles. The study also supports the 
effectiveness and appropriateness of the 
therapeutic recreation programs at the 
Homewood Health Centre. The results of the 
study indicate that the programs offered were 
beneficial to the participant in helping them 

identify such things as the need for balance, 
esteem and socialization. 

Different leisure activities can mean 
different things to different people, and this 
study highlights the need for appropriate 
leisure assessments, a mix of psycho-
educational and experiential interventions, as 
well as long-term after care support from the 
recreation therapist when treating an 
individual living with an addiction. 

One of the goals of the study was to 
develop a model for service delivery. The 
focus of the model developed is to try and 
facilitate the individual’s insight into their 
meaningful leisure experiences. By 
identifying leisure that is meaningful to 
him/her, the individual is then able to make 
choices about his/her future leisure lifestyle. 
This will not only contribute to their increased 
quality of life and well-being, but will also 
play a major role in the life-long abstinence 
from addiction.  

The Meaningful Leisure Model (see 
Figure 1) has been conceptualized based on 
the results of the study but is still in the 
preliminary stages of development. It is based 
on an input-process-output operation. This 
model is reflective of the 10 participants who 
participated in the study but may not reflect 
others’ perceptions or experiences. Therefore, 
more research is needed to determine how the 
model fits in other situations. 

The research conducted in the study only 
scratches the surface of the importance in 
having the individual who is in addiction 
rehabilitation be able to conceptualize 
meaningful leisure. This is critical to the 
adoption of a meaningful leisure lifestyle 
which could possibly contribute to the long-
term recovery of addiction. If the individual is 
able to bridge the gap in understanding the 
role of healthy meaningful leisure in his/her 
life, then they will be able to make important 
changes surrounding his/her lifestyle which 
will contribute to long-term abstinence. 
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Figure 1 
The Meaningful Leisure Model 
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More research needs to be conducted with 
this population in the area of meaningful 
leisure. If leisure education and experiential 
leisure learning helps the individual identify 
meaningful leisure, and the adoption of a 
meaningful leisure lifestyle contributes to 
abstinence of alcohol and/or drugs, then we 
need to determine the absolute effectiveness 
of TR programming in the lifelong prevention 
of relapse for people living with addiction. 
Preventing relapse with leisure is a 
recommendation for future research. There is 
a need for a longitudinal study measuring the 
effectiveness of TR programming in the long-
term recovery from addiction. There is also a 
need for with larger samples including those 
with diverse cultures and backgrounds as well 
as a variety of addictions to make sure that the 
results can be generalized to other groups. 

The importance of including the 
Therapeutic Recreation Specialist in after care 
follow-up should be researched. It is possible 
that including the Therapeutic Recreation 
Specialist in the after care program as an 
additional resource can help the individual in 
overcoming any barriers to participation post 
discharge. The individual’s choices and 
decisions can be explored and the client and 
therapist can determine if other leisure 
options might be more suitable, or try and 
discover other ways to foster the individual’s 
interests. 

Future research can also focus on the 
importance and effectiveness of combining 
psycho-educational learning with experiential 
learning in Therapeutic Recreation program-
ming. An emphasis on debriefing should be 
included in both of these processes with the 
goal of helping the individual find meaning in 
what they are experiencing and learning.   

The individual who can find meaning in 
their leisure lifestyle will experience 
increased self-esteem, personal development, 

social and spiritual connections and a balance 
that will bridge the gap that has kept them 
from leading a life high in satisfaction and 
pleasure. Adopting healthy meaningful leisure 
results in a change of lifestyle and long-term 
abstinence. Discovering and adopting 
meaningful leisure ultimately contributes to 
high quality of life, increased sense of well-
being and an existence free from addiction. 
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Issues of Multiculturalism in Therapeutic Recreation Practice  
 

Laura Currie, BA TR 
 
 

Abstract 

The purpose of this study is to explore how therapeutic recreation (TR) practitioners are coping 
with and responding to the increasingly diverse, multicultural populations they serve. 
Specifically, it will discuss: (1) challenges faced by TR practitioners within each aspect of the 
therapeutic recreation process including assessment, planning, implementation, and evaluation 
(APIE); (2) whether or not TR practitioners are altering their approach to TR service delivery to 
accommodate clients from cultures outside the predominant Euro-North American culture; and 
(3) what strategies are being used within each phase of the APIE process to provide meaningful 
services for clients from diverse cultural groups. Information was gathered using a self-
administered questionnaire sent out to 450 Therapeutic Recreation Ontario members and 
received a response rate of 8%. To supplement the information gathered from the questionnaires, 
four follow-up interviews were conducted with practitioners who served a particularly diverse 
clientele and who provided rich detail in their questionnaire responses. Findings indicate that 
therapeutic recreation practitioners are effectively coping with providing services for the 
increasingly diverse multicultural populations they serve by educating themselves, by learning 
from their clients, and by utilizing volunteer and community resources.  
 
 
 
Introduction 
 

The Canadian cultural landscape is in a 
constant state of change. Each year 
approximately 300,000 immigrants land in 
Canada and add to the richness and diversity 
of the cultural mosaic, which defines this 
country (Statistics Canada, 2001). A cultural 
inventory included in this study indicates that 
practitioners in Ontario are serving culturally 
diverse client groups representing over 28 
different ethnic groups, speaking 14 different 
languages, and practicing 9 different 
religions. Therapeutic Recreation (TR) 
practitioners have two choices in response to 
the changing cultural makeup of the 
populations they serve: they can ignore the 
influences of cultural diversity, or they can 
attend to them (Pederson, 1994). As the 
populations TR practitioners serve are 
increasingly more diverse, it is necessary to 

consider these issues in order to provide 
meaningful and valuable service to clients.  

The purpose of this study was to explore 
how therapeutic recreation (TR) practitioners 
are coping with and responding to the 
increasingly diverse multicultural populations 
they serve. The framework of this study was 
based upon an article compiled by The 
Diversity Education Associates for the 
American Therapeutic Recreation Association 
May/June 2002 newsletter entitled “Culture 
and the Therapeutic Recreation Process”. This 
article suggested that there are cultural 
considerations that should be made within 
each phase of the Therapeutic Recreation 
APIE process. These suggested cultural 
considerations provided the inspiration for the 
questions included in the questionnaire. 

 
Procedures and Methodology 
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This study was divided into two phases: a 
self-report questionnaire and a follow-up 
interview. The self-report questionnaire, sent 
out to 450 Therapeutic Recreation Ontario 
members via the annual conference package 
or mail-out, was introduced by an 
informational letter, included a consent form 
for participation in a 20 minute follow-up 
interview, and took approximately 20 minutes 
to complete. The questionnaire was based on 
the TR APIE process, addressed challenges 
faced and strategies used in providing 
services for culturally diverse client groups 
within each phase of the process, and 
consisted of open-ended and closed-ended 
question formats. Questions were guided by 
The Diversity Education Associates’ (2002) 
suggested cultural considerations within each 
phase of the TR APIE process. More 
specifically, the questionnaire included:  

 
• eight questions that explored the 

practitioners experience with multi-
cultural populations (e.g., How long 
have you worked in the field of 
Therapeutic Recreation? Have you 
had any formal/informal education 
relating to multiculturalism and 
Therapeutic Recreation? If yes 
please describe); 

 
• five questions that examined 

challenges encountered and tools 
used in assessment (e.g., Do you 
feel that current standardized 
assessments can be readily applied 
to the assessment of clients from 
diverse cultural backgrounds? 
Please explain why or why not, 
describing any challenges you have 
faced); 

 
• two questions that were related to 

the challenges faced and strategies 
used during the planning phase;  

 

• eight questions that focussed on 
issues of multiculturalism during 
program implementation (e.g.,  
Have you intentionally developed or 
adapted your general program offer-
ings to meet clients’ cultural needs? 
If yes, please describe); and  

 
• two questions that explored multi-

cultural considerations during eval-
uation (e.g., In your individual 
evaluation process, do you consider 
issues of culture?).  

 
The follow-up interview was conducted 

with four participants, who were chosen out 
of the 11 volunteers. The follow-up interview 
was conducted over the phone ranging from 
15-20 minutes and asked probing questions to 
elicit more detail on questionnaire responses 
and examples. Each interviewee was asked to 
provide further detail on each of the 
questionnaire questions providing examples 
where possible. Each interviewee was asked 
to share a success story related to providing 
culturally meaningful services for clients from 
diverse cultural backgrounds. 
 
Sample 
 

The sampling frame for this study was the 
Therapeutic Recreation Ontario (TRO) 
membership consisting of 450 individuals 
who are employed in the field of TR, are 
registered full-time in TR or recreation and 
leisure studies, or who support TR but are not 
directly employed in the field. Of the 450 
members who received questionnaires, 36 
completed them representing an 8% response 
rate.  
 

The sample was composed of 36 
respondents of whom 83.3% identified 
themselves as Canadian, English speaking, 
and either Catholic or Protestant. 50% of 
respondents reported 10 or more years of 
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experience in the field of TR.  33.3% of the 
practitioners reported currently practicing in a 
rehabilitation setting, while 30.1% reported 
working in long term care, 13.9% in day 
programs, 11.1% in complex continuing care 
and 11.1% in an unspecified setting.  The 
predominant client groups with which they 
reported having the most experience were 
geriatrics (55.5%), mental health (19.4%), 
acquired brain injury/spinal cord injury 
(11.1%), stroke recovery (8.3%), while 5.5% 
did not specify. The vast experience of the 
sample combined with the diversity of 
settings in which respondents have practiced 

with various client groups contributes to the 
richness of the knowledge of TR, which this 
sample can contribute.  

Of the 36 who responded to the question-
naire, 11 volunteered to participate in the 
follow-up interview. From the 11 volunteers, 
4 were selected to participate in the interview 
based on the number of years of experience in 
the field of TR and the diversity of their client 
population as indicated in the cultural 
breakdown of the minority and majority 
cultural groups served (see Table 1). Both of 
these variables had equal weight. 

 
 

Table 1 
Interview Participants Experience and Diversity of Clientele 

 

Participant 
Years of 

experience Cultural Composition of Clientele 

1 10 + English 70%, West Indian 2%, French 3%, Greek 3%, Italian 
10%, Others (Ukrainian, German, Russian, Polish) 14% 

 
2 10 + White Anglo-Saxon Protestant 80%, Indonesian 20% 

 
3 10 + English Canadian 70%, Italian Canadian 10%, Spanish 5%, 

Eastern European (Czech, Hungarian, Serbian) 8%, Jamaican 
4%, East Indian 3% 
 

4 2-5 English Canadian Christian 80%, Jewish 10%, French 
Canadian Catholic 8%, East Indian 2% 

 
 
Findings  
 
Culture and the Assessment Process 
 

In questioning whether or not practitioners 
feel that current standardized assessment tools 
can be readily applied to the assessment of 
clients from diverse cultural backgrounds, all 
respondents reported facing the challenge of 
the language barrier. Those who felt that 
assessments could be readily applied to 
clients from diverse cultural backgrounds 
after adjusting for the language barrier 

(41.6%), tended to emphasize the similarities 
between all people in their pursuit of leisure, 
rather than focussing on culture-based 
differences and emphasized that with 
sufficient prompting clients could describe 
their experiences within the context of the 
assessment. One practitioner noted that 
practitioners require excellent facilitation and 
interview skills to ensure that clients are not 
providing answers that fit with the norm or 
are “what the practitioner expects to hear” out 
of fear of being different. Many respondents 
reported having little experience applying 
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tools with clients from diverse cultural 
backgrounds. Those who felt that the 
assessments were not culturally inclusive 
(52.8%) recognized that current standardized 
tools tend to emphasize western cultural 
values of independence and concepts of the 
self, assume that leisure is valued within all 
cultures, and use terms associated with 
different perspectives, values, and meanings 
in various cultures.  

Over 80% of respondents reported 
inquiring about cultural identity or issues 
during the assessment process, while 19.4% 
did not. A little of over half of respondents 
(55.6%) inquired about at least four cultural 
variables (i.e., ethnicity, language, religion, 
and role of the family). Other variables that 
respondents addressed included: observation 
of cultural holidays, involvement in cultural 
community, rituals and personal care routines, 
and the definition of leisure. 
 
Culture and the Planning Process 
 

In exploring the challenges faced in the 
goal setting process, practitioners identified 
the following: language barriers; demanding 
workloads that limit time available to explore 
cultural issues; differing gender roles within 
cultures which create a challenge in identi-
fying appropriate interventions; culture-based 
differences in resources or opportunities 
available; difficulties finding support within 
the family or cultural community; culture-
based differences in value of goal setting and 
leisure (ie. clients from cultures with a strong 
work ethic value work over leisure creating 
goal setting and planning challenges); and a 
lack of understanding about cultural specific 
leisure pursuits. 

Practitioners reported challenges in the 
goal setting process related to differing 
cultural values and perspectives. Strategies 
that practitioners recommended for handling 

these challenges included: allowing the client 
to direct the goal setting process by limiting 
the imposition of practitioner perspectives, 
biases, and values; collaborating with cultural 
communities and families to determine 
culturally relevant goals; collaborating with 
families, volunteers, other residents and 
bi/multi-lingual staff to overcome language 
barriers; self-directed cultural learning, or 
immersion in cultural community to gain a 
more thorough understanding of the values, 
beliefs, supports, resources, practices and 
culture-specific leisure pursuits; learning from 
other practitioners who are experiencing 
success in working with a similar client 
group; and leisure education, or the provision 
of work-related participation opportunities for 
those with a strong work ethic. 
 
Implementation 
 

Over one third of respondents (36.1%) 
regularly provided culture-specific programs 
while 55.6% did not. Half of the respondents 
reported providing culture-specific special 
events, while 38.9% did not (see Table 2). In 
facilities with little cultural diversity, 
practitioners tended towards providing one-
to-one interventions, or culture-specific 
special events, whereas practitioners in 
facilities with greater diversity tended towards 
more regular culture-specific programs and 
larger group interventions where all could 
share in cultural activities. All respondents 
indicated that they try to make 90 to 100% of 
their programs culturally inclusive and 
accessible to all clients, while providing 1 to 
10% of their programs targeted to the needs 
of a specific cultural group. Most respondents 
indicated that they encouraged members of all 
cultures to participate in the culture specific 
programs to promote awareness and tolerance 
of various cultures. 
 

