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Foreword 
 

 
We are pleased to present the fourth 

volume of the TRO Research Annual 
featuring current research on issues related to 
therapeutic recreation and highlighting new 
and innovative ways of approaching thera-
peutic recreation practice.  TR researchers and 
practitioners in Canada continue to develop 
thoughtful and creative ways of understanding 
TR and engaging the people with whom we 
work. 

TRO is committed to making research 
more accessible to practitioners.  The TRO 
Research Annual is one way that we hope to 
be able to reach practitioners and encourage 
them to become more involved in research in 
our field.  Hence, the objectives of the TRO 
Research Annual are as follows: 

 
1. to provide a venue for Canadian and 

more specifically, Ontario research; 
 
2. to highlight research that contributes 

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

 
3. to stimulate the continuous develop-

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

 
4. to promote communication between 

researchers and practitioners; 
 
5. to highlight professional practice 

issues in TR and exemplary programs 
across the country. 
 
The importance of bridging the gap 

between research and practice in TR has 
never been more important in Ontario and 
across the country, as reflected in current 
emphases by a number of funding agencies 
and other organizations on knowledge trans-

lation and exchange.  It is extremely timely, 
then, that this issue includes an analysis by 
Christine Wilkinson and Ralph Smith of the 
job responsibilities of therapeutic recre-
ationists across Ontario.  It is interesting, and 
admittedly somewhat disconcerting, that of all 
the TRO Standards of Practice, TR Research 
continues to be a part of less than half of TR 
job descriptions across the province.  TRO 
has implemented a number of initiatives to 
help to make research more accessible to 
practitioners, including conference and 
workshop presentations, literature reviews 
available to TRO members, research 
resources listed on the TRO website, and the 
DVDs of research related topics and symposia 
that are available for purchase at a small fee.  
We encourage you to take advantage of these 
opportunities and make research a part of 
what you do in practice. 

Also in this issue, Maria Menounos, 
Adrienne Gilbert, and Tracey Dion, as part of 
a successful research collaboration, share the 
results of a study on the impact of hemo-
dialysis treatments on the leisure participation 
of individuals with chronic kidney failure.  
The authors provide helpful suggestions to 
TR practitioners on ways to enhance TR 
service to these individuals. 

We also are pleased to have two 
discussions that focus on extremely timely 
practice issues within the TR field.  Rodney 
Dieser examines the issue of certification in 
Canada and presents the Mosaic Certification 
Framework for consideration in the Canadian 
and Ontario contexts.  Bernice Miller and 
Alison Pedlar remind us in their article on 
self-reflective practice of the need to step 
back and fully reflect on and understand 
ourselves and our practice and search for 
ways in which it could be improved. They 
encourage all of us, both practitioners and 
researchers alike, to critically examine how 
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and why we do what we do and to honestly 
and openly consider the implications of what 
we do on those with whom we work. 

Each of the articles in this volume 
provides a unique lens for viewing TR 
research and practice.  The themes that 
emerge reinforce the ongoing need to reflect 
on our practice and develop better ways of 
evaluating what it is that we do.  We hope that 

this journal highlights the continued need to 
incorporate research into practice.  In doing 
so, we can all benefit from each other’s 
knowledge and continue to enhance the 
accountability and effectiveness of TR in 
Ontario and Canada.  We hope that you will 
benefit from this volume and will consider 
submitting examples of research or exemplary 
programs for the next volume. 

 
 
 Co-editors: Adrienne Gilbert 
  Sherry Dupuis 
  Shannon Hebblethwaite 
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Job Responsibilities of Therapeutic Recreation Practitioners 
Across Settings in Ontario 

 
Christine A. Wilkinson and Ralph W. Smith 

 
 

Abstract 
 

The purpose of this study was to examine relationships among job responsibilities of 
professional members of Therapeutic Recreation Ontario (TRO) as they relate to the Standards 
of Practice for Therapeutic Recreation and the type of setting in which they are implemented. A 
questionnaire was mailed to each professional member of Therapeutic Recreation Ontario 
(N=376). Overall, 73 of the returned questionnaires were usable for this investigation. The first 
research question examined the relationship between the type of setting in which professional 
members of TRO are employed and the performance of job responsibilities related to the 
Standards of Practice for Therapeutic Recreation. The second research question set out to 
determine if there was a relationship between the type of setting in which professional members 
of TRO are employed and the amount of time spent on various job responsibilities related to the 
Standards of Practice for Therapeutic Recreation document. The results suggest that the setting 
in which TRO members are employed is an important factor in both the adoption of the 
Standards of Practice and the amount of time spent on certain job responsibilities related to the 
Standards of Practice for Therapeutic Recreation but only in a few areas. As the province of 
Ontario moves towards certification of therapeutic recreation practitioners, the findings from this 
study may lend credence to the format that has been developed in the United States whereby 
there is one certification process for all practitioners, regardless of setting in which they are 
employed. 

 
 
 
Rationale for the Study 
 

As the profession of therapeutic recreation 
has evolved and developed, a great deal of 
research has taken place to identify the key 
job responsibilities and requisite knowledge 
of therapeutic recreation practitioners in the 
United States (Connelly & Riley, 1995/1996; 
Oltman, Norback & Rosenfeld, 1989; 
Stumbo, 1986). This work has led to the 
development and refinement of the voluntary 
certification process administered by the 
National Council for Therapeutic Recreation 
Certification (NCTRC). While some differ-
ences have been noted in the amount of time 
practitioners spend on various job-related 

functions in different settings (Connelly & 
Riley, 1995/1996), one set of certification 
requirements and exam content have been 
developed for therapeutic recreation 
practitioners in the United States, regardless 
of setting of employment. 