Table 2 
Culturally Relevant Program Offerings 
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 Pct. Responding  
Question Yes No Examples of Programs 

Do you regularly offer a 
culture-specific program? 

36.1 55.6 • Cultural cuisine 

• Travel club 

•  Italian groups: gardening, reminiscence, 
reading groups, sensory stim, music 
appreciation games, lunches 

• Monthly country theme and cultural 
recognition 

• Recognize cultural differences, similarities 
during regular programs through 
facilitating discussion 

Do you offer culture 
specific special events? 

50.0 38.9 • Recognition of cultural holidays or 
festivities (e.g., Oktoberfest, Caribana, 
Black history month, Orthodox Christmas, 
Pow wow) 

• Recognition of cultural rituals (e.g., Sweat 
lodges, sweet grass ceremonies, smudging) 

 
 

Over half of the practitioners (52.7%) 
reported intentionally changing their regular 
program offerings to better meet the cultural 
needs of their clients. As one practitioner’s 
client population included more aboriginal 
people, the practitioner began culturally 
relevant programs and invited elders and 
leaders from the reserve to share with the 
group. Many practitioners reported modifying 
current programs to better suit clients’ 
cultural needs. Foods cooked during cooking 
groups were modified or discussions were 
facilitated during cognitive stimulation or 
verbal groups that addressed the clients’ 
varying cultural backgrounds and needs. 
Many practitioners reported having 
collaborated with and actively involving 
clients, cultural community members, 
volunteers or staff from the minority culture 
in making appropriate adaptations or 
additions to the program repertoire. 

In implementing culture-specific pro-
grams or special events, practitioners reported 

taking a servant leadership role and learning 
largely from their clients, families, or cultural 
communities. Many of the events or programs 
planned involved clients and minority culture 
staff sharing ethnic foods, ethnic music, and 
openly discussing cultural beliefs, practices, 
values, and symbols. One practitioner 
reported much success with the celebration of 
a different culture each month, involving 
clients, staff, families and community 
members in the sharing of their culture with 
other clients and staff. The practitioner 
reported that this program created greater 
tolerance, raised awareness of diverse 
cultures, and created a sense of belonging for 
clients. One practitioner reported using the 
internet with a client to gather information 
and cultural materials from the home 
country’s tourist website which the client 
presented to the group and other staff. 

Due to budgetary and time constraints 
many TR practitioners must manage larger 
groups that are more likely to be culturally 
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diverse. To manage these groups, prac-
titioners suggested the following strategies: 
inviting family members, community 
members, or volunteers to assist in the 
inclusion of clients from minority cultures; 
ensuring the leader has excellent facilitation 
skills enabling participants to feel as safe, 
respected, and comfortable as possible in 
sharing their cultural differences; enforcing 
ground rules regarding respect and tolerance; 
and matching a client from minority group 
with a client of a similar culture to provide 
support, or with a client from a majority 
culture to assist in integration. 

In situations where culture becomes a 
barrier to participation, practitioners sug-
gested the following strategies: provide one-
to-one options that are more culturally 
relevant; provide materials that are language 
specific; maximize the use of activity-based 
programs that require minimal verbal 
communication and where body language or 
gestures can be relied upon for commu-
nication; and offer clients the opportunity to 
become a leader to lead/teach the majority 
culture in an activity that is relevant to his or 
her own culture. 
 
Evaluation 
 

In the individual evaluation process, 
58.3% of practitioners reported considering 
issues of culture, while 33.3% did not. In 
evaluating programs, 36.1% of respondents 
reported considering issues of culture, while 
47.2% did not. In program evaluation, practi-
tioners suggested the following strategies for 
ensuring culturally relevant program offer-
ings: elicit feedback from clients, families, 
and community members to determine 
whether or not program offerings are sensitive 
to cultural needs, to ensure cultural wishes are 
respected, and to determine where improve-
ments can be made; and evaluate the match 
between the proportion of clients from 
various cultures in the client population and 

the proportion of culturally relevant programs 
offered. 

Practitioners suggested the following 
strategies for being culturally sensitive in the 
evaluation process: elicit feedback from 
family and cultural community members; 
allow the client to direct the evaluation so that 
the practitioners’ biases, perspectives, and 
values are not imposed; consider clients’ 
participation in the context of traditional 
recreation participation within their own 
culture; consider whether or not culture 
creates a barrier to meaningful participation; 
and measure progress or skills against the 
standards of a client’s own culture rather than 
the standards of the predominant culture. 

The issue of the language barrier emerged 
as a prevalent challenge in all stages of the 
TR process. Strategies that were identified for 
assisting in managing the language barrier in 
practitioner-to-client interactions involve the 
use of staff, family or volunteer translators. 
Many practitioners recommended the use of 
visual prompts and cues, or having families, 
volunteers, or staff, write down key words 
that the practitioner can use to assist in 
relating to the client. Respondents also 
identified strategies for managing the 
language barrier in client-to-client inter-
actions when the language barrier interferes 
with participation. Many practitioners have 
matched clients with volunteers, family, staff, 
or other clients who also speak the language 
and who can act as a bridge between the client 
and the group. Others have provided one-to-
one interventions or linked with the cultural 
community to assist in providing 
interventions for clients whose group partici-
pation is limited due to language barriers. 
 
 
Implications for Therapeutic Recreation 
 

Practitioners and agencies must be 
responsive to the process of continual cultural 
change to ensure that the programs and 
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services offered remain relevant. Deiser and 
Wilson (2002) suggest that in order to 
continually provide culturally relevant 
services to clients, change must occur both at 
the individual level and the systemic level. 
Person directed change describes the efforts 
of individual practitioners to make 
adjustments to their services based on 
increased understanding of the client group, 
while system directed change occurs via 
administrative or legislative measures. Many 
respondents reported using self-directed 
learning, research strategies, or discussions 
with clients to learn about the customs and 
beliefs of the cultural groups with whom they 
work. One practitioner suggested reacting 
proactively by being aware of immigration 
trends and educating oneself in response to 
these trends. Another practitioner working 
with a predominately aboriginal population 
suggested cultural immersion within their 
community and reported visiting clients in the 
home, attending cultural events, and 
experiencing aspects of the culture firsthand 
to gain a clearer understanding of the clients’ 
cultural context. Deiser and Wilson (2002) 
suggest the following strategies for 
responding to multiculturalism at the 
individual level: field trips and bicultural 
observation of ethnic communities; role 
playing and role reversals with members from 
ethnic minority cultures; panel or individual 
discussions with ethnic minority pro-
fessionals; self guided and classroom learning 
regarding individual diversity; critical 
incident and case study workshops, and 
immersion in an ethnic culture (p. 56). 

While person directed change has the 
most immediate and direct impact on service 
delivery, Allison (2000) and Dahl (2000) 
emphasize the importance of advocating for 
systemic change which supports respons-
iveness to cultural diversity. They recommend 
the following strategies for change at a system 
wide level: explicitly articulate ethnic 
diversity in mission statements; reinforce 

values of diversity in rewards and appraisal 
processes; develop ethnic diversity 
committees; develop a formal ethnic diversity 
action plan at the administrative level; hire 
and promote people from various ethnic 
backgrounds or people who have multi-
cultural skills; support educational programs 
for staff oriented towards ethnic diversity; 
develop a task force on ethnic diversity; and 
implement organizational cultural audits 
(cited in Deiser & Wilson, 2002, p. 56). 

Many of the respondents reported 
inquiring about cultural issues during 
assessment. The Diversity Education 
Associates (2002) advocate for the import-
ance of inquiring about cultural issues during 
assessment and keeping the information 
gathered in mind during the planning phase. 
They recommend practitioners ask the 
following questions of themselves during 
planning: “Are the goals consistent with the 
client’s cultural background? Are the goals 
attainable considering the cultural issues 
previously identified?” (p. 7). They recom-
mend that practitioners ask the following 
questions of themselves during program 
implementation: “Can common activities be 
altered to allow for cultural differences? What 
can you do to help the client share his or her 
culture with the staff and other clients as 
appropriate?” (p. 7). 

Before practitioners can be responsive to 
the cultural needs of their clients, they must 
first understand their own cultural beliefs, 
values, and perceptions and how these 
influence their interactions with people from 
other cultures. The Diversity Education 
Associates (2002) suggest that practitioners 
evaluate how they define their religion, race, 
socio-economic class, gender roles, and 
sexual orientation and explore their personal 
definitions of illness, wellness, success, and 
role of the family. A reflective practitioner is 
a responsive practitioner. 

Increased awareness and understanding of 
multiculturalism encourages the critical 
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examination of philosophies and practices. 
Much academic debate has centred around the 
applicability of therapeutic recreation 
philosophies, models, and constructs to client 
groups from cultures outside the Euro-North 
American culture and particularly pluralistic, 
collectivist cultures. As noted in Peregoy and 
Deiser by Myers (1993), “individualist 
cultures give priority to one’s own goals over 
group’s goals and define one’s identity in 
terms of personal attributes rather than group 
identification” (p.177). Within western 
individualist cultures, there is also an inherent 
emphasis on independence and constructs 
representing the self such as self-
determination, self-efficacy, and self-
actualization (Peregoy & Deiser, 1997). These 
constructs of self and an emphasis on 
independence have become strongly rooted in 
the models, thought frameworks, and 
philosophies of TR which may limit its 
applicability with clients from collectivist 
cultures. Condeluci (1991) and Gloria and 
Peregoy (1996) recommend a shift towards 
functional interdependence when working 
with clients from collectivist cultures. 

For practitioners, questions of cultural 
sensitivity come to the fore when conducting 
assessments and setting goals. Many 
respondents questioned the applicability of 
standardized assessments to clients from 
diverse cultures noting that many questions 
are based on Euro-North American 
experience, emphasize the western values of 
independence and concepts of the self, and 
are only available in one language. Another 
recognized challenge was in the goal setting 
process with clients from collectivist cultures, 
where the goals of the group supersede the 
goals of the individual. 

The low, 8% response rate is a limitation 
of this study. However, information presented 
may still provide valuable insights, 
suggestions, and recommendations to 
therapeutic recreation practitioners who are 
critically examining their approach to 

providing services for a culturally diverse 
clientele. A higher response rate could have 
been encouraged by more personal contact in 
the presentation of questionnaires at the TRO 
conference, or by sending out reminder notes. 
Information suggesting that practitioners are 
coping effectively may be biased by the 
sample of TR practitioners who chose to 
complete the voluntary survey, as those 
feeling most competent in managing issues of 
multiculturalism may have been more likely 
to complete the survey. The questionnaire 
questions could have been improved by 
piloting the questionnaire with a small sample 
group before it was sent out to the larger 
groups. However, due to time constraints, a 
pilot was not completed. 

The purpose of this study was to explore 
how therapeutic recreation (TR) practitioners 
are coping with and responding to the 
increasingly diverse multicultural populations 
that are served by the profession. Through 
discussing the challenges faced by 
practitioners in each stage of the TR process 
and exploring the strategies they use to 
overcome these challenges it is hoped that TR 
practitioners will be encouraged to reflect on 
the cultural relevance of their services and 
learn from other practitioners. 

Practitioners are coping effectively on an 
individual level by educating themselves, by 
learning from clients, and by using families, 
volunteers and cultural community members 
as resources. Much could be done on a larger 
systemic level to ensure multicultural 
competencies. Increased opportunities for pre-
service and in-service training related to 
multiculturalism and managing cross-cultural 
interactions are needed. In the academic 
realm, further evaluation of the applicability 
of the philosophies, thought frameworks, and 
constructs of therapeutic recreation that are so 
heavily rooted in western thinking, with 
clients from diverse and collectivist cultures 
is needed.  
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As noted by Kelly (1991), “leisure is 
neither separate from its historical, social, and 
cultural contexts; nor is it wholly determined 
from them” (p. 207). While clients may have 
their own cultural beliefs and practices that 
impact how they value leisure and what form 
leisure takes for them, all clients can be 
unified in the universality of happiness and 
fun that can be pursued through leisure. 
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Abstract 
The literature on caregiving and its impacts on leisure principally reflects women’s experiences 
because women more so than men take on the caregiving role. What remains unclear when men 
become primary caregivers is whether their experiences are similar to women, or whether their 
experiences of the caregiving role and its impact on their leisure lifestyles is unique to them. The 
purpose of the study was to examine how the leisure lifestyles and experiences had changed, 
both behaviorally and perceptually, among male caregivers whose wives had moved to long-term 
care due to Alzheimer’s disease or a related dementia. In-depth active interviews were conducted 
with seven men caring for their wives now living at a long-term care facility in Southern Ontario. 
Major themes that emerged from the analysis included a sense of responsibility, feelings of 
longing for both one’s wife and one’s previous leisure lifestyle, leisure as a coping mechanism, 
and leisure apathy. While the results are largely consistent with the findings of previous research 
involving women, the emergence of leisure apathy as a major theme might be unique to male 
caregivers. 
 
 
 
Introduction 

 
Canada’s population of persons aged 65 

years and over has increased dramatically in 
the last 25 years and is expected to represent 
over 20% of the population by the year 2020 
(Statistics Canada, 2000). With increased age, 
there is an associated increase in the risk of 
Alzheimer Disease and related dementias 
(Bland, 1998; Keating, Fast, Frederick, 
Cranswick, & Perrier, 1999) and as a 
consequence, an increased need for some 
level of formal and/or informal care for 
persons with dementia (Hopkins & Hopkins, 
2002). Inevitably, many family members, 
especially spouses, will provide such care for 
their loved ones with dementia, and as a 
result, they also will feel the greatest impacts 
associated with caregiving (Johnson, Davis, & 
Bosanquet, 2000). Indeed, persons with 
dementia require greater amounts of 
assistance with both activities of daily living 
(ADLs) and instrumental activities of daily 

living (IADLs) than do care recipients not 
suffering from dementia (Straw, O’Bryant, & 
Meddaugh, 1991) and the physical demands 
and psychological burden experienced by 
their caregivers tend to be greater as well 
(Ory, Hoffman, Yee, Tennstedt, & Schulz, 
1999). Consequently, the caregiving role can 
have detrimental effects on opportunities for 
social interaction and leisure (Bedini & 
Guinan, 1996a; White-Means & Chang, 1994) 
and can change the very nature of the leisure 
experience for caregivers (Weinblatt & 
Navon, 1995). Further, these impacts are felt 
by caregivers not only while their care 
recipient is still living in the community, but 
even after they have moved to a long-term 
care facility (Aneshensel, Pearlin, Mullan, 
Zarit, & Whitlatch, 1995).  The issues related 
to caregiving and entry into long term care 
may have implications in terms of the support 
that long term care facilities provide to 
families.   



Genoe and Smale 
 

 23

Although the majority of caregivers tend 
to be women (Canadian Study of Health and 
Aging, 1994; Keating et al., 1999), as the 
aged population grows, men – especially 
husbands – are increasingly taking on care-
giving responsibilities (Siriopoulos, Brown, & 
Wright, 1999). Little is known about the 
experiences of men as caregivers, however, 
because much of the literature has tended to 
focus on the caregiving experiences of 
women. As a result, it remains unclear 
whether the experiences of men in caregiving 
are similar to those of women or if they are 
uniquely their own, especially as they have an 
impact on their leisure lives. In this study, we 
explore the nature of the caregiving 
experiences for men, and in particular, how it 
has affected their leisure. 
 
Background 
 
Caregiving and Gender 

 
The caregiving role has typically been 

fulfilled by female family members (Keating 
et al., 1999; Stone, Cafferata, & Sangl, 1987), 
however, the number of men providing care is 
increasing. As more and more women enter 
the workforce and are thereby less available 
to take on the caregiving role and because 
more women are diagnosed with Alzheimer 
Disease, it is even more likely that men, 
particularly husbands, will become caregivers 
(Fitting, Rabins, Lucas, & Eastman, 1986). 
Indeed, Chang and White-Means (1991) 
found a strong presence of husbands who 
provide care for their wives, and that 41% of 
husbands were their sole caregivers and 
provided on average 65 hours of care per 
week. Harris (1993) found that the 
commitment to care for ill wives was 
dominant among all of the participants in her 
study on caregiving husbands. Nevertheless, 
men face some barriers as they become 
caregivers to their wives. Typically, females 
will assume the role of caregiver or may even 

try to reclaim it from men. This can occur 
when daughters visit their parents (Kaye & 
Applegate, 1994). Unfortunately, men are 
often viewed to be inadequate, inexperienced, 
incapable, and uncomfortable helping others, 
especially with personal care, even though 
they are increasingly taking on such 
responsibilities (Harris, 2002; Keating et al., 
1999). Men must resist these expectations in 
order to provide care for their spouses (Kaye 
& Applegate, 1994). 

Although the literature concerning male 
caregivers is relatively small, there is 
evidence that there are differences in the 
experiences of men and women caring for 
someone with dementia. For example, women 
report more depressive symptoms than men 
(Fisher & Lieberman, 1994; Kramer, 2000), 
and more women feel anger and experience 
greater time constraints and burden as a result 
of caregiving (Cranswick, 1997; Winslow & 
Carter, 1999). Chang and White-Means 
(1991) found that male caregivers appear to 
be healthier, have higher life satisfaction, are 
more active in the labor market, and report 
less financial and physical stress due to 
caregiving than female caregivers. 
Nevertheless, husbands caring for wives with 
dementia do experience greater degrees of 
burden, weariness, guilt, and isolation than 
other relatives except wives (Samuelsson, 
Annerstedt, Elmstahll, Samuelsson & 
Grafstrom, 2001). In contrast, some 
researchers have suggested that male 
caregivers experience similar amounts of 
stress and burden as their female counterparts, 
but that they express and handle it differently 
(Kaye & Applegate, 1990b). In fact, Hepburn 
et al. (2002) found that husbands and wives 
were more alike in their caregiving 
experiences than not.  

Although some have suggested that 
gender differences in caregiving may be 
attributable to differences in feelings of 
affection (e.g., Finley, Roberts, & Banahan, 
1988), Russell (2001) found just as strong a 



Caregiving and the Changing Experience of Leisure: A Male Perspective 

 24

sense of affection and commitment among 
male caregivers as female. He found that none 
of the men expressed negative feelings 
towards their responsibility as caregivers and 
that caregiving allowed husbands to express 
their love and appreciation for their wives 
(Motenko, 1988). Men tend to approach 
caregiving in a task-oriented and systematic 
manner while still expressing intimacy. They 
submerge themselves in caregiving, similar to 
the way they approach their jobs in the work 
place – with organization and independence. 
Male caregivers will acknowledge the stress 
and strain of caregiving, but only in moderate 
levels. However, these men appear to find 
satisfaction in providing support for the care 
recipient (Kaye & Applegate, 1994).  

In order to better understand how they 
perceived their roles, Kaye and Applegate 
(1990b) examined male caregivers and found 
that these men identified emotional 
gratification as a strong motivator for 
caregiving. They also found that husbands 
believed that they had many affective traits 
that are normally associated with female 
roles, such as gentleness, compassion, 
warmth, and a loving nature. However, 
Kramer and Lambert (1999) found that 
husbands who were caregivers were more 
likely to report declines in their perceptions of 
emotional support, declines in marital 
happiness, increases in depression, and 
decreases in happiness. Clearly, as with other 
studies on females, the research on males 
reveals caregiving to be a complex and 
emotionally confusing role, which men 
experience in a variety of ways. 

Harris (1993) has provided some greater 
insight into the male caregiving experience 
with her descriptions of how the caregiving 
role may be approached by men. In her study, 
she was able to identify four types of male 
caregiver. The first of these is the worker. 
These men modeled caregiving after their 
work role, so that it became, in essence, a new 
work identity. Caregiving was handled and 

managed from a similar perspective that they 
used for their work. The second type of male 
caregiver is characterized by labour of love. 
These men merged their caregiving role with 
their deep feelings toward their wives, and 
cared for their wives out of devotion, not 
duty. The third type of caregiver that emerged 
from Harris’s (1993) study is characterized by 
a sense of duty. The men who fell into this 
category developed a sense of responsibility 
and duty towards their wives and focused on 
this when caregiving. Finally, at the cross-
roads characterized those male caregivers 
who were most often in crisis because they 
had not yet become oriented to the caregiving 
role and were unsure as to what they should 
do next. These four “types” reflect per-
spectives and experiences among male 
caregivers that share similarities with 
women’s experiences, but also highlight their 
uniqueness. Despite the call by some 
researchers to “degender” caregiving because 
both men and women experience similar 
emotional impacts, social isolation, and 
burden (Neysmith, 1991), respecting both the 
differences and similarities in their experi-
ences is critical to a more comprehensive 
understanding of the caregiving role.  

 
Caregiving and the Move to Long-Term Care 

 
As the condition of the care recipient with 

dementia continues to deteriorate, it is often 
necessary to move him or her into a long-term 
care setting. Pushkar Gold, Reiss, 
Markiewicz, and Andres (1995) found that 
caregivers who place their care recipient in a 
long-term care facility continue to provide 
some help with ADLs, but their involvement 
decreases as support is provided by staff at 
the facility. Nevertheless, institutionalization 
will shift but does not eliminate the 
responsibility and burden that caregivers’ 
experience (Tornatore & Grant, 2002; 
Whitlatch, Schur, Noelker, Ejaz, & Looman, 
2001; Zarit & Whitlatch, 1992). Caregivers 
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remain involved in the care of their loved one 
and continue to experience strain, depression, 
and burden, but typically in different ways. 

Zarit and Whitlatch (1992) found that 
caregivers reported less distress after their 
care recipient moved to a long-term care 
facility, as did their feelings of being 
overloaded and trapped in the caregiving role. 
After institutionalization, caregivers felt less 
overwhelmed, tired, and pressured, and they 
had more time for other activities (Zarit & 
Whitlatch, 1992). Seltzer and Li (2000) found 
a significant decline in caregiver burden and 
slight increases in frequency of social 
participation after institutionalization. Stull, 
Cosbey, Bowman and McNutt (1997) found 
significant declines in physical strain, social 
constraints, interpersonal strain and time 
constraints following institutionalization of a 
person with dementia. 

However, in conjunction with these 
feelings of release from some aspects of 
caregiving, many caregivers also reported 
higher levels of guilt, and consequently, spent 
considerable amounts of time visiting the care 
recipient (Harper & Lund, 1990). Spending 
long hours visiting with the care recipient and 
experiencing the severe deterioration in the 
daily living skills and orientation of their 
loved one increased caregiver burden. This 
may be related to the stress of seeing the care 
recipient in stages of decline or the fact that 
deterioration is more obvious when the 
caregiver sees their loved one less often. 
Indeed, the progressive loss that caregivers 
experience as they endure the pain of 
watching the deterioration of their care 
recipient and his or her growing 
psychological absence contributes signify-
cantly to the stress that caregivers feel 
(Dupuis, 2002). 

Caregivers inevitably respond differently 
to their changed circumstances following the 
move of their care recipient to long-term care, 
and consequently, the nature of their 
experience also changes. In their study of 

adult daughters whose parents were placed in 
long-term care facilities and the impact it had 
on their lives, Dupuis and Smale (2000) 
identified five primary ways that caregivers 
play out their roles in long-term care contexts 
– or role manifestations – of caregivers, inclu-
ding active monitors, regular visitors, 
accepting relinquishers, unaccepting relin-
quishers, and finally, indirect supporters.  

Active monitors are usually caregivers 
whose care recipient has been living in the 
facility for nine months or less. These 
caregivers are intensely involved in care and 
they often visit several times away and at 
least three times per week. They feel that their 
role is to maintain a sense of normalcy in their 
care recipient’s life, to monitor care, and to 
preserve his or her sense of self. Active 
monitors view themselves as an important 
part of the care team and feel a strong 
commitment to not only support their loved 
one but also the staff. Regular visitors have 
usually been caring in the long-term care 
context for more than one year. They visit 
their care recipient regularly, at least once per 
week. Similar to active monitors, these 
caregivers define their role in terms of their 
purpose in care – maintaining normalcy, 
monitoring care, and preserving sense of self. 
They focus their energy on the care recipient, 
but they do not support the staff in providing 
care. They believe that they provide an 
extension of staff’s caregiving, but are not 
involved directly in physical care. Accepting 
and unaccepting relinquishers have given up 
both the emotional and physical care beyond 
that provided by the facility staff. They 
perceive that their care recipient’s personality 
as they once knew it is gone. Accepting 
relinquishers have dealt with the 
circumstances, do not feel guilty, and are now 
focusing on their own lives. The visit the 
facility once a month or less to ensure that 
their relative continues to get high quality 
care. In contrast, unaccepting relinquishers 
have difficulty coping with their situation. 
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They find it very difficult to watch their care 
recipients deteriorate and feel a sense of 
helplessness when visiting. Therefore, they 
visit infrequently, usually once every three to 
six months or less. Finally, Indirect 
supporters appear across all career stages and 
view their primary role as providing support 
for the primary caregiver, who is a healthy 
parent living in the community. Their role 
focuses on monitoring the primary caregiver’s 
health and well-being and they place less 
emphasis on caring for their parent living in 
the long-term care setting. 

This study highlighted the link between 
the meaning attached to the role and 
behaviour but also emphasized how 
caregivers in similar caregiving situations can 
experience the role in very different ways. By 
examining these different groups of female 
caregivers, it is evident that the role of 
caregivers changes over time, even after the 
care recipient is institutionalized (Dupuis & 
Smale, 2000), and that their experience of 
burden and stress differs depending on the 
nature of the role they occupy. Because much 
of the research on the caregiver experience in 
the long-term care setting has focused on 
women, it remains unclear whether these roles 
and experiences are similar for men. For 
example, do husbands who provide care for 
their institutionalized wives have similar 
experiences and can therefore be character-
ized in the same way as described by Dupuis 
and Smale (2000)? 
 
Caregiving and Leisure 

 
Even less attention has been given to the 

impact of caregiving on caregivers’ leisure 
lives and what is known is based primarily on 
studies of female caregivers, especially those 
providing community-based care (Zarit & 
Whitlatch, 1992). In the research that has 
been done, the focus has largely been on the 
extent to which caregiving has an impact on 
the caregiver’s participation in leisure and 

less so on his or her experience of leisure. 
Caregiving has consistently been found to be 
a constraint to leisure by limiting free time 
(White-Means & Chang, 1994) and restricting 
one’s social life (Bedini & Guinan, 1996a; 
Stephens & Christianson, 1986). For example, 
the women in a study by Bedini and Guinan 
(1996a) reported that, due to their caregiving 
responsibilities, they experienced a loss of 
leisure time, including decreases in regular 
exercise, time for one’s self, interest in 
activities, sex life, opportunities to socialize 
with friends, vacations, social resources, and 
time for leisure pursuits (Bedini & Guinan, 
1996b). Such constraints to the caregiver’s 
leisure are critical because they typically have 
other serious consequences such as lower 
self-reported health (Keller & Tu, 1994) and 
greater overall levels of stress (Miller & 
Montgomery, 1990). Consequently, main-
taining one’s leisure involvement can serve as 
an important resource for caregivers by 
helping them to maintain their life satisfaction 
and overall well-being. Evidence suggests 
that leisure provides a means of coping with 
the burden and stress related to caregiving 
(Bedini & Guinan, 1996a; Keller & Tu, 
1994), especially in the dementia context 
(Smale & Dupuis, 2003). 

The extent to which leisure is constrained 
differs based on many factors. Caregivers of 
persons with dementia reported giving up 
enjoyable activities and family time more so 
than for caregivers of persons with other 
chronic illnesses or disabilities (Ory et al., 
1999). Gender and the caregiver’s relation-
ship to the care recipient also appear to have 
an impact on the degree to which leisure is 
constrained. Miller and Montgomery (1990) 
found that more female caregivers reported 
social limitations than male caregivers. In 
addition, being married, female, and having 
younger children all contributed to reductions 
in leisure time for caregivers, as does living 
with the care recipient, but the availability of 
secondary caregivers potentially can increase 
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leisure time (White-Means & Chang, 1994). 
Seltzer and Li (2000) found differences in the 
amount of leisure participation for wives and 
daughters providing care both before and after 
their care recipient entered an institution. 
They found that adult daughters, whose parent 
had entered a nursing home, experienced an 
increase in social participation, whereas 
daughters who continued to care for their 
parent in the community neither increased nor 
decreased their participation.  