Similar efforts to define, describe and 
regulate the practice of therapeutic recreation 
in Canada have been minimal (Hare & Frisby, 
1989). The movement, however, towards 
increased professionalism in therapeutic 
recreation in Canada appears to be gaining 
strength. The first national organization for 
therapeutic recreation practitioners in Canada 
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was formed in 1995 (Thomas & Ostiguy, 
1998). The Canadian Therapeutic Recreation 
Association (CTRA) has identified both the 
establishment of national standards of practice 
and a national certification process among its 
chief priorities (Canadian Therapeutic Recre-
ation Association, n.d.). Although CTRA has 
been in existence for more than ten years, 
Canada continues to lack a nationally 
accepted set of standards of practice and a 
certification process, although significant 
work has been done in this regard on the 
provincial level, especially in Ontario 
(Thomas & Ostiguy, 1998). 

Standards of practice exist to assist 
therapeutic recreation practitioners in 
systematically planning, implementing, 
evaluating and adapting their job-related 
performance according to approved standards 
(Therapeutic Recreation Ontario, 2003). 
Beginning in 1996, a series of steps was 
initiated by Therapeutic Recreation for 
Ontario to develop its standards of practice. In 
November 1997, an overwhelming majority 
of members voted to accept these standards 
(Therapeutic Recreation for Ontario, 1997). 
Since that time, several other provinces in 
Canada have adopted this set of standards of 
practice as their own, including British 
Columbia, Alberta, Saskatchewan, and 
Manitoba, while other provinces have 
expressed an interest in doing the same. 

Standards of practice must continue to 
change and evolve as the profession advances 
(Therapeutic Recreation for Ontario, 1997). 
To that end, revisions to the initial document 
occurred during 2003 and 2004. The original 
set of standards included eight standards (i.e., 
assessment, intervention plan, program 
development, program delivery, document-
ation, evaluation, research, and professional 
development). Subsequently, a ninth standard 
related to community practice was added. 
This standard reflects the fact that regardless 
of the setting in which therapeutic recreation 
takes place, practitioners have a responsibility 

to promote community involvement and 
inclusion of their clients (Therapeutic 
Recreation Ontario, 2003). 

While the development and refinement of 
the standards of practice have been taking 
place, work in the area of certification has 
been happening concurrently in the province 
of Ontario. A framework for certification has 
been developed and approved by the members 
of Therapeutic Recreation Ontario (TRO). In 
addition to the eligibility criteria that have 
been established, a comprehensive exam is 
planned for implementation, with the corner-
stone of the exam content being based on the 
standards of practice developed by the 
organization (personal communication, D. 
Dubois, March 11, 2002). It stands to reason 
that if the proposed certification exam is to be 
developed around the standards of practice, an 
examination of the job responsibilities of 
therapeutic recreation practitioners as they 
relate to the standards of practice is a logical 
step. As Connelly and Riley (1995/1996) have 
pointed out, defining and analyzing the 
practice of an emerging profession is a critical 
step in the further development of that 
profession. 

Several authors have pointed out that 
significant differences exist in the provision 
of therapeutic recreation services in the 
United States and Canada, most notably in the 
area of community-based therapeutic recre-
ation practice (Hare & Frisby, 1989; Pedlar & 
Gilbert, 1997; Thomas & Ostiguy, 1998). 
Little research has been conducted in Canada, 
however, to examine the job responsibilities 
of practitioners. If the process of therapeutic 
recreation certification is going to be 
endorsed and embraced in Ontario, 
practitioners will want assurance that the 
content of the exam is truly reflective of 
practice in all settings in Ontario. 

The purpose of this study was to examine 
the relationships between the job respon-
sibilities of professional members of TRO as 
they relate to the standards of practice, and 
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the type of setting in which they are 
implemented. In so doing, two primary 
questions were asked. These were: 
 
1. Is there a relationship between the 

type of setting in which therapeutic 
recreation practitioners are employed 
and the performance of job respons-
ibilities related to the Standards of 
Practice for Therapeutic Recreation? 
 

2. Is there a relationship between the 
type of setting in which therapeutic 
recreation practitioners are employed 
and the amount of time spent on 
various job responsibilities related to 
the Standards of Practice for Thera-
peutic Recreation? 

 
Method 
 

A mailed questionnaire was chosen as the 
most suitable method of acquiring data for 
this study. This method allowed for a large 
number of TRO members who are spread 
across significant geographic distances to be 
reached expediently. The TRO office 
provided two sets of address labels of 
professional members to the researcher just 
prior to the survey being mailed, thus 
ensuring the most up-to-date membership list 
was utilized. Professional members were 
defined as those who had self-identified to 
TRO as “individuals who are employed in the 
field of therapeutic recreation”. They were 
mailed copies of the questionnaire, along with 
a covering letter, instruction package, and an 
envelope addressed to the lead researcher. 
The letter requested that the surveys be 
returned within a four week period of time. A 
follow-up letter was sent to all members using 
the second set of address labels two weeks 
after the questionnaire was mailed to remind 
them to return the questionnaire and to thank 
them again for their cooperation. 
Additionally, a reminder e-mail was sent to a 

total of 318 professional members for whom 
the researcher had e-mail addresses; however, 
63 of these were returned due to invalid 
addresses. With that e-mail, a two week 
extension in the submission deadline was 
offered to increase the response rate. 

 
Instrumentation

 
The questionnaire used in this study was 

divided into three sections, and provided: (a) 
background information on participants, (b) 
job responsibilities related to the standards of 
practice for therapeutic recreation, and (c) a 
time use diary. Additionally, an instruction 
package included an overview of the 
Standards of Practice for Therapeutic Recre-
ation and information to assist respondents in 
identifying job responsibilities as they related 
to each of the standards. Following the name 
of the standard, a definition of that standard 
was given that was consistent with the 
description of the standard in the actual 
document. A pilot test was conducted to 
ensure the clarity and comprehensiveness of 
the questionnaire. Five board members of 
TRO took part in the pilot test, and based on 
their feedback, minor revisions were made to 
the instrument before distribution. 