Leisure constraints or barriers for 
caregivers can be both internal and external 
(Bedini & Guinan, 1996b). The most 
prevalent internal constraint identified in the 
literature is the caregivers’ perceived respon-
sibility for the care and well-being of the care 
recipient. Caregivers in a study by Bedini and 
Guinan (1996b), for example, believed that it 
was their duty to provide care, and therefore, 
leisure was by comparison much less 
important. Some caregivers felt that pursuing 
their own leisure interests made the care 
recipient feel threatened or unhappy. Other 
caregivers were afraid to leave their care 
recipient alone in case something happened to 
them or they felt that appropriate care would 
not be provided even if they hired care 
providers (Bedini & Guinan, 1996b). Further, 
the demands of caregiving can result in 
physical and emotional fatigue, draining 
participants of energy needed for leisure 
pursuits (Dunn & Strain, 2001). 

External constraints, which tend to be 
more structural in nature, also limit 
caregivers’ participation in leisure. Foremost 
among external constraints is the lack of time 
resulting from the increased responsibilities of 
caregiving. The demands of caregiving make 
it difficult to find time for leisure or even to 
find time to complete routine daily tasks 
(Bedini & Guinan, 1996b). In a study by 
Dunn and Strain (2001), caregivers who 
reduced participation in some activities and 
stopped participating in others were more 
likely to indicate that these changes were the 

result of time constraints. Caregivers also find 
it difficult to engage in leisure activities due 
to the financial constraints arising from their 
caring responsibilities (Bedini & Guinan, 
1996b). The financial burden of caregiving 
also limits caregivers’ ability to access 
outside help from home care services, further 
restricting caregivers’ leisure opportunities 
outside the home. 

While most of the literature points to 
decreases in leisure participation for care-
givers, Dunn and Strain (2001) found that not 
all of the caregivers in their sample made 
changes to their leisure participation. In fact, 
just over half of their participants reported 
that they did not reduce or cease any of their 
leisure activities due to caregiving. Similarly, 
Shanks-McElroy and Strobino (2001) found 
that no one in their sample of male caregivers 
reported a lack of opportunity for relaxation, 
and that they were moderately satisfied with 
their leisure. 

Nevertheless, participation in leisure not 
only decreases for most caregivers, but their 
perceptions of their leisure and how it fits 
within their lives also changes (Bedini & 
Guinan, 1996a). In a study conducted by 
Weinblatt & Nevon (1995), in fact, caregivers 
reported that they ceased participating in 
leisure because it elicited feelings of guilt, 
anxiety, depression, and loss of control when 
they felt they should be devoting that time to 
their care recipient. For some of the women in 
Bedini and Guinan’s (1996a) study, leisure 
was seen as valuable, but difficult to attain. 
Other women in their study did not wish to 
participate in leisure or felt that they did not 
need leisure in their lives. They placed a 
greater priority on helping others than on 
other aspects of their lives, thereby 
compromising their leisure time. Many of the 
women had difficulty accessing leisure 
because they felt tied to their home and could 
not leave for even short periods of time. 

In a study examining the meanings of 
leisure for adult daughters caring for a parent 
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with dementia in a long-term care facility, 
Dupuis and Smale (2000) found that the 
women’s perceptions of leisure changed 
correspondingly with the changes in their 
caregiving careers. The meanings these 
women attached to their leisure shifted 
depending on how they perceived their 
individual circumstances in care, which can 
be characterized by the role manifestations 
described earlier. Dupuis and Smale identified 
three leisure manifestations that appeared to 
be chiefly associated with certain phases of 
their caregiving careers. Leisure constriction 
appeared in the early phases of the career and 
is quite similar to the findings of previous 
research that point to the constraining effect 
of caregiving on leisure. Not only was the 
leisure time of the adult daughters 
significantly reduced, but so too was its 
quality. A second manifestation is leisure 
moments, which tended to occur more 
frequently at the mid-phase of the caregiving 
career when the women were providing more 
emotional and social support to their parents, 
and it was something they increasingly felt 
they wanted to do rather than had to do. 
During this phase when the caregiving role 
was comparatively less stressful and 
satisfying, the women experienced moments 
during their visits that they described as 
leisure – “brief episodes in obligatory social 
roles or in daily life that are experienced as 
leisure” (Dupuis & Smale, 2000, p. 331). 
Finally, leisure reclamation tended to occur in 
the later phase of the caregiving career 
especially as the care recipient’s disease 
progressed and his or her psychological 
presence declined. At this phase, the adult 
daughters sought to reclaim or even redefine 
their leisure lives as a means of coping with 
the new stress associated with the 
psychological loss of their parent and the 
feeling they no longer could provide 
meaningful care.  

Nonetheless, much of the literature on the 
caregiving experience, including its impact on 

one’s leisure, has focused on women largely 
because they represent the majority of 
caregivers. Consequently, little is known 
about the caregiving experience of men and 
how it influences their leisure lifestyles. Do 
they experience similar changes to their 
leisure as women? Does their caregiving role 
bring about similar leisure manifestations as 
have been found with women? 
 
Purpose of Study 

 
The purpose of this study was to examine 

the nature of and impacts upon the leisure of 
husbands whose wives have been 
institutionalized principally due to Alzheimer 
Disease. The study examined how male 
caregivers perceive their leisure time, the role 
of leisure in their lives, and how their leisure 
lifestyles have changed, both behaviourally 
and perceptually, since moving their wives 
into a long-term care setting. 
 
Method 

 
This study drew on a naturalistic 

methodological approach (Lincoln & Guba, 
1985) as a means of facilitating the 
emergence of various meanings held by the 
participants engaged for the study (Schwandt, 
1994). We decided that this would be the 
most useful way in which to discover the 
perceptions of and meanings held by male 
caregivers with respect to their leisure 
lifestyles because their experiences have not 
as yet received the same attention in the 
literature as have female caregivers.  

Participants in the study were drawn from 
among those men who were the primary 
caregivers of their wives, all of whom had 
been diagnosed with Alzheimer Disease or a 
related dementia and were living in a 300-
resident, long-term care facility in southern 
Ontario, Canada. Initially, eligible men were 
identified with the assistance of the facility 
administrator and then contacted by mail to 
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describe the purpose of the study and to 
determine their willingness to participate. 
Follow-up telephone calls were made to 
confirm eligibility and to schedule a 
convenient time for an interview. Prior to the 
interview, the participants were asked to 
complete a brief questionnaire which was 
used to gather baseline information regarding 
the caregiver and the care recipient’s 
demographics, the nature of the care 
recipient’s diagnosis, the length of time since 
moving to the long-term care facility, and 
how often the caregiver visited his spouse 
there. 

In-depth, active interviews (Holstein & 
Gubrium, 1995) of approximately 90 minutes 
in length were conducted in a private room at 
the long-term care facility, and were tape-
recorded and subsequently transcribed 
verbatim. The use of active interviews 
acknowledged the interactional nature of the 
exchange between the researcher and the 
participants and permits the inclusion of a 
number of different questioning approaches 
that are designed to best arrive at mutual 
understanding of the salient issues. 
Consequently, the interviews explicitly began 
with a clear set of topic areas of interest to be 
discussed (i.e., in part, semi-structured 
questions) and then progressed in a 
conversational style. The questions were 
designed to facilitate discussion regarding the 
husband’s caregiving role and its impacts on 
his leisure and to serve as cues for various 
issues, including changes in the husband’s 
caregiving role, his feelings and perceptions 
about his leisure and changes to it, how he 
described his role as a caregiver, and how it 
had changed since his wife moved to the 
long-term care facility. Throughout the entire 
process, a personal log was kept, in which 
impressions, emotions, and other information 
about the interviews and other events were 
recorded, and it played an instrumental part in 
the analysis and interpretation of the 
interview data. 

The data taken from the interviews were 
analyzed using a variation of the constant 
comparative method (Strauss & Corbin, 1990) 
which relied primarily on both open and axial 
coding. Analysis began with open coding and 
a line-by-line analysis of the transcripts to 
identify the initial conceptual categories that 
were particularly relevant to the meanings 
which the men attached to their caregiving 
role and its impact on their leisure. Analysis 
then proceeded to axial coding to assess 
connections between individual categories 
and sub-categories and the conditions which 
gave rise to them as well as the context in 
which they were rooted; the action/interaction 
strategies by which they were handled, 
managed, and carried out; and the results of 
those strategies (Strauss & Corbin, 1990). 
Finally, this process led to the discovery of 
the major themes and their associated patterns 
reflecting the roles and experiences of 
husbands who provide care for their wives 
with Alzheimer Disease living in long-term 
care. Each of the participants in the study was 
given a pseudonym to protect his con-
fidentiality. 
 
Findings 

 
Seven men agreed to participate in this 

study. They ranged in age from 53 to 83 years 
and had been the primary caregivers for their 
wives prior to the move into the long-term 
care facility. The total length of time they had 
been providing care ranged from 5 to 16 
years, and their wives had been living in long-
term care for anywhere from 10 months to 
almost 2 years. The move to long-term care 
was precipitated by the combined effect of the 
declining health of their wives and the men’s 
inability to continue to provide complete care 
at home. Most of the men reported visiting 
their wives at the facility between two to three 
times per week or every day. Many continued 
to participate in providing some level of care, 
although much of this responsibility was now 
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being handled by the staff at the facility. 
These general characteristics suggest that the 
men would likely fall in to either the regular 
visitor or active monitor role manifestation of 
caregivers as described by Dupuis and Smale 
(2000), because their wives’ disease had not 
as yet progressed to the point where they 
might be characterized as accepting or 
unaccepting relinguishers.  In many respects, 
these men are at predominantly the early or 
mid-phase of their institution-based care-
giving careers, when considering their level of 
involvement as well as the time since they 
began. 

The analysis of the interview data 
identified a number of patterns which 
ultimately lead to several dominant themes, 
two of which pertained to the men’s overall 
caregiving experiences and two that related 
specifically to the changes experienced in 
their leisure lives. The themes associated with 
their caregiving experience and its impacts 
were: a sense of responsibility and feelings of 
longing, which were characterized by the 
intertwined sub-themes of longing for one’s 
wife and longing for one’s previous leisure 
lifestyle. The themes associated specifically 
with their current experience in leisure were 
leisure apathy and leisure as coping.  
 
Sense of Responsibility 

 
All of the participants felt a sense of 

responsibility for the care of their wives. Even 
though they frequently described the visits 
with their wives as a duty, they also indicated 
that they often enjoyed them. The men often 
felt that their visits were neither work nor 
leisure, but part of their ongoing commitment 
to their wives. In some instances, however, 
their responsibility was derived partly from 
feelings of guilt – a feeling that they must 
continue to provide care and visit. For 
example, when asked if he looked forward to 
his visits with his wife, Mr. Brown said: “I 
feel guilty if I don’t, and I ah, I’m inquisitive 

and I want to know what’s going on up 
there”. 

 Beyond the feelings of guilt, a sense of 
responsibility was evident in each man’s 
commitment to the marriage. Mr. Edwards 
characterized this very well when he 
described his marriage vows: 

 
Well, when you get married, you 
swear that you’ll, through richer or for 
poorer, through sickness and in health, 
and you say I will at the end of your 
thing, and you’re swearing before God 
that you look after each other…I am 
responsible for her in God’s eyes to 
see that she gets what she needs… 

 
While Mr. Edwards explained his 
responsibility for his wife’s care in terms of 
marriage vows, Mr. Collins explained it as an 
obligation: “When you’ve been married for 
56 years,… well at least I owe her one hour 
of my time per day”. Visits were perceived by 
the men to be largely enjoyable, yet at the 
same time, they were considered part of their 
responsibility to their wives. As the dominant 
characteristic they frequently used to describe 
their sense of responsibility, this commitment 
to their wives often blurred the men’s ability 
to clearly say that their visits were either 
work or leisure. Mr. Edwards summarized 
this aspect of his caregiving experience best 
when he explained what his visits meant to 
him: “No I don’t count it work, no I don’t 
count it leisure...I figure it’s really partly 
commitment to her”. 

While this sense of responsibility was an 
important aspect of all of the men’s 
experiences, Mr. Davidson and Mr. Edwards 
perceptions of their responsibility fell into 
two extremes. For Mr. Davidson, the 
responsibility was experienced negatively. 
When describing his visits with his wife, Mr. 
Davidson stated that the visits were often very 
difficult, but he would never stop visiting his 
wife. He said of his visits: “I don’t look at 
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them as really pleasurable neither, it’s like 
something, I, I have a responsibility…”. In 
contrast, for Mr. Edwards, his sense of 
responsibility seemed to permeate his whole 
life. When Mr. Edwards spoke of this 
responsibility, he became very emotional, 
which underlay just how important he 
considered his role to be: “Her welfare is 
my…my ah…life’s…trying to figure if I can 
do anything any better for her and notice I’m 
crying about it”. Mr. Edwards felt that 
responsibility went beyond just visiting his 
wife to ensuring her well-being. This was true 
for all of the men, as they all expressed 
concern for their wives’ well-being.  

Clearly, a sense of responsibility was an 
important part of the caregiving experience 
for these men, and one which arose from the 
strong commitment they had made to their 
wives in both marriage and love. Even though 
their sense of responsibility was related to 
feelings of guilt and the men felt visiting their 
wives was a duty, they did not look upon it 
with bitterness, but rather with enjoyment and 
positive commitment. As Mr. Gibson said, 
“[visiting] is a duty, but I enjoy it.” 
 
Longing 

 
The sense of responsibility felt by the men 

was accompanied by feelings of longing for 
their wives. All of the men reported that they 
missed their wives and their previous lives 
together. Mr. Brown captured this feeling 
well when he stated, “You look around for her 
in the morning, you know, when you are 
walking around the house and she’s not 
there.” The husbands’ feelings were linked in 
particular to longing for the leisure lives they 
shared with their wives prior to her move to 
the long-term care facility. As Mr. Davidson 
observed, “Everything we did, we did 
together. I wish we could have that back, but 
we can’t.” 

Longing for one’s wife was pervasive 
among all the men and this feeling had 

significant impacts on their lives. Mr. 
Edwards was able to portray his longing very 
well when he described what it is like at home 
without his wife: “Loneliness…You know 
I’ve got one chair and the other chair, and 
I’ve caught myself a good many times, going 
to speak to her.” For these men, longing for 
their wives was an overarching feature of 
their caregiving experience. Interestingly, 
neither the length of time they had been 
providing care nor the length of time since 
their wives had moved to long-term care 
appeared to be related to the depth of longing 
they experienced.  

Even as they experienced longing for their 
wives, the men also missed the leisure time 
that they had spent with their wives prior to 
becoming the primary caregiver and before 
the move to long-term care. All of the men 
described how they had spent most of their 
leisure time with their wives, but since they 
began providing care for their wives, they 
have been unable to continue these activities 
together. This resulted in feelings of longing 
for their previous leisure lifestyles. When 
discussing his current leisure activities and 
whether or not he had started any new ones, 
Mr. Ford stated, “No, I felt no need for any 
activity that doesn’t involve her.” Without his 
wife, Mr. Ford did not desire any other leisure 
activities. Mr. Collins also articulated similar 
feelings when discussing his previous leisure 
lifestyle: “She was a very good golfer and she 
was a very good bridge player. That’s two 
things I miss.”  

Each husband experienced longing as a 
result of his role as caregiver. They missed 
the presence of their wives in their homes, as 
well as the activities that they enjoyed 
together. In some cases, as exemplified by 
Mr. Ford, the longing for their previous 
leisure lifestyle prevented them from 
engaging in new recreation activities. Because 
their wives were such integral parts of their 
former lives together, the men longed for a 
time when they shared in all aspects of their 
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lives together, including their leisure activ-
ities. The implications of this longing 
manifested itself in the way they now 
experienced their leisure as caregivers. 
 
Leisure and the caregiving experience 

 
While most of the men had similar 

experiences in terms of feelings of 
responsibility and longing, they perceived the 
changes to their leisure lifestyles quite 
differently. In every case, the men indicated 
that their leisure lives had in fact changed 
since their wives had moved to a long-term 
care facility with almost all of the men having 
ceased activities in which they had formerly 
participated with their wives. However, while 
some of the men had not replaced these 
activities with new ones, some of them did 
continue to participate in some activities and 
had seized the opportunity to explore new 
pursuits. Nonetheless, regardless of how their 
leisure participation had changed throughout 
their caregiving experience from the home to 
long-term care, they all perceived that the 
quality of their leisure had changed. 

Mr. Allen was unable to enjoy leisure 
while caring for his wife while she was still 
living at home. He felt frustrated and 
discouraged with this lack of leisure in his life 
especially because making time for even 
simple leisure activities, such as reading, was 
difficult. Since Mr. Allen’s wife moved to the 
long-term care facility, he no longer felt as 
much frustration in finding time for his 
leisure, and as a result, he was generally 
happier with his leisure lifestyle and the 
opportunities it now afforded him. Mr. 
Gibson’s experience is similar to Mr. Allen’s 
in that he, too, experienced an increase in his 
leisure time since his wife moved into long-
term care. Indeed, Mr. Gibson described his 
early caregiving career as a constraint to his 
leisure, and he now feels that he has more 
opportunity to meet people and socialize. Mr. 
Gibson perceives that the quality of his leisure 

has improved since his wife was moved to 
long-term care: “Oh I think it’s improved. 
Participating more, meeting more people 
getting out more.” For both of these men, 
their perception of both the amount of leisure 
and the quality of their leisure has changed in 
accordance with the change in their 
caregiving experiences following their wives’ 
move to the long-term care facility and the 
lessening of their role as primary caregiver. 

When he began providing care for his 
wife, Mr. Collins was able to maintain some 
of his leisure activities, as he and his wife 
continued to play golf almost up until the time 
that she had to move into long-term care. Mr. 
Collins now tries to continue the same 
activities by himself, but he does think 
differently about his leisure. He noted how, 
despite his ongoing participation, he was less 
enthusiastic about it: “I try to keep doing the 
same things, and I’ve been fairly successful. 
But it was more fun when she was with me.” 

Mr. Ford’s experience is similar to Mr. 
Collins’ in that he was able to enjoy some 
leisure time while providing care for his wife 
while she was still living at home. Since his 
wife has moved to long-term care, Mr. Ford 
has increased the time he spends writing 
poetry, but he no longer continues any of the 
activities that he and his wife enjoyed 
together prior to the onset of her disease. Mr. 
Ford’s experience differs from that of Mr. 
Collins, however, because he still feels the 
same about his leisure as he always has. 

In the case of Mr. Edwards, his caregiving 
experience has had a significant impact on his 
leisure lifestyle. He now spends virtually none 
of his time in leisure and no longer enjoys 
those things in which he does participate. 
Further, Mr. Edwards is making no effort to 
continue his previous leisure patterns or to 
start new activities. Mr. Davidson, too, did 
not continue or start any new activities during 
the first year after his wife moved into long-
term care, but unlike Mr. Edwards, he has 
recently begun to socialize with his 
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neighbours and start skating again with his 
former hockey team. Mr. Davidson had no 
time for leisure when he was providing total 
care for his wife in the community, but now 
that she is living in long-term care, his 
feelings about his leisure have changed and he 
is trying to change his perceptions and 
attitudes towards leisure. He is making plans 
to travel and is thinking about his future, 
perhaps with someone else, and what it might 
hold. 

All seven men experienced changes to 
their leisure lifestyles as a result of becoming 
the primary caregiver to their wives. Before 
the move to long-term care, their caregiving 
role represented a real constraint on the time 
available to pursue both individual and shared 
leisure activities. Since their wives had moved 
into the long-term care facility, their 
caregiving roles had changed to varying 
degrees as did their leisure lifestyles. 
However, the changes to their leisure 
participation were not the same nor were their 
perceptions of them. Some of the men felt that 
the quality of their leisure had improved since 
their wives moved to long-term care because 
of the freedom it gave them. Others said that, 
after having stopped their participation in 
leisure activities while caring for their wives 
in the community, they were now having 
difficulty re-engaging in leisure. This 
distinction is rooted in how each man now 
experiences his leisure and how that 
experience is intertwined with the longing he 
feels for his wife and the life they shared 
before she became ill. 
 
The experience of leisure coping 

 
Four of the men were able to use leisure 

as a coping mechanism to deal with the 
stresses of caregiving. Leisure as a coping 
mechanism was characteristic among those 
men who were able to maintain some of their 
previous leisure activities or have started new 
ones. Mr. Collins, who played golf, character-

ized leisure as a coping mechanism in this 
way: “And come the summer time, I’ll be 
back at the golf again. It’s one thing that 
keeps me sane.” Mr. Collins felt that golfing 
helped him to cope with the stresses and 
losses which he associated with caregiving, in 
part by providing him with a social network 
of golfing friends, with whom he participated 
in other group activities. Indeed, the presence 
of a social network appeared to be an 
important facet of their leisure that the men 
used to help them cope. This is reflected in 
Mr. Gibson’s comments regarding his 
participation at a rehabilitation day program: 
“And I think in meeting with those people 
and in discussion groups, or something, they 
give you an insight, help you through your 
fears.” 

Another aspect of leisure as a coping 
mechanism occurred when leisure resulted in 
a sense of healing. Mr. Ford spent his leisure 
time volunteering when his wife lived with 
him, and continued to do so after she moved 
into the long-term care facility. Mr. Ford said 
this about his volunteering: “I felt it, ah, a 
healing thing for myself, it helped me 
understand her, and I’d go and see people 
more ah, more difficult positions, so that’s 
why I went there.” In addition to healing, 
leisure was seen by Mr. Ford as an emotional 
outlet. He wrote poetry to help release his 
emotions. In fact, Mr. Ford increased his 
poetry writing following the move of his wife 
to long-term care, which indicated its power 
to help him cope with his role and his wife’s 
illness. He said of his poetry: “…it’s sort of, 
again, it’s another way of getting emotions 
off.” 

Leisure as a coping mechanism was 
experienced by these men as a continuation of 
leisure activities, which helped to keep them 
“sane.” In addition, their ability to cope was 
facilitated by leisure experiences that served a 
healing function and as an emotional outlet. 
Typically, social support was an important 
element characterizing their leisure experi-
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ences and was the specific means by which 
they were able to cope.  
 
The experience of leisure apathy 
 

The other three men experienced leisure 
apathy as a consequence of their caregiving. 
Leisure apathy manifested itself in feelings 
that they did not need leisure or that it was no 
longer an important aspect of their lives since 
their wives became ill. As Mr. Davidson said, 

 
…when you go from spending all your 
time with somebody except the work 
hours, to that person not being able to 
function in a relationship any more, it 
really, really knocks you down. So … 
the leisure part, basically I don’t care 
if I have any right now. 

 
These men were generally having greater 
difficulty coping with their current situation 
and the inability of their wives to participate 
in activities with them discouraged them from 
engaging in leisure. For example, Mr. 
Davidson felt that leisure was no longer 
important in his life because the relationship 
with his wife had changed so drastically. The 
stress of the illness, the burden of providing 
care, and the change in the relationship 
resulted in feelings of disinterest towards not 
only previous leisure activities, but also 
current and future activities. 

Mr. Edwards also experienced leisure 
apathy, principally because of his over-
whelming focus on his wife and her care and 
well-being. When asked how much time he 
spends in leisure, Mr. Edwards responded by 
saying: “Not too much. I don’t do, I don’t go 
around too much…I don’t know, I just can’t 
seem to get going…No, I think I’ve got her 
too much on my mind.” Mr. Edwards’ 
preoccupation with caring for his wife not 
only prevents him from wanting to participate 
in previous or any new leisure activities, it 
promotes a belief in him that he should not 

enjoy any leisure, which reinforces his not 
wanting to participate: 

 
Really, the leisure time isn’t near what 
it was. Because I don’t like going out 
and running around and doing 
whatever. I don’t feel that I should. 
And I don’t want to. If she was with 
me, then we could go. If she could go, 
we’d go. 

 
Mr. Edwards’ experience is characterized by 
feelings of responsibility towards his wife and 
a longing for her involvement in shared 
activities, which are more important to him 
than his own entitlement to leisure. In fact, 
longing for one’s spouse was a common 
pattern among those men experiencing leisure 
apathy. The men described their wives as 
their primary leisure partners, so their wives’ 
inability to participate now discouraged the 
husbands’ participation; indeed, even their 
desire for leisure. 

Even though these men experienced 
feelings of apathy towards their leisure, they 
still described socializing with others as an 
important coping mechanism in dealing with 
the strain and loneliness of their caregiving 
experience. Mr. Brown’s experiences as a 
participant in a caregiving support group, 
which met regularly to discuss the problems 
they face as caregivers, illustrated this. In 
addition to their regular meetings, the 
members of the support group spent time 
together on the weekends for social activities, 
which Mr. Brown enjoyed and found 
especially useful in helping him cope with 
weekends because they are very difficult for 
him. 

For those men who described using 
leisure as a coping mechanism, it did not 
preclude them from experiencing leisure 
apathy as part of their caregiving experience. 
For example, Mr. Collins who continued to 
play golf and saw it as a way of coping, had 
stopped playing bridge, which he missed, but 
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still chose not to play any more. He said: “We 
played a lot together, and I just don’t feel like 
getting involved any more”. This was an 
activity that he had enjoyed sharing with his 
wife, but without her, it no longer interested 
him. The men’s experiences in leisure clearly 
could embrace both leisure apathy and leisure 
as a coping mechanism, but the meaning of 
their participation – or lack thereof – was 
closely tied to the way in which they 
experienced their caregiving roles.  
 
Discussion 

 
The results of this study have revealed 

some similarities between the caregiving 
experiences of men and women. The nature 
of the men’s caregiving careers and their 
experiences in them seem to share character-
istics of the manifestations described by 
Dupuis and Smale (2000). These men appear 
to be predominantly in the regular visitor and 
active monitor groups given their regular 
visits to their wives in long-term care to 
provide, primarily, emotional support and to 
some degree personal care support. One male 
caregiver appeared to be on the verge of 
becoming an accepting relinquisher as he 
reflected on his life in the future after he was 
no longer providing care to his wife. In his 
case, the difficulty he experienced in his 
regular visits with his wife as he saw her 
condition deteriorate has begun the process of 
“letting go.” Because the men in this study 
were still at the earlier stages of their 
institution-based caregiving careers, whether 
or not they adopt some of the other 
manifestations or reveal new ones unique to 
the male experience remains somewhat 
unclear. Nevertheless, they do appear to share 
similarities to the experiences of female 
caregivers and do not appear to be settling 
into an exclusively “care management” role 
that other researchers have described as one 
of the dominant male responses to caregiving 
(Globerman, 1996; Kramer & Kipnis, 1995). 

Echoing previous findings in the literature 
(Harris, 1993, 2002; Russell, 2001), a sense 
of responsibility and longing appear to 
characterize the men’s caregiving experi-
ences. All of the men felt a strong sense of 
responsibility towards their wives, and this 
was reflected in their regular visits to them in 
the long-term care facility. The men 
considered their visits to be a duty or 
responsibility, but at the same time, most of 
them held positive attitudes towards their 
feelings of responsibility. They enjoyed their 
visits and while most of the men did not 
regard them as either work or leisure, some 
did consider the visits to be leisure. The 
men’s sense of responsibility was further 
accompanied by feelings of longing, both for 
the presence of their wives in their everyday 
lives, but also as partners in shared leisure 
experiences. This longing was typically 
linked to the changes they experienced in 
their leisure participation. 

Just as they are somewhat similar to 
female caregivers in their caregiving roles, 
the men in this study also showed similar 
changes to their leisure participation as a 
result of taking on the caregiving 
responsibility for their wives. As in previous 
research on caregiving and leisure (Bedini & 
Guinan, 1996a, 1996b; White-Means & 
Chang, 1994), the time commitments 
associated with the men’s caregiving role did 
result in less time for leisure, and in most 
instances, the cessation of participation in 
valued activity (Dunn & Strain, 2001), 
especially if it had been shared with their 
wives. With the move to long-term care, the 
men’s leisure lives changed again, but not 
necessarily in a consistent fashion. Even 
though more time was now available for 
leisure, most of the men still felt somewhat 
constrained from participation because of the 
continuing obligation and responsibility they 
felt for their wives (Bedini & Guinan, 1996b). 
Interestingly, these men also reflected a 
certain loss of the entitlement to leisure 
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because of their caregiving responsibilities, 
an aspect previously found among female 
caregivers (Bedini & Guinan, 1996a; 
Weinblatt & Navon, 1995). 