 
Job Responsibilities
 

To determine if there were variations in 
job responsibilities across settings, the second 
section of the questionnaire asked each 
participant to examine his/her written job 
description and indicate which of the 
standards were included. Due to the large 
number of TR practitioners who work in 
unionized settings in Ontario, detailed written 
job descriptions are typically in place (B. 
Bennison, personal communication, June 12, 
2004). As well, participants could add 
additional responsibilities from their job 
description that were not included within the 
standards of practice. The final questions in 
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this section of the questionnaire were derived 
from the Loeffler and Henley (1997) study on 
the utilization and relevancy of therapeutic 
recreation standards of practice from the 
perspective of current practitioners. To 
determine if variations existed across settings, 
practitioners were asked about the standards 
that were easiest and most difficult to 
implement in their setting, as well as barriers 
that may have prevented them from fully 
implementing the standards of practice. 
 
Time Use Diary
 

The final section of the questionnaire 
asked practitioners to record how they 
actually spent their time at work. Inaccuracies 
can be encountered when people are asked to 
estimate how they spend their time, as one’s 
sense of time may differ from actual time 
spent (Godbey, 1990). Retrospection bias can 
also be encountered when relying on people’s 
memory to report how time was spent after a 
significant amount of time has passed 
(Bolger, Davis & Rafaeli, 2003). Daily time 
budgets or time use diaries, when effectively 
structured have been found to measure the use 
of time more objectively and accurately than 
interviews or other methods that rely on 
retrospection (Carp & Carp, 1981; Strongman 
& Burt, 2000; Voelkl & Baldwin, 2000). 

This Time Use Diary asked respondents to 
record information at the end of each work 
day for up to five days of work, as Carp and 
Carp (1981) found that one-week diary scores 
have satisfactory construct validity. Respon-
dents were asked to record information about 
job responsibilities during weekdays only as 
tasks that are performed by therapeutic 
recreation practitioners during weekend shifts 
are often quite different from weekday ones 
(personal communication, B. Bennison, July 
16, 2003).  

This time-related section of the question-
naire was divided into three parts. The first 
part asked respondents to record the times at 

which they started and ended work for that 
day. Additionally, the amount of time spent 
on breaks was recorded so that the total 
number of minutes that an individual worked 
could be calculated. Although other time-
diary studies have focused on the use of 
respondent’s time over a 24-hour period (e.g., 
Miko & Sanchez, 2001; Voelkl, 1998), only 
work hours were included in this invest-
igation’s time use diary. The second part of 
this section asked practitioners to keep a 
record of the amount of time they spent on 
tasks related to each of the standards for each 
of the recording days. The third part allowed 
practitioners to add in any additional job 
responsibilities that they performed during the 
study period that did not relate directly to any 
of the nine standards of practice, and the 
amount of time spent on each of those tasks. 

The total amount of time that each 
respondent spent at work during the recording 
period was calculated by the researcher by 
examining the start and finish times for each 
of the days.  The total number of hours was 
then converted to minutes. Additionally, the 
total number of minutes the respondent took 
for meal and other breaks during the 
recording period was calculated. This sum 
was then subtracted from the total number of 
minutes the respondent spent at work to 
determine the sum of minutes the respondent 
worked during the recording period. Totals 
for the amount of minutes respondents spent 
performing tasks related to each of the nine 
standards were calculated. 

Since many practitioners work differing 
numbers of hours per week, the data obtained 
from each respondent were transformed by 
the researcher to the equivalent of a standard 
work week of 37.5 hours. This was the 
number of hours per week worked by 55% of 
the survey respondents, and equaled 2,250 
possible minutes of work. Performing these 
calculations allowed analyses to be carried 
out that would not have been possible without 
pro-rating the time spent at work.  
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Results 
 
Participants

 
The number of professional members of 

TRO that were sent the study’s questionnaire 
was 376; however, only those professional 
members who indicated on the survey that 
they were presently employed as practitioners 
in the field of therapeutic recreation in a 
direct service capacity to clients were 
included in the study. A total of 91 (24.3%) 
returned the questionnaire; however, 18 of 
these respondents did not meet the criteria for 
participation. Thus, a total of 73 therapeutic 
recreation professionals (19.4% of those 
surveyed) constituted the study’s sample. 
Those who indicated that they worked as 
Therapeutic Recreation Assistants were 
excluded from some analyses, resulting in an 
N of 67 for some calculations. Therapeutic 
Recreation Assistants have been defined by 
TRO as those whose job descriptions only 
reflect the T.R. Program Development and 
T.R. Program Delivery standards.   

Regarding employment status, 62 of the 
73 participants (85%) were employed full-
time, while 11 (15%) were employed part-
time. The number of hours per week that 
respondents worked ranged from 18.75 to 50. 
The mean number of hours worked per week 
was 36. Fifteen (21%) indicated they worked 
in a physical rehabilitation facility or hospital, 
15 (21%) worked in a long-term care facility, 
12 (16%) were employed in a chronic or 
continuing care hospital, 11 (15%) in a mental 
health facility, nine (12%) in an acute care or 
general hospital, while nine (12%) worked in 
a community-based agency serving people 
with disabilities. Two respondents (3%) did 
not indicate their present employment setting. 

Many participants (n=27; 37%) were 
responsible for proving services to inpatients 
only. The second most common services 
provided by participants were a combination 
of inpatient and outpatient services (n=15; 

21%). The remaining participants (n=31; 
42%) provided services to recipients in a wide 
range of categories (e.g., facility residents, 
outpatients only, community residents). 

Twenty-seven (37%) of the respondents 
were primarily responsible for older adults, 21 
(29%) were responsible for both adults and 
older adults, 17 (23%) provided services to 
adults only, 4 (6%) provided services to both 
children and adolescents, while 3 (4%) 
provided services to adolescents, adults, and 
older adults. One respondent (1%) provided 
services to children only. The most frequently 
occurring client groups included those 
requiring geriatric care (22%), those with 
physical disabilities (18%), persons with both 
physical disabilities and requiring geriatric 
care (16%), persons with mental health issues 
(10%), and those with multiple health issues 
including physical disabilities, mental health 
issues, intellectual disabilities, and those 
requiring geriatric care (10%). Caseloads 
varied widely (range=7 to 500), with a mean 
of 59 clients per TR professional and a 
median of 42. 

 
Job Responsibilities, Settings, and Standards 
of Practice 

 
The first research question asked if there 

was a relationship between the type of setting 
in which therapeutic recreation practitioners 
are employed and the performance of job 
responsibilities related to the Standards of 
Practice for Therapeutic Recreation. To 
address this question, a series of analyses 
were conducted. First, cross tabulations and 
chi square analyses were used to assess the 
inclusion of each of the nine standards by the 
six settings. See Table 1 for a summary of the 
standards that appeared in respondents’ job 
descriptions by setting. 

A significant difference across settings for 
T.R. Documentation was found. Seventy-nine 
percent of those working in community-based 
agencies reported documentation in their job 
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description, compared to 100% of those in all 
other settings. Those in community-based 
agencies serving individuals with disabilities 
were significantly less likely, therefore, to 

have documentation as a responsibility in 
their job description than those working in 
other settings (chi square=13.29, p=.021). 

 
Table 1 

Standards in Written Job Description by Setting (N=67) 
 
 Percentage of Respondents by Setting   

Standard in Job 
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 C
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(n

=9
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C
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ob
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T.R. Assessment 100 93 100 100 100 78 8.81 .117 
T.R. Intervention Plan 100 93 100 100 75 78 8.88 .114 
T.R. Program 

Development 100 93 100 100 100 100 3.52 .620 

T.R. Program Delivery 100 100 100 100 100 100 – – 
T.R. Documentation 100 100 100 100 100 79 13.29 .021*
T.R. Evaluation 89 100 91 82 100 67 8.92 .112 
T.R. Research 56 47 36 27 42 11 5.06 .409 
T.R. Professional  

Development 100 80 82 64 83 67 5.00 .416 

T.R. and Community 
Practice 67 87 27 73 42 89 15.26 .009*

 
* Statistically significant at .033 level or beyond 

as determined by using Bonferroni correction procedures. 
 
 

T.R. and Community Practice had the 
greatest range of responses, and these differ-
ences were significant. Those working in 
community-based agencies serving people 
with disabilities (89%) and physical rehab-
ilitation facilities (87%) were significantly 
more likely to have this standard included in 

their job description than those working in 
other settings (chi square=15.26, p=.009), 
such as chronic or continuing care hospitals 
where only 27% were responsible for 
implementing community practice initiatives. 

Although statistically significant dif-
ferences were not found for the T.R. 
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Professional Development standard (chi 
square=5.00, p=.416), the range of responses 
was substantial. All of the participants who 
worked in acute care or general hospitals had 
this standard in their job description. 
However, Professional Development was less 
frequently mentioned in the job descriptions 
of those working in mental health facilities 
(64%) and community-based agencies (67%).  

To further examine the relationship 
between the type of setting in which thera-
peutic recreation practitioners are employed 
and the performance of job responsibilities 
related to the Standards of Practice for 

Therapeutic Recreation, the mean numbers of 
standards in job descriptions by setting were 
calculated, and a one-way ANOVA was run 
on these data (see Table 2). In looking at the 
total number of standards (out of a possible 
nine) that were included in the respondents’ 
job descriptions, acute care practitioners had 
the highest mean number of standards (8.1), 
while those in community-based agencies had 
the lowest mean number of standards in their 
job description (6.7). The differences found 
across settings, however, were not statistically 
significant.  

 
 

Table 2 
Mean Number of Standards in Job Description by Setting (N=67) 

 
 Setting   

 A
cu

te
 C

ar
e 

/ G
en

er
al

 
H

os
pi

ta
l (

n=
9)

 

Ph
ys

ic
al

 R
eh

ab
ili

ta
tio

n 
H

os
pi

ta
l /

 F
ac

ili
ty

 (n
=1

5)
 

C
hr

on
ic

 / 
C

on
tin

ui
ng

 C
ar

e 
H

os
pi

ta
l (

n=
11

) 

M
en

ta
l H

ea
lth

 F
ac

ili
ty

   
 

(n
=1

1)
 

Lo
ng

 T
er

m
 C

ar
e 

Fa
ci

lit
y 

(n
=1

2)
 

C
om

m
un

ity
-B

as
ed

 
A

ge
nc

y 
(n

=9
) 

F-
ra

tio
 

Pr
ob

. 

Mean Number of 
Standards in Job 
Description 

8.1 7.9 7.4 7.5 7.4 6.7 1.99 .093 

 
 

In addition to indicating which of the nine 
standards of practice appeared in their written 
job description, respondents were asked to 
indicate if other job responsibilities are 
included in their job description that were not 
addressed within the standards. Those 
working in community-based agencies (57%) 
and in acute care or general hospitals (56% of 
those respondents) were most likely to 
indicate they had additional responsibilities, 
while those in physical rehabilitation facilities 

(29%) were least likely to report additional 
responsibilities. The chi square analyses, 
however, indicated that these differences 
across settings were not statistically 
significant (see Table 3). 

Some of the “other job responsibilities” 
reported most frequently by respondents 
included training and supervising students, 
interns, and volunteers (N=19), sitting on 
various committees (N=8), maintaining or 
overseeing budgets (N=4), maintaining 
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workload statistics (N=5), complying with 
health and safety regulations (N=4), 
overseeing or managing staff, including 

Recreation Therapy Assistants (N=3), and 
purchasing or maintaining program 
equipment and supplies (N=3). 