While similar changes to those of female 
caregivers in patterns of leisure participation 
might have been expected due to the 
constraints of the caregiving role, the changed 
meaning of male caregivers’ leisure 
experiences are less easily construed as 
similar to female caregivers. Certainly, the 
use of leisure as a coping mechanism has 
been noted previously (Barusch, 1988; Bedini 
& Guinan, 1996a; Weinblatt & Navon, 1995), 
however, the experience of leisure apathy 
appears to be a relatively unique concept to 
male caregivers. Leisure apathy was largely 
characterized by disinterest in leisure, 
coupled with a preoccupation with thoughts 
of one’s wife, feelings of responsibility 
toward her, and by loneliness. These 
associated traits point directly to their general 
caregiving experience, which is associated 
with the sense of responsibility they feel for 
their wives and especially the longing they 
experience, a longing to once again have their 
wives as a part of their everyday lives and as 
an important leisure partner. The intertwining 
of the experience of leisure apathy with 
feelings of longing and loss, and especially 
the loss of a leisure partner, is very likely 
contributing to the men’s difficulty and/or 
complete lack of interest in re-establishing a 
leisure lifestyle of their own after their wives’ 
move to a long-term care setting. This 
experience could be in response to not only 
the loss of their leisure partner, but also the 
loss the person who was primarily 
responsible for the organizing and planning 
of their shared leisure activities (Daly, 1996; 
Shaw, 2001). In the family context, the 
woman typically takes on the responsibility 
for the family’s leisure, including that of her 
spouse (Shaw, 2001), so once that role is no 
longer being fulfilled, the man might be at a 
loss in initiating his own leisure. Further, if 

his leisure has relied exclusively on the 
companionship of his wife, then he might 
have no apparent commitment to the activity 
itself. Ultimately, this might prevent male 
caregivers who experience leisure apathy 
from having the personal resources to 
experience leisure reclamation, as described 
by Dupuis and Smale (2000) in their study of 
female caregivers. However, because these 
men are largely at the early or mid-phase of 
their institution-based caregiving careers, 
they might eventually reach a point where 
reclaiming their leisure is not only desirable, 
but also possible. Indeed, one of the men in 
this study who seemed to be on the verge of 
becoming an accepting relinquisher in his 
caregiving role – a manifestation more 
characteristic of the later stages of caregiving 
– was reflecting on what the future may hold 
for his life. Nevertheless, this is an area that 
requires further exploration through the 
inclusion of male caregivers at all stages of 
their caregiving careers and most especially 
at the later stages. 

While the limited number of interviews 
conducted for this study must be borne in 
mind as a potential limitation, the results have 
revealed more similarities than differences in 
men in their caregiving experience, in the 
impact it has on their leisure, and in the way 
in which they now experience their leisure 
following their wives move to long-term care. 
Whether or not the experience of leisure 
apathy is unique to men is unclear and 
warrants further exploration. For example, 
there is a possibility that leisure apathy might 
be tied to another common response arising 
from the caregiving experience such as the 
depression or anxiety associated with the 
burden of care. Perhaps the falling desire to 
maintain or re-engage in leisure is an artifact 
of this more fundamental outcome of their 
experience. 

Of particular interest is whether this 
experience of leisure apathy is peculiar to 
men. It would then be especially important to 
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further examine the process leading to leisure 
apathy and its potential effects on the overall 
well-being of male caregivers. The inability 
to reclaim their leisure could have serious 
negative consequences on their lives, so 
better understanding such experiences could 
lead to strategies for helping male caregivers 
to maintain or restore meaningful leisure 
lifestyles. 

The findings of this study also have 
implications for practice. Long term care 
facilities can provide support to male 
caregivers in a variety of ways. Support 
groups could be offered as a way of recon-
necting to a community. Such groups could 
serve as a platform for leisure education, as 
well as an opportunity to engage in social 
activities outside of the nursing home. 
Leisure education sessions could be 
developed to teach older male caregivers 
about the importance of leisure as well as 
how to cope with the stress of caregiving, 
placing one’s partner in long term care 
setting, and the loss of one’s primary leisure 
partner. Both education sessions, and 
participation in a support group may dispel 
feelings of leisure apathy, and support 
recreation participation to ease caregiver 
burden and stress. Long term care facilities 
could also offer recreation opportunities for 
family members through the recreation 
department, encouraging male caregivers to 
return to previous leisure activities, or begin 
new ones. This could also serve as a less 
formal platform for friendship building and 
support.   
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Adventure Therapy for Adolescents with Eating Disorders: 
What is it and Why does it work? 

 
Jeff Kaptian 

 
 

Abstract 
 
Adventure therapy is an excellent treatment modality for people with eating disorders such as 
Anorexia Nervosa and Bulimia Nervosa. People with eating disorders may experience the 
following: low self-esteem, an intense fear of food, feelings of lack of control in their lives and 
social isolation. Clients of an adolescent eating disorders day treatment program were offered a 
three-day adventure therapy program as part of their treatment plans. Program development was 
given careful consideration in order to address the issues associated with these illnesses. 
Participation was encouraged but was entirely voluntary. Clients participated in a variety of 
outdoor initiatives and activities in a backcountry setting. Outcome measures were based on self-
evaluations and a debriefing session at the conclusion of the program. Due to the positive 
feedback from staff and clients, the program will continue to be developed and offered on an 
annual basis. 
 
 

The Adolescent Eating Disorders Service 
was established in Winnipeg, Manitoba in 
January 2001. A multi-disciplinary team 
provides treatment for adolescents aged 
twelve to seventeen years of age diagnosed 
with either Anorexia Nervosa or Bulimia 
Nervosa. Depending on the severity of the 
client’s illness, they can either receive 
individual counselling in the outpatient 
department or be admitted to the more 
intensive day treatment stream of the service 
that includes schooling, group therapy, and 
meal support. Day treatment operates eight 
hours per day five days per week and can 
accommodate up to eight clients at a time. 
Staffing includes: a recreation therapist, 
occupational therapist, two nurses, dietician, 
teacher, music therapist and psychiatrist.  

Gillis (1995, pp. 5-6) defined adventure 
therapy as: “an active approach to psycho-
therapy for people seeking behavioural 
change…that utilizes adventure activities, be 
they group games and initiatives or wilder-
ness expeditions (with some form of real or 
perceived risk), as the primary therapeutic 

medium to bring about such change.” In the 
winter of 2002, it was determined that 
adventure therapy would be an excellent 
addition to the services already provided to 
the day treatment clients of the eating 
disorders service. The program was 
developed primarily by the recreation 
therapist but included consultation with the 
other day treatment team members. The 
Adolescent Eating Disorders Service has 
offered the adventure therapy program three 
times since its inception in 2001. The number 
of participants ranged from two to five and 
they ranged in age from thirteen to seventeen.  
The program was conducted in a Manitoba 
provincial park and included a two km hike 
into a backcountry campsite. The clients of 
the day treatment engaged in novel wilderness 
experiences to address their difficulties with 
low self-esteem, distorted body image, intense 
fear of food, feelings of lack of control in 
their lives and social isolation (Miller & Jake, 
2001). They also developed their camping 
skills and were introduced to a potentially 
lifelong leisure pursuit. 
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Clients challenged themselves in the 
outdoor-based activities including: fishing, 
hiking, backcountry camping, trust initiatives, 
problem solving and team building activities, 
cookouts, a solo sit, and horseback riding. 
This allowed them to step outside of their 
comfort zone, have a successful experience, 
and feel a sense of accomplishment. For 
example, one participant claimed she was 
terrified of horses and would never get on 
one. During the horseback-riding portion of 
the program, she was gently persuaded by her 
peers to give it a try. She managed to go on 
the one and a half hour trail ride and was 
quite proud of herself that she was able to do 
it. 

Activities were set up in such a way that 
success was likely but not guaranteed. If 
failure did occur, the environment was 
supportive enough that the clients could learn 
constructive rather than destructive ways of 
dealing with their failures. For example, if 
someone could not complete a trust fall 
(Rhonke, 1984) they would receive positive 
re-enforcement about doing the best they 
could and feeling good about themselves for 
trying rather than dwell on their inability to 
complete the task. If the client was left to 
focus on the negative, it could potentially lead 
to the use of their eating disorder as a coping 
mechanism. 

Meals are an integral part of the treatment 
for people with eating disorders. On the 
adventure therapy program, meals were 
chosen with input from the clients in 
consultation with the dietician. Meals 
included but were not limited to, hot dogs, 
chili and s’mores. These were things that 
people may have enjoyed prior to their eating 
disorders or it may have been a completely 
new experience for them. To put this into 
perspective, the day treatment offers a group 
called food experience where clients are 
involved in planning a meal they will prepare 
(Kaptian, 2003). This often involves a food 
that is not one of their comfort foods (i.e., a 

food the client has on a regular basis). The 
adventure therapy program is unique in that it 
was essentially a food experience at every 
meal. 

The “challenge by choice” philosophy 
(Dattilo, 2000) was incorporated into the 
program, which encouraged participation but 
respected those who did not feel comfortable 
enough to do a challenge. This put the person 
in control of the outcome and empowered 
them to make choices which they often feel 
like they are lacking when they struggle with 
an eating disorder. For example, a young 
woman refused to fish because she believed it 
was cruel to animals. The staff respected that 
and allowed her to read while the rest of the 
group fished. 

Young people with eating disorders can 
become very withdrawn or socially isolated as 
a result of their illness. The adventure therapy 
program gave them a chance to put their 
illness aside for a few days (to some degree), 
have fun and come out of their shell to show 
the real person hidden behind the eating 
disorder. The clients were given the 
opportunity to develop their camping skills 
including setting up a tent, starting a camp 
stove and lighting a fire. This gave people 
who have never done these things before a 
chance to learn new skills but also allowed 
people who already had these skills to re-
enforce them and put themselves into a 
leadership role. This also proved to be an 
excellent avenue for team building as 
everyone had a role to fill as part of this 
process. 

When conducting an adventure therapy 
program for clients with eating disorders, 
some considerations needed to be taken into 
account including: staffing, the potential for 
refusal of required nutrition, scheduling of 
meals and activities, washroom support, 
timing of the program, activity levels, and 
rigidity around meals. 

The staff of the day treatment were chosen 
to conduct the program because they spent the 
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most time with the clients and knew their 
personalities as well as their struggles related 
to their eating disorder the best. The staff also 
had extensive knowledge of wilderness skills 
and expertise in group therapy for this 
population (Conner, 1999). Due to staff’s 
expertise, it can be difficult not to feel 
obligated to help the clients while they are 
trying to figure out how to solve a problem 
such as setting up the tents for the night. The 
ultimate goal was for the peer group to come 
together as a team to complete the task. 
However, if any real dangers were present, 
such as a thunderstorm rolling in and the 
clients could not set up the tent, staff would 
definitely intervene. 

One of the biggest concerns when 
working with people with eating disorders is 
the potential of refusal of nutrition either 
through outright refusal or purging of a meal. 
In the day treatment, people who refuse their 
nutrition are offered a meal replacement 
supplement. Meal supplementation was also 
available for the clients on the adventure 
therapy program if needed. The three times 
the program has been offered, no one required 
supplementation. If nutrition and supplemen-
tation were refused, the client would be 
returned home. 

Food storage was also an issue. In the day 
treatment, food is locked up in both the fridge 
and cupboards. In the backcountry, locking up 
food was not an option and it had to be hung 
in a tree to prevent bears from visiting the 
campsite. By not being able to lock up the 
food, the clients were accountable to the rest 
of the group for their actions. If the food was 
binged on or thrown away, the program 
would have come to an abrupt end and 
everyone would return home. 

Mechanical eating is strongly encouraged 
in the program. Mechanical eating requires 
the clients to eat a set number of meals at 
certain times of the day (Fraileigh, 
Scmelefske, Henderson et al., 1999). The 
meal schedule in the day treatment includes 

five meals (i.e., breakfast, snack, lunch, 
snack, dinner). The adventure therapy 
program also included an evening snack, 
which was normally the responsibility of the 
clients and their parents in their own home. 
As the meals were an integral part of the 
program, they were the basis for scheduling 
of all the activities offered. Activities lasted 
for approximately one to three hours. This 
depended on the activity itself and whether 
snack could be incorporated into it. For 
example, horseback riding lasted an hour and 
a half because of the higher energy 
requirements to participate and fishing lasted 
three hours because snack was included and 
had minimal energy requirements. 

In the day treatment program, the staff are 
able to provide bathroom support following 
meals. This encourages honesty with staff and 
discourages the secrecy of purging behaviour. 
The washrooms in the day treatment included 
a stall, which allows staff to accompany 
clients if they absolutely need to purge but is 
also not so intrusive they have to stand right 
over them. On the adventure therapy program, 
no modern washrooms were available so 
washroom support was challenging. Staff did 
not feel it would be appropriate to stand over 
a client in the bush as they used the washroom 
so a plan was developed in conjunction with 
them. The person who was using the 
washroom had to sing their favourite song. 
Staff felt if people could sing, they could not 
purge. This technique was incorporated on the 
second year of the program because three of 
the four clients were diagnosed with bulimia.  
Both the staff and the clients found this 
therapeutic use of humour not only helpful 
but also entertaining. 

The adventure therapy program was 
offered at the end of May for three reasons. 
First, most of the clients were in high school 
and it coordinated well with their exam 
schedule. Second, it avoided the mosquito 
season and third, the average temperature is 
about 20 degrees Celsius at that time of year 
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as people with eating disorders can experi-
ence sensitivity to cold. 

Activity levels were monitored fairly 
closely. People with eating disorders are 
typically below their healthy weight range 
and they may also feel the need to excessively 
exercise. The activities were designed to limit 
the amount of physical activity to prevent 
further weight loss as clients were much more 
active than in the regular day treatment 
program. As a result, the staff re-enforced the 
importance of adequate nutrition. Clients 
were required to have slightly more 
nutritional intake than at the day program to 
compensate for their increased activity levels. 
It was important to note that the clients were 
aware of this prior to the trip. 

In the day treatment program, the staff try 
to normalize the experience for the clients as 
much as they can by eating with them and 
trying to carry on non-food related conver-
sation. However, they are still provided 
hospital food on hospital trays and it can 
become very routine. On the adventure 
therapy program, the clients had to eat around 
a campfire, in a fishing boat and even in the 
car on the way home. Rigidity can be an issue 
for people with eating disorders so taking 
them out of their normal routine of the day 
hospital can be challenging for some and even 
impossible for others. On the adventure 
therapy program, staff not only prepared the 
meals but served them too. The clients were 
required to put their trust in the staff around 
portion sizes and ingredients, which can also 
be very challenging for them. 