 
Table 3 

Additional Job Responsibilities Not Addressed Within 
Standards of Practice by Setting (N=7) 

 
 Setting   
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Pct. of Respondents 
Who Have Other Job 
Responsibilities Not 
Addressed Within Nine 
Standards of Practice 

56 29 36 44 33 57 2.873 .720 

 
 

Participants were also asked which of the 
nine standards of practice they found “easy” 
to implement in their setting and which 
standards were “difficult” to implement. A 
statistically significant difference was found 
in the ease of implementing the T.R. 
Intervention Plan standard across settings. 
While 82% of those that worked in chronic or 
continuing care facilities felt that this standard 
was easy to implement in their setting, only 
27% of those in mental health facilities felt 
that way (chi square=12.02, p=.035). 

Interestingly, the standard that was felt to 
be easy to implement by the smallest 
percentage of respondents was T.R. Research. 
Only 13% of respondents in physical 
rehabilitation facilities and 8% of respondents 
in long-term care felt that T.R. Research was 
easy to implement. No respondents from any 

of the other settings indicated this was an easy 
standard to implement. 

With respect to which standards were 
difficult to implement, the only standard that 
had a statistically significant difference across 
settings was T.R. Assessment. Those working 
in acute care or general hospitals (0%) and 
chronic or continuing care facilities (18%) 
were significantly less likely to report that the 
T.R. Assessment standard was difficult to 
implement than those working in mental 
health facilities where 64% reported this 
standard was difficult to implement (chi 
square=11.664, p=.040). Conversely, no 
practitioners working in any setting felt that 
T.R. Program Delivery was difficulty to 
implement. Tables 4 and 5 provide details 
regarding “easy” and “difficult” standards by 
setting. 
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Table 4 
Standards Found to be Easy to Implement by Setting (N=67) 
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T.R. Assessment 89 73 73 27 50 56 10.54 .061 
T.R. Intervention Plan 78 67 82 27 33 44 12.02 .035*
T.R. Program 

Development 67 60 73 73 75 67 .95 .967 

T.R. Program Delivery 100 87 100 100 83 89 4.85 .429 
T.R. Documentation 100 67 82 73 50 67 7.19 .207 
T.R. Evaluation 0 40 18 27 17 33 6.02 .304 
T.R. Research 0 13 0 0 8 0 5.04 .411 
T.R. Professional  

Development 22 33 27 27 33 11 1.81 .874 

T.R. and Community 
Practice 33 67 27 55 33 44 5.81 .325 

 
* Statistically significant at .033 level or beyond 

as determined by using Bonferroni correction procedures. 
 
 

Finally, with respect to the relationship 
between type of setting and the performance 
of job responsibilities related to the Standards 
of Practice, practitioners indicated what 
barriers they faced in their setting in regard to 
implementing the standards of practice. The 
only barrier in which there was a statistically 
significant difference by setting was lack of 
staff training. Those in long-term care 
facilities (50% of the participants) were 
statistically more likely to report this as a 

barrier (chi square=12.62, p=.027). The 
barrier “not enough time” received the highest 
percentage of responses from participants in 
all six settings (see Table 6). 
 
Time Use, Settings, and Standards of Practice 
 

A Time Use Diary asked respondents to 
record how they spent their time during up to 
five working days in relation to the Standards 
of Practice. This diary was used to determine 
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if there was a relationship between the type of 
setting in which therapeutic recreation 
practitioners are employed and the amount of 
time spent on various job responsibilities 
related to the Standards of Practice. Eleven of 

the 67 therapeutic recreation practitioners that 
responded to other parts of the questionnaire 
did not fill in the Time Use Diary; therefore, 
the total number of participants to be included 
in this data analysis was 56. 

 
Table 5 

Standards Found to be Difficult to Implement by Setting (N=67) 
 
 Percentage of Respondents by Setting   

Standard in Job 
Description A
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T.R. Assessment 0 27 18 64 25 44 11.67 .040*
T.R. Intervention Plan 0 20 18 55 17 22 9.53 .090 
T.R. Program 

Development 22 7 9 0 17 0 4.88 .430 

T.R. Program Delivery 0 0 0 0 0 0 – – 
T.R. Documentation 0 20 18 9 42 22 6.78 .238 
T.R. Evaluation 44 27 46 55 42 33 2.46 .782 
T.R. Research 100 67 73 82 75 67 4.28 .510 
T.R. Professional  

Development 44 20 36 46 50 44 3.34 .648 

 
* Statistically significant at .033 level or beyond 

as determined by using Bonferroni correction procedures. 
 
 
When examining the standard respondents 

spent the most amount of time implementing 
during the recording period, no statistically 
significant differences were found. There 
were, however, a couple of noteworthy 
findings. Regardless of setting, T.R. Program 
Delivery was the standard that was most 
likely to have taken up the majority of 

respondent’s time. One hundred percent of 
respondents from both chronic care hospitals 
and long-term care facilities spent the most 
time on this standard during the recording 
period, while 69% of those working in 
physical rehabilitation spent the greatest 
amount of time on Program Delivery. No 
respondents from any setting spent the most 
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amount of their time during the recording 
period on the Intervention Plan, Document-

ation, Evaluation, Research, or Professional 
Development standard. 

 
Table 6 

Barriers to Implementing Standards of Practice by Setting (N=67) 
 
 Percentage of Respondents by Setting   
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Do not have standards 0 0 9 9 8 33 8.93 .112 
Lack of staff training 0 7 18 46 50 33 12.62 .027*
Staff does a good job 

without them 0 0 0 9 0 0 5.17 .396 

Not required by agency 22 33 64 18 50 44 6.81 .235 
Not enough time 67 93 67 73 75 89 4.85 .435 
Standards not relevant 0 0 0 9 0 0 5.17 .396 
Other barriers 44 27 27 27 33 22 1.38 .927 

 
* Statistically significant at .033 level or beyond 

as determined by using Bonferroni correction procedures. 
 
 
Once actual time worked was pro-rated to 

a standard work week of 37.5 hours, it was 
possible to use one-way analysis of variance 
to look for significant differences between the 
mean amount of time spent on tasks related to 
each of the nine standards of practice by 
setting. The Bonferroni correction was 
applied to this analysis due to the multiple 
tests run on the data, with a corrected 
probability level of .033. ANOVA tests 
revealed significant differences for two of the 
nine standards: T.R. Assessment, and T.R. 
Documentation (see Table 7). 

Post-hoc Least Significant Difference 
tests revealed that for the T.R. Assessment 
standard, those working in acute care and 
physical rehabilitation facilities spent 
significantly more time than their counterparts 
employed in chronic care facilities, mental 
health facilities, or community-based agencies 
on tasks related to this standard (F=4.17; 
p=.003). For the T.R. Documentation 
standard, post-hoc tests revealed that those 
working in community-based agencies spent 
significantly more time than those working in 
chronic care, mental health or long-term care 
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facilities on tasks related to this standard. 
Additionally, those working in physical 
rehabilitation facilities spent more time on 
documentation than those working in chronic 
care facilities (F=2.98; p=.020). After the 

Bonferroni correction was applied, no other 
significant differences were found between 
the amounts of time spent on tasks related to 
each of the standards as influenced by 
employment setting. 

 
Table 7 

Percentage of Time Spent on Standards by Setting (N=56) 
 

 Percentage of Time Spent by Setting    

Barrier A
cu

te
 C

ar
e 

/ G
en

er
al

 
H

os
pi

ta
l (

n=
9)

 

Ph
ys

ic
al

 R
eh

ab
ili

ta
tio

n 
H

os
pi

ta
l /

 F
ac

ili
ty

 (n
=1

3)
 

C
hr

on
ic

 / 
C

on
tin

ui
ng

 C
ar

e 
H

os
pi

ta
l (

n=
11

) 

M
en

ta
l H

ea
lth

 F
ac

ili
ty

   
 

(n
=1

0)
 

Lo
ng

 T
er

m
 C

ar
e 

Fa
ci

lit
y 

(n
=6

) 

C
om

m
un

ity
-B

as
ed

 
A

ge
nc

y 
(n

=7
) 

A
ve

ra
ge

 P
er

ce
nt

ag
e 

F-
ra

tio
 

Pr
ob

. 

T.R. Assessment 13a 12a 5 3 8 3 8 4.17 .003*
T.R. Intervention Plan 5 7 6 5 4 3 5 .57 .724 
T.R. Program Dev. 6 10 11 11 6 19 10 2.34 .055 
T.R. Program Delivery 42 35 45 33 53 45 41 1.40 .241 
T.R. Documentation 9 10b 5 6 6 13c 8 2.98 .020*
T.R. Evaluation 1 3 2 2 4 2 2 .66 .653 
T.R. Research 1 0 0 1 3 1 1 2.4 .048 
T.R. Professional Dev. 3 2 3 5 5 2 3 1.25 .302 
T.R. & Community 

Practice 6 7 3 11 6 4 6 1.30 .277 

Not related to 
standards 14 14 20 22 6 9 15 1.97 .099 

 
* Statistically significant at .033 level or beyond 

as determined by using Bonferroni correction procedures. 
 

a Post-hoc Least Significant Difference tests showed that these practitioners spent significantly more time 
on T.R. Assessment than those in chronic care, mental health, or community-based agencies 

 
b Post-hoc Least Significant Difference tests showed that these practitioners spent significantly more time 

on T.R. Documentation than those in chronic care facilities 
 

c Post-hoc Least Significant Difference tests showed that these practitioners spent significantly more time 
on T.R. Documentation than those in chronic care, mental health, or long-term care facilities 
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Implications for T.R. Practice 
 

The study’s findings of relatively few 
significant relationships between the setting in 
which practitioners are employed and the 
performance and time spent on various job 
responsibilities in relation to the Standards of 
Practice for Therapeutic Recreation supports 
Halberg’s (1997) notion that discussions that 
focus on location of services provided by 
therapeutic recreation practitioners do not 
necessarily describe remarkably different 
roles and responsibilities. As the province of 
Ontario moves towards certification of 
therapeutic recreation practitioners, these 
findings may lend credence to the format that 
has been developed in the United States 
whereby there is one certification process for 
all practitioners, regardless of setting in which 
they are employed.  

In considering the results of this study, 
and their implications, some limitations to this 
study should be acknowledged. Despite 
mailing the questionnaire to 376 Professional 
members of TRO, including two follow-up 
contacts, the response rate was only 19.4% 
(N=73). Furthermore, several of the 
respondents chose not to respond to the 
questions in the Time Use Diary section, 
resulting in even less available data for that 
section of analysis. Several factors may 
account for this low response rate. First, 
members of TRO have a historically low 
response rate to providing feedback to the 
Board of Directors, answering questionnaires, 
and offering to volunteer for tasks (B. 
Bennison, personal communication, January 
5, 2005). The time of year (i.e., summer) 
when the questionnaire was mailed, and the 
size of the package (11 pages) may also have 
negatively impacted the response rate. Asking 
respondents to keep track of their time spent 
over a one week period may have appeared 
onerous to some practitioners, thus further 
reducing the response rate. As other 
researchers have noted, it is often difficult to 

obtain cooperation in a time use diary study 
as a result of the repeated need to record 
information by the participants (Bolger et al., 
2003; Carp & Carp, 1981). 