Clients had to meet some criteria in order 
to participate in the adventure therapy 
program. Voluntary participation was very 
important due to the three-day commitment 
but the clients were strongly encouraged to 
attend. Full participation in the day program 
was required including participation in groups 
and completion of meals. All participants 
were required to get medical clearance from 
their paediatrician and have a waiver signed 

by their parents indicating their consent. The 
staff conducted some pre-trip training with 
the clients leading up to the adventure therapy 
program to maximize the experiential 
component. The clients and staff had the 
opportunity to attend a water safety and 
wilderness survival course as well as practice 
some fishing techniques in the days leading 
up to the program. 

Outcome measures in adventure therapy 
as a whole are still a grey area and this 
program was no exception. The clients were 
asked to set personal goals in the following 
areas: nutrition, positive risk taking, and 
outdoor skills. Examples included: try hot 
dogs again, wearing shorts, and catch a fish. 
Clients were required to complete self-
evaluations and participate in a debriefing 
group to evaluate the completion of their 
goals just before returning to Winnipeg. Most 
of the clients indicated they met their goals. 
These evaluations, coupled with the verbal 
feedback in the debriefing group, indicated to 
the staff that the program was a success. 
Some examples of the client feedback 
included: “I valued having fun and feeling 
like a normal person,” “I learned to trust the 
staff more around the food issues,” and “I 
liked roasting food over the campfire and 
doing activities outside”. 

There are plans for future development of 
the program.  Money has been donated from a 
local organization to purchase equipment such 
as tents, backpacks, sleeping bags and 
sleeping pads. Backcountry canoeing has 
been given consideration but a lifeguard 
would have to be hired for liability reasons. 
Also, the person would likely need training in 
working with clients with eating disorders and 
this would require more preparation time. The 
program could be extended from three to four 
days as many adventure therapy programs are 
run from one to three weeks. This would give 
the clients two full days in the backcountry as 
opposed to just one and would allow for more 
variety in the programming. A winter trip was 
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given consideration but the clients’ 
susceptibility to cold is a concern. It would be 
beneficial to offer the program to more clients 
rather than just those who happen to be in the 
program in May. Staff would also like to 
develop a more scientific approach to 
measuring outcomes. 

Adventure therapy is a non-traditional 
form of treatment for adolescents with 
Anorexia Nervosa or Bulimia Nervosa. By 
modifying programming to meet the needs of 
this population, they could safely participate 
in adventure-based activities that they might 
not otherwise be able to. The key consider-
ations for the program were addressing the 
issues faced by people with eating disorders, 
decreasing the amount of energy expenditure 
required to participate, and working set meal 
times into the schedule. Future development 
of the program will continue with the primary 
focus on outcome measures to pinpoint what 
really makes an adventure therapy program 
like this work. Due to the positive feedback 
from the staff and clients, the program will 
continue to be offered on an annual basis in 
the Adolescent Eating Disorders Service.  
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What Can We Learn About Caring for Palliative Patients? 
The Power of Therapeutic Recreation  

 
Valerie Alexander-Gertz 

 
 

Abstract: 
 

This paper describes the findings of research on the care of palliative patients from the 
perspectives of interdisciplinary staff working with them and the patients themselves. The most 
pronounced feature of this article is the unique perspective offered by palliative patients related 
to what they need in daily care. They also provide insight on how to lead an improved quality of 
life. This paper draws on the book, Tuesdays with Morrie (Albom, 1997), which details the 
thoughts, feelings and perspective of a university Sociology professor dying from ALateral 
Sclerosis written by one of his students. The paper discusses practitioner techniques such as 
conscious listening, reflection, the power of touch and the message in the secular blessing. It 
examines the meaning of what is a good death, why we should improve our care to patients, 
between the practitioner and patient who is really the learner and specifically how therapeutic 
recreation practitioners can affect care to those is tremendous need … the person receiving 
palliative care. 
 
 
 
Introduction 
 

The Canadian population is aging. In 
1991, Canadians aged 65 years could expect 
to live another 18 years, with the last decade 
of life often involving severe illness requiring 
medical interventions (Samant, 2001). 
Modern medicine has certainly changed the 
way we live and, most significantly, the way 
we die. Today, more people die in palliative 
care centres than ever before. In the past, 
when people were dying they were cared for 
in their homes. With the increase in needs and 
severity of disease, professionals working on 
palliative units need to be able to deliver 
appropriate end of life care. How should a 
professional provide quality of life and 
comfort in a hospital setting? Delivery of 
specialized care requires unique individuals 
with knowledge, skills and abilities to work 
with those who are dying. 

The process of dying is a tremendous time 
of reflection and growth for the individual and 

a time for others to learn from what those who 
are dying want to share. With this in mind, as 
Recreation Therapists, it is important to learn 
ways to improve the care for people who are 
dying in order to enhance the therapeutic 
potential. Discussion in this paper will focus 
between the two seemingly polarized points 
of view; that is, from the research perspective 
and from the perspective of Morrie Schwartz 
(Albom, 1997) who tells us how it is to die. 
Both of these perspectives emphasize the 
need for listening, reflection, human touch, 
and blessings. 
 
Why Do We Need to Improve Care? 

 
The experience of hospital deaths is 

typically socially isolating. For example, 
visiting privileges are limited to a set time 
established and convenient to the organization 
and are confined to small groups of close 
family and short stays. Researchers focusing 
on palliative care suggest there are actually 
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two types of deaths in hospitals. Actual 
biologic death is preceded by the social burial 
inherent in institutionalization (Hauser & 
Lantos, 2000). A warehouse image is con-
jured up in one’s mind when you see room 
after room of individuals who are sick, dying 
and in various stages of consciousness. 
Today, physicians are trained to provide the 
best possible medical treatment comprised of 
biological science, hospital technology, and 
pharmacology. Such traditional care often 
focuses on physical aspects such as main-
taining the person’s dignity and indepen-
dence, however, psychological aspects 
associated with dying are often ignored 
(Emanuel & Emanuel, 1998). Although it is 
crucial to treat physical pain it should not be 
to the exclusion of treating the whole person. 
When physical and emotional pain accu-
mulate, the person who is dying is left to deal 
with grief alone and without final closure. 

The United States Institute of Medicine’s 
definition of a good death states that a “good 
death is one that is free from avoidable 
distress and suffering for patients, families 
and caregivers, in accord with patients and 
families wishes and reasonable consistency 
with clinical, cultural and ethical standards” 
(Emanuel & Emanuel, 1998, p. S1121). This 
is a tremendous goal to work towards but how 
are we as Recreation Therapist’s to ensure 
that all those who are dying experience a 
“good death”? The opportunity for our 
growing profession to move beyond the 
conventional medical model of care includes 
incorporating understandings of the “good 
death” into patient care. Daily patient care can 
take on the form of various communicative 
approaches that will be discussed in more 
detail throughout this paper (Emanuel & 
Emanuel, 1998).  

One of the meanings of the word “care” is 
to grieve, experience sorrow, and to cry out 
(Krisman-Scott & McCorkle, 2002). When 
we draw from medicine’s definition of a good 
death and blend it with this meaning of care, 

it extends the definition to the psychology of 
the dying person requiring attention and 
nurturing. Caring is then about relieving 
suffering of psychological and spiritual pain 
so people who are dying can be freed to 
ponder, discuss, listen and derive meaning 
from their life. The goal is to achieve 
tremendous value in their final days.  

Clearly, when considering these two 
definitions, the current medical approach 
creates an incredible void to be filled with 
patient focused treatment in the form of 
empathy. If we are to know how to treat 
psychological stress we must first seek better 
understanding of each individual and their 
personal goals. To do this requires strong 
communication techniques. The following 
discussion will present and argue the 
importance of communication techniques to 
soothe psychological discomforts. This 
discussion will include conscious listening, 
reflection, touch, and the secular blessing.  
 
What is a Good Death? 

 
Dying is a natural part of living. Just as 

there is no right way for a person to die, there 
is no prescribed way to interact with those 
who are dying. As professionals, in treating 
both the physical and the psychosocial needs 
of persons who are dying, we need to look at 
the whole person including the five domains 
of the intellectual, social, spiritual, physical 
and the emotional aspects of the individual 
(Ferrel, 1998). If the individual achieves 
balance between these areas, they experience 
improved overall well-being.  

Since physicians primarily treat the 
physical body, this paper will focus on the 
other four aspects of the self. Treating 
psychological stress requires techniques such 
as conscious listening, reflection, touch and 
secular blessings. When we talk about treating 
psychological stress and social isolation, we 
are attempting to help persons who are dying 
to find balance or peace by decreasing 
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symptoms such as anxiety, depression, 
restlessness and agitation in both the person 
who is dying and their family members. 
Achieving spiritual well-being is critical to 
this and includes religious faith, living with 
uncertainty, suffering, maintaining hope and 
seeking meaning in the remaining part of life 
(this is my own thoughts/conclusion). As the 
palliative patient progressing through the 
stages of dying, meeting spiritual needs 
becomes increasingly more important (Ferrell, 
1998). 
 

For palliative patients, a good death 
should be a time when a family pulls 
together and a legacy of peace is left 
rather than grief, anger and pain 
(Hauser & Lantos, 2000, p. 44). 

 
Towards Achieving the Good Death through 
Communication Techniques 
 
Conscious Listening 

 
Conscious listening is one of several ways 

to care for the psychological pain of 
individuals who are dying. Conscious 
listening is about extending yourself as 
caregiver to the patient with freshness and 
genuine concern. Conscious listening does not 
require formulations, interpretations or pre-
scriptions, but does advocate nonjudgemental 
acceptance from the caregiver (Fahnestock, 
1999). The only prerequisite in the act of 
listening is to be present with the person. 
Focusing on the person, their issues and what 
they want to tell us are the only salient skills 
needed for conscious listening. Such quiet 
presence offers the patient relief from 
psychological distress, feelings of isolation, 
and offers a time for self expression and 
acceptance. Ultimately, paying full attention 
provides a safe forum for the patient to 
express important feelings and to, in the 
process, embrace the unacceptable 
(Fahnestock, 1999). 

The willingness to extend to the 
patient with freshness, innocence, and 
sincere concern far outweighs any 
technique or expertise in the art of 
listening. Practice and exposure hone 
these skills and deepen one’s personal 
awareness, which in itself is the fertile 
soil for end of life completion work 
for both parties (Fahnestock, 1999, p. 
616). 

 
Reflection 

 
Reflection is a second method used to 

improve care of those who are dying. 
Reflection involves a process and integration 
of analysis, synthesis, evaluation of 
experiences and moving forward to create an 
action plan for treatment. The process of 
reflection brings similar past life experiences 
together from our vast personal experiences 
and we apply them to our present experiences. 
This can take the form of telling the story of a 
life experience that could provide relief, 
humour or a warm conversational exchange 
between therapist and patient. Openness to 
expressing our own life experiences is 
important for providing the one and one 
understanding and unique type of human 
exchange (Duke & Appleton, 2000). 

The purpose of reflection is to achieve a 
deeper understanding of the individual who is 
dying. The caregiver’s complete attention is 
focused on the person when working with 
them. Reflection can lead to heightened 
awareness for the caregiver and works on 
evoking the patient’s underlying emotions. If 
the person who is dying wants to commu-
nicate, the practice of reflection is one aspect 
of treatment making the experience an 
optimum opportunity. Listening to stories, the 
caregiver comes to a gentler way of under-
standing the patient as a person and helps the 
distressed patient confront fears and find their 
own coping strategies (Coyle, 2000). The end 
result is a person with stronger feelings of 
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empowerment in a situation overwhelmingly 
out of their control (Coyle, 2000).  
 

… (the person who is dying) is the 
closest person to me. I constantly draw 
from her and learn from her about 
myself and about my work. I never 
feel that I am doing the giving. It is as 
though she is always the one who 
gives to me (Boston, 2001, p. 248). 

 
The Power of Touch 

 
Touch is one of the more important 

aspects of communication. Touch is important 
as it is the earliest sense to develop in the 
human being. The use of touch is a powerful 
non verbal communication tool conveying 
reassuring emotions such as ‘I accept you,’ ‘I 
care about you,’ ‘I will be with you’ and ‘I 
will not abandon you’ (Fahnestock, 1999). As 
with all communication, touch needs to be 
without hesitation, reluctance or uncertainty 
to be effective in encouraging the patient to 
open thoughts and emotions (Fahnestock, 
1999). 
 

Thank you.  He smiled when my hand 
brushed up against his head. The 
slightest human contact was imme-
diate joy (Albom, 1997, p. 83). 

 
The Message in the Secular Blessing 

 
Since dying is an individual experience, 

respect for various cultural, religious, secular 
and ethnic practices are important to attending 
to the needs of those who are dying. A secular 
blessing is a universal and genuine well 
wishing and can include affirmations such as, 
‘I wish you well’ or ‘May you find peace’ 
(Fahnestock, 1999, pg. 616). The most 
appropriate blessing will come out of a 
caregiving situation with a professional who 
is fully present, exercising attentive listening, 
exchanging touch and personal interactions. 

In particular, accompanying a blessing with 
touch makes communication even more 
powerful (Fahnestock, 1999). The use of 
secular blessings is effective in decreasing the 
turmoil of inner conflicts that cannot be 
released in the sterile environment predomin-
ated with medical mandates. The secular 
blessing relieves the physical body by making 
breathing easier, reducing muscle tension, and 
decreasing pain symptoms (Fahnestock, 
1999). As Recreation Therapists, if we are 
able to ease psychological turmoil and the 
resulting physical symptoms through these 
methods, we will have created the 
environment for a good death.  
 
Link to Tuesdays with Morrie 
 

The clinical research in the area of 
learning from those who are dying is 
surprisingly limited. Most research focuses on 
nursing students’ experiences on palliative 
units or physicians’ accounts of what they 
believe is missing in palliative treatment 
based on their personal experiences in caring 
for individuals who are dying. We can learn 
to care better for those who are dying through 
trial, error and experiences in palliative 
hospitals but the most enriching learning 
occurs in one-on-one discussions with 
individuals who are dying, which allows us to 
learn directly about their care needs.  

The true life story as written in Tuesdays 
with Morrie provides a clear and powerful 
view of the needs of individuals who are 
dying from the perspective of one person who 
is experiencing this process. The dialogue 
between the Sociology professor, Morrie 
Schwartz and his ex-student Mitch Albom, 
provides unique insights into what it is to 
experience the dying process including inner 
thoughts, feelings and perceptions of our 
world and humanity. Tuesdays with Morrie is 
a story that illustrates the therapeutic value of 
facilitating discussion with someone who is 
dying with the intent of creating an 
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environment of valuing, expression, closure, 
and ultimately, finding a peaceful death. The 
discussions between the retired Sociology 
professor and his ex-student take place every 
Tuesday where Mitch listens to various topics 
Morrie chooses as important for dialogue. 
Morrie’s conversations focus on such central 
life issues as love, work, marriage, envy, 
children, finding forgiveness, aging, how love 
survives, culture, personal regrets, feeling 
sorry for oneself, and the perfect day. The 
moral of his stories are how to live your life 
better, how to do right for yourself and to 
others, how to avoid or correct regrets, and 
most of all, how and why you should live 
your life to the fullest. 
 

He would not wither. He would not be 
ashamed of dying. Instead, he would 
make death his final project, the center 
point of his days. Since everyone was 
going to die, he could be of great 
value, right? He could be research. A 
human textbook. Study me in my slow 
and patient demise. Watch what 
happens to me. Learn with me 
(Albom, 1997, p. 10). 

 
Reflection and Touch 
  

The techniques of reflection are not 
specifically discussed in Mitch and Morrie’s 
story but the process of the listening is the 
principle of the story that guides the reader 
through the transformational process to 
acceptance. Mitch starts out as a person 
shocked and fearful of his former professor’s 
illness and evolves into a compassionate 
individual in touch with the needs of his 
friend. During the initial visits, Mitch is 
awkward when exchanging any touch with 
Morrie, but at the end of their last visit and 
without hesitating, Mitch kisses Morrie on the 
cheek with compassion, grace and humility. 
Mitch sums his transformational growth in his 

ability to communicate with Morrie in the 
following: 

 
Okay, then? I said, pulling away. I 
blinked back the tears, and he 
smacked his lips together and raised 
his eyebrows at the sight of my face. I 
like to think it was a fleeting moment 
of satisfaction for my dear old 
professor: he had finally made me cry 
(Albom, 1997, p. 186). 

 
Valuing Social Interaction 

 
The importance of social interaction with 

friends and family is important during the 
dying process. People who are dying need to 
know they are loved, valued, and significant 
to others’ lives. In the book, Morrie hosted his 
own living funeral. During this event, people 
laughed and cried as they reminisced about 
Morrie and their experiences with him. The 
result left Morrie experiencing joy and sorrow 
together with people who were important to 
him. This living memorial was an opportunity 
for Morrie to feel valued through normalized 
social interactions that, in turn, decreased his 
social isolation and opened expressions of 
love and honesty.  
 

For his friends, Morrie wanted to 
continue in his life path as a wonderful 
listener but most of all he was 
determined to prove dying was not 
depressing and he is still a vital living 
person contributing to life (Albom, 
1997, p. 33). 

 
Benefits to Self Expression 
 

On the fourth Tuesday, Morrie and 
Mitch’s conversation turned to the serious 
topic of death. Morrie began the dialogue 
about the importance of living a good life by 
stating that everyone knows they are going to 
die but nobody believes it and if we did, we 
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would do things differently. He believed you 
live better if you are conscious that death can 
happen anytime (Albom, 1997). This alert 
way of living makes you appreciate life more 
and can make a difference to improving the 
generosity of spirit inherent in humanity.  

Morrie’s solution to the problems in our 
world is to live like Buddhists where, on a 
daily basis, they live as if it could be their 
last. Every day, Buddhists imagine a small 
bird on their shoulder and ask the questions, 
‘Is this the day?’ ‘Am I ready?’ ‘Am I doing 
all I need to do?’ and ‘Am I being the person I 
want to be?’ Morrie suggests that such a 
simplified approach to living is similar to the 
experiences of a person in the last stages of 
life where social constraints are stripped and 
spirituality becomes one of the most salient 
needs. Personal and significant aspects of life 
such as spending more time with loved ones, 
correcting hurts, and appreciating the beauty 
in life such as reminiscing, talking about what 
you have learned, or simply enjoying being 
with a friend become important (Albom, 
1997). If Morrie were here now, he would say 
to us: 

 
Once you learn how to die, you learn 
how to live (Albom, 1997. p. 82). 

 
Who Learned More? 

 
Although in a broad sense, Mitch learns 

about incredible courage in the face of 
devastating adversity and, on a more practical 
scale, begins to learn about living with 
fairness, love and kindness from Morrie, it is 
my opinion that Morrie is the one who 
benefits the most from their conversations. 
Morrie, in the process of dying, is enriched 
when Mitch assumes the role of listener. 
Mitch utilizes many of the communication 
techniques previously discussed such as 
conscious listening and reflecting and he also 
utilizes powerful communication tools such as 
physical touch and verbal blessings. Mitch 

became a vehicle of expression for Morrie 
which helped him to communicate his 
experiences and feelings and to feel needed 
and valuable. Mitch’s total presence and 
undivided focus facilitated a therapeutic 
environment conducive to creating enriching 
experiences at a most crucial, vulnerable and 
vital point in Morrie’s life. Upon reflection, I 
believe Morrie and Mitch’s relationship was 
more than meaningful conversations between 
two people but that Morrie actually needed 
Mitch more than Mitch needed Morrie.  

During his final days, Morrie was still 
educating Mitch but this time the subject was 
life. What an incredibly important topic and 
what an inspiring teaching agenda Morrie had 
to accomplish against the race of time. Their 
plan was to compile Morrie’s final thoughts 
into this book and publish it so the rest of the 
world could learn from Morrie’s experiences. 
This was to be the final textbook. The 
students this time included everyone and the 
teachings were focused on improving 
humanity. The book and the conversations 
Morrie and Mitch shared were about life from 
the perspective of someone who had lived as 
well as from the perspective of someone who 
had a much clearer vantage point on life than 
the rest of us. The former university professor 
now had the job of a lifetime and he had to 
pack a lot of real life experience into a short 
time. At this point, I must ask one question: Is 
there really any role more significant than: 
 

The ability to allow patients to 
describe experiences they are having 
and to give voice to this intense 
personal crisis that others might have 
viewed as relatively insignificant 
events (Coyle, 2000, p. 464). 

 
Therapeutic Recreation and the Palliative 
Care Patient 
 

Dying is a complex experience and 
caregivers may never truly understand the 
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patient’s experience. There is no perfect way 
to die but with the right mix of physical and 
psychosocial care, an environment is created 
where those who are dying can be released 
from psychological pain and social isolation. 
As a facilitator, the Recreation Therapist 
needs to encourage the expression of inner 
and tacit knowledge with the goal of creating 
an environment for the individualized growth 
of personal reflection, peace, satisfaction and 
quality experiences (Duke & Appleton, 2000). 
The individual who is dying may want to 
come to terms with their life, their conflicts 
and unresolved feelings. They may also want 
to come to terms with their God. Some may 
want questions answered while others may 
anxiously want a message to be carried 
forward. Therapeutic Recreation interventions 
have the potential to provide opportunities 
where dying is not about giving up, loneliness 
and forgetting, but is about sharing, finding 
peace, expressing disappointments and 
gaining value from life. Therapeutic 
Recreation programs, and one-on-one therapy 
sessions in particular, help to create an 
environment of inner reflection, expression 
and a better death through the use of 
conscious listening, touch and secular 
blessings.  

The therapeutic vehicle used to create and 
evoke these above mentioned situations can 
include simply socializing at the bedside, 
social teas, or encouraging discussion of 
favourite leisure pursuits or current events as 
a comforting conversation starter. Easy crafts 
can be used to produce positive feelings and, 
most particularly, music can be used as a way 
to begin the reminiscing process and the 
natural flow of inner thoughts, feelings and 
concerns. The use of scents in the form of the 
essential oils of aromatherapy will generate 
long term memory associations and initiate 
thoughts, conversations, and desires. The 
Recreation Therapist can listen attentively, 
gently and reassuringly touch a patient’s 
hand, and express such comforts such as, ‘my 

day is better for having talked to you’, ‘I hope 
you are feeling relaxed’, ‘may you have a 
good/better evening’, and ‘I wish you well’. 
Earlier in this article, Fahnestock (1999) 
reminds us that undivided attention is the 
natural start of the therapeutic evolution of 
quality experiences.  

Of particular interest to therapists working 
with patients receiving palliative care is an 
interdisciplinary approach utilizing thera-
peutic recreation modalities to enable the 
therapeutic process. Such partnerships and 
collaborations would provide the optimal 
patient experience. For example, a Recreation 
Therapist working in conjunction with a 
Social Worker together could provide the 
therapeutic vehicle for achieving the good 
death through guided discussion and potential 
resolutions. When I think back to working as 
a Recreation Therapist in palliative care, I 
think of all the tremendous, unique and far 
reaching potential Therapeutic Recreation has 
to offer those who are dying. I also remember 
back to all I was able to do for them and how 
much more I would have liked to have 
provided during these important but not 
returning days. With great fondness I recall 
patients’ responses to a guitar player singing 
favourite folk songs. I can still visualize their 
tears, their families’ tears, and my own tears. 
Most of all, I am left with the impression of 
how music provided the catalyst for the 
opening of genuine emotions that would not 
have otherwise been found and probably 
never expressed. I am comforted in knowing 
that after leaving their rooms, patients and 
their families were able to share together a 
very important time. 
 

I believe in being fully present…That 
means you should be with the person 
you’re with. …I try to keep focused 
only on what is going on between us. I 
am not thinking about something we 
said last week or what is coming up 
this Friday. I am talking to you and I 
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am thinking about you … I remember 
how he used to teach this idea in the 
Group Process class and I had scoffed 
back then, how important could it be 
learning to pay attention? … I now 
know it is more important than almost 
everything they taught us in college 
(Albom, 1997, p. 135). 

 
The book, Tuesdays with Morrie, provides 

insights for the practice of Therapeutic 
Recreation. This book is a wealth of 
information about what a person goes through 
when dying. Morrie tells us his thoughts and 
feelings, what he needs from others, and, 
from a retrospective view, how to live your 
life. The dying experience happens once and 
should be realized as a special time of 
communication, interaction, love, listening, 
understanding and family sharing and 
connecting. Recreation Therapists can play a 
crucial role in minimizing psychological 
distress during the dying process and are one 
of the person-centred therapies to deliver 
specialized care to patients receiving palli-
ative care. 
 
Conclusion 

 
Facing death is a time of living. If this 

precarious time is facilitated well, people who 
are dying will no longer experience the social 
isolation consistent with the hospital experi-
ence. As evidenced from research and real life 
testimonies, consensus is reached between 
both poles of thought about appropriate end of 
life care. Theory and practice both stressed 
the importance of attentive empathy, and 
social and physical interactions. If Recreation 
Therapists practice attentive listening, 
encourage reflection, generate social 
interactions, and use caring physical touch; 
then a healing environment can be created 
which promotes comfort, release, personal 
satisfaction and a crucial valuing of life. The 
book, Tuesdays with Morrie, is a real life 

testament of the need to provide enriching 
communications in addressing urgent 
psychosocial needs. Time is short but when 
facilitated well, valuable time can be the 
lasting reward. Morrie sums up the 
importance of improving the time left in his 
last statement to Mitch before dying: 
 

Forgive yourself. Forgive others. 
Don’t wait, Mitch. Not everyone gets 
the time I’m getting. Not everyone is 
as lucky … I mourn my dwindling 
time, but I cherish the chance it gives 
me to make things right (Albom, 
1997, p. 167). 
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CALL FOR RESEARCH PAPERS 
 

The TRO Annual, published by Therapeutic Recreation Ontario, was established in 2002 to provide a 
venue to communicate information about research studies being conducted in Ontario and encourage 
further initiatives in research. Manuscripts are accepted based on the judgement of the Editors and 
advisors.  At this time, articles are edited but not peer reviewed to help encourage practitioners to write 
about their experiences. No payment is made for articles published in the TRO Annual. 
 
Manuscript Guidelines 
 
Manuscripts should be typed using Microsoft Word, double-spaced, with 1-inch margins on all four sides, 
and using Times New Roman with a font size of 12. Each table or figure must be submitted on a separate 
page and referred to in the text. Normally, the maximum number of pages excluding references is 10. 
Include an abstract of approximately 150 words and a title page which includes all authors’ names, titles, 
institutional affiliations, and contact information.   
 
Research oriented manuscripts should contain: A rationale for the study which includes a clear purpose 
statement and/or research questions addressed in the paper and a review of related literature; a methods 
section which includes a description of the sample, how it was selected and recruited, and its size; a 
description of the data collection strategies; and a description of the data analysis procedures; a results 
section which highlights the key findings of the study and addresses the study purpose and all research 
questions, and includes any tables, graphs, and figures that help to summarize the results; and a section on 
the implications for TR practice which describes the contribution the study makes to therapeutic 
recreation practice. 
 
All submitted articles should follow the Publication Manual of the American Psychological Association 
(5th Edition) formatting guidelines for the text, tables, figures and references presented in the paper. 
Figures and tables must be camera ready. 
 
Submission of Manuscripts 
 
Papers may be submitted electronically to agilbert@healthy.uwaterloo.ca or to the following address: 
 

Adrienne Gilbert 
Department of Recreation and Leisure Studies 
University of Waterloo 
Waterloo, ON     N2L 3G1 

 
If you send the manuscript by mail, please include an electronic copy of the paper on disk.  
 
 

Deadline for Submission for Volume 4: 
January 3rd, 2006 
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outlines the implications of the issue for TR practice.  
 
Exemplary program papers should include: An introduction which describes the background of the 
program and provides a clear rationale for the program (e.g., why this program is needed for the particular 
client group); a detailed program description which includes the purpose of the program, the goals and/or 
outcomes, the client group to be served, exclusionary/inclusionary criteria (i.e., any criteria for referral to 
the program), and an outline of the program procedures or content (i.e., specific techniques used or 
program modules); and finally, a discussion including a description of the outcomes and experiences of 
the participants, challenges of implementation, method of evaluation, and recommendations for TR 
practitioners.  
 
All submitted articles should follow the Publication Manual of the American Psychological Association 
(5th Edition) formatting guidelines for the text, tables, figures and references presented in the paper. 
Figures and tables must be camera ready. 
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