In addition to the low response rate, other 
factors may also limit the study’s 
generalizability. For example, the Time Use 
Diary represented a one-week snapshot in the 
job of a T.R. practitioner. How time was spent 
during this one week may or may not be 
indicative of typical time usage for the 
therapeutic recreation practitioners involved 
in this study, although Carp and Carp (1981) 
found that data from one week studies were as 
adequate as data from four week studies. 
Also, although practitioners were asked to 
record their time spent at the end of each 
work day, they may or may not have followed 
these directions. Therefore, if they waited 
until the end of the recording period to fill in 
the chart, the Time Use Diary data may 
include retrospection error (Bolger et al., 
2003). Lastly, the survey was sent only to 
professional members of Therapeutic 
Recreation Ontario. It is acknowledged that 
there are a significant number of people 
working in the field of therapeutic recreation 
in the province of Ontario that are not 
members of TRO. Their perspectives are 
absent from these findings. 

Within the limitations of this study, there 
are a number of implications of the findings. 
While Therapeutic Recreation Ontario has 
had a set of Standards of Practice since 1997, 
there are still many practitioners whose job 
descriptions do not reflect all of these 
standards. While 100% of respondents, 
regardless of setting, had T.R. Program 
Delivery as a responsibility, the overall 
percentage of respondents who had T.R. 
Research as a job responsibility was 37%, 
with a high of 56% in acute care facilities, to 
a low of 11% in community-based agencies. 
T.R. and Community Practice, the newest 
standard added to this document had the 
greatest range of responses from 27% of those 
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in chronic care facilities to 89% of those in 
community-based agencies. If increased 
professionalism in therapeutic recreation is 
considered desirable in Ontario, and if these 
Standards of Practice will form the basis of 
the upcoming certification exam, more 
information needs to be provided to employ-
ers about the importance of each of these 
standards in practice. TRO could serve a key 
education and advocacy function in this 
regard. 

Some valuable information about the 
relative ease and difficulty of implementing 
each of these standards across settings was 
acquired. While certain standards were more 
likely to be perceived to be easy to implement 
regardless of setting (e.g., T.R. Program 
Delivery), others prove more problematic 
across all settings. These standards included 
T.R. Evaluation, T.R. Research, and T.R. 
Professional Development. Still, others are 
more likely to be perceived to be difficult by 
individuals working in certain settings (e.g., 
T.R. Assessment was difficult to implement 
for 64% of those working in mental health 
facilities). Again, this information could be 
used as the basis for education and 
professional development by TRO, either 
targeted towards all members, or those 
working in specific settings. TRO would also 
be wise to examine the barriers to 
implementing the standards of practice 
expressed by respondents and serve as an 
educational role in this regard. 

The findings from the Time Use Diary 
provide some interesting preliminary data as 
TRO begins to work towards the development 
of a certification exam. The Job Analysis 
study completed by NCTRC has provided the 
basis for the exam content and the weighting 
of exam material. It has been assumed that 
TRO would do the same in developing their 
exam, with the content of the exam reflecting 
the percentage of time members spend on 
various tasks specifically related to the 
Standards of Practice for Therapeutic 

Recreation document. This idea will require 
refinement as such a large percentage of all 
respondent’s time (41% on average) was 
spent on T.R. Program Delivery. 
Additionally, an average of 15% of 
respondent’s time was spent on tasks not 
related to the standards of practice. Will, and 
if so, how will, these additional 
responsibilities be captured in a certification 
exam? 

An interesting finding amongst the study 
participants in Ontario that was contrary to 
what was found in the United States by 
Connelly and Riley (1995/1996) was that 
those working in community-based agencies 
spent significantly more time on tasks related 
to the T.R. Documentation standard than 
those working in any other setting. The reason 
for this difference remains unclear, but may 
relate to the longer history of community-
based therapeutic recreation services that 
exists in Canada (Halberg, 1997; Hutchison & 
McGill, 1998; Thomas & Ostiguy, 1998). As 
a result, more well-developed protocols for 
documentation in these settings may exist in 
Ontario. 

Finally, the researcher received feedback 
from several respondents after they completed 
the survey. Those individuals expressed 
surprise over their individual results both 
from examining their job responsibilities in 
relation to the Standards of Practice for 
Therapeutic Recreation, and also in relation to 
the Time Use Diary. Some indicated that they 
were going to advocate for changes to their 
written job description to reflect more 
accurately this document. Others indicated 
that they realized they should be spending 
more time on certain key tasks that they may 
have been overlooking such as T.R. 
Evaluation or T.R. Research. The very act of 
taking part in this study may have resulted in 
some positive changes towards increased 
professionalism and standardization of 
practice within some settings. 
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The Impact of Hemodialysis Treatments on Leisure Participation 
 

Garyfalia Maria Menounos, Adrienne Gilbert, and Tracey Dion 
 
 

Abstract 
 
Researchers and practitioners in the field of recreation and leisure services have increasingly 
been concerned with identifying and meeting the recreation and leisure needs of those 
experiencing health issues. This study will explore the impact of hemodialysis treatments on the 
participants’ leisure participation and lifestyle upon discharge. This study will guide the 
Therapeutic Recreation practitioners at the Toronto Rehabilitation Institute (TRI) in the 
evaluation of their programs and services. It will also enable recreation practitioners in the 
community to better assess the needs of individuals who are receiving hemodialysis treatments 
and provide the appropriate recreation opportunities within the community. The following study 
involved seven seniors who were receiving hemodialysis treatments and specialized rehab-
ilitation at TRI. This was a two-part qualitative study. First, one-on-one interviews were 
conducted on site at TRI, followed by telephone interviews five to six weeks upon participants’ 
discharge. Themes surrounding the different barriers on everyday life activities and leisure 
participation due to hemodialysis treatments, the ceasing of past leisure activities and the 
adoption of new ones, as well as the disappointment of unmet plans upon discharge were found 
to be interrelated and provided a clear understanding of the impact of hemodialysis treatments on 
seniors’ leisure participation. Implications for the Therapeutic Recreation practice and research 
are explored based on the outcomes of this study. Attention is focused on how to better assess the 
needs of persons who are receiving hemodialysis treatments, on new ways to reach out to those 
who would like to be involved in leisure and recreation activities in their communities but lack 
the resources to do so upon discharge, and on negotiating those barriers and constraints that arise 
when receiving a therapy such as hemodialysis.  
 
 
 
Introduction 
 

Researchers and practitioners in the field 
of recreation and leisure services have 
increasingly been concerned with identifying 
and meeting the recreation and leisure needs 
of special populations. This study explores the 
impact of hemodialysis treatments on 
people’s leisure participation and lifestyle 
upon discharge. The present study was done 
in collaboration with the Toronto Rehab-
ilitation Institute (TRI) in order to guide the 
Therapeutic Recreation practitioners in the 
evaluation of their programs and services. The 

findings will also enable recreation practi-
tioners in the community to better understand 
and assess the needs of individuals who are 
receiving hemodialysis treatments and pro-
vide the appropriate recreation opportunities 
within the community. 

Hemodialysis is a time consuming process 
which involves filtration of wastes and extra 
fluids from the blood. The clean blood is then 
returned to the body. Removing the harmful 
wastes and extra salt and fluids helps control 
blood pressure and keep the proper balance of 
chemicals like potassium and sodium in the 
body (National Kidney and Urologic Diseases 
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Information Clearinghouse, 2004). Hemo-
dialysis is the most common method used to 
treat kidney failure. The role of the kidneys is 
as follows: 

 
Healthy kidneys clean your blood by 
removing excess fluid, minerals, and 
wastes. They also make hormones that 
keep one’s bones strong and blood 
healthy. When the kidneys fail, harm-
ful wastes build up in your body, your 
blood pressure may rise, and your 
body may retain excess fluid and not 
make enough red blood cells. When 
this happens, the person needs 
treatment to replace the work of the 
failed kidneys. (Watson, 2004, p.97) 

 
One of the biggest adjustments one must 

make when receiving hemodialysis treatments 
is following a rigid schedule (Pierratos, 
2001). Even in the best situations, adjusting to 
the effects of kidney failure and the time 
spent on dialysis can be very difficult. In 
addition to the “lost time”, persons 
experiencing hemodialysis may experience 
less energy (National Kidney and Urologic 
Diseases Information Clearinghouse, 2004). 
They also may need to make changes in their 
work or home life, giving up some activities 
and responsibilities. 
 
Research Questions 
 
The research questions that guided this study 
were as follows: 
 
• What is the impact of hemodialysis 

treatments on people’s every day 
activities? 

 
• What is the impact of hemodialysis 

on people’s leisure participation and 
lifestyle? 

 

• What constraints or barriers are 
reported by people who receive 
ongoing hemodialysis treatments? 

 
Toronto Rehabilitation Institute (TRI) 
 

TRI and University Health Network 
(UHN) have formed an innovative partnership 
to provide enhanced hemodialysis treatment 
to geriatric rehabilitation and complex 
continuing care patients. For thousands of 
Ontarians with chronic kidney failure, dialysis 
sustains life. As our population ages, the 
number of people requiring hemodialysis is 
growing by more than 10 per cent each year 
(Toronto Rehabilitation and University Health 
Network Dialysis Services, 2004). The 
dialysis service offered at TRI is the only one 
in the Toronto region to provide rehabilitation 
and daily hemodialysis to inpatients. It also 
serves complex continuing care patients who 
currently face long waits for service in the 
Toronto area. This service improves timely 
access to hemodialysis care for people living 
with chronic kidney failure as well as other 
complications such as loss of independence, 
diabetes and high blood pressure (Toronto 
Rehab & University Health Network, Dialysis 
Services, 2004). In addition to hemodialysis, a 
holistic program of therapy and long-term 
nursing care can help treat other factors that 
limit a patient’s quality of life while 
maximizing health and well-being. TRI’s 
Geriatric Rehabilitation Program has 12 beds 
dedicated for individuals requiring hemo-
dialysis. Patients in this program generally 
require complex medical and nursing care that 
exceeds the capabilities of community 
services or long term care facilities. 
 
Methods 

 
This study is guided by the conceptual 

framework of phenomenology and attempts to 
investigate and understand the meaning, 
structure and essence of the participants’ own 
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lived experiences dealing with hemodialysis 
treatments and being involved in leisure in 
their every day lives (Patton, 2002). 
Phenomenology is concerned with exploring 
the essence of human lived experiences 
concerning a phenomenon as it is described 
by participants and seeking for their multiple 
realities and viewpoints (Creswell, 2003). 
 
Study Sample and Recruitment Procedures 

 
The study involved seven hemodialysis 

participants, five females and two males, who 
were all receiving rehabilitation. TRI’s 
Research Ethics Board require that no 
detailed participant demographics be dis-
closed in any publication, therefore only basic 
information will be mentioned in order to 
maintain participant’s confidentiality. The 
participant’s ages ranged from 69 to 84 years, 
with the average age being 77 years. Three 
women were married with children and lived 
with their spouses, one woman was single and 
lived on her own, and one woman was 
divorced and lived with her sibling. The two 
male participants were single and lived in 
retirement residences. The length of time that 
these participants had been receiving 
hemodialysis treatments ranged from six 
months to seven years. To be considered for 
inclusion in the study, participants were 
receiving hemodialysis treatments, were 
residing in the Greater Toronto area, and 
spoke English. The number of participants 
who met these criteria at the time of the study 
was seven. Ethics approval was received from 
the University of Waterloo and TRI prior to 
the study. 

The Therapeutic Recreation practitioner at 
the TRI was the first one to contact all the 
patients who were receiving hemodialysis 
treatment at that time and who met the 
inclusion criteria. The patients were informed 
about the purpose of the study and its 
procedures and were asked whether they 
would like to participate in the study. During 

this meeting with the patients, the practitioner 
read them the information letter, which 
invited people to participate in the study and 
explained the focus and details of the project. 
All potential participants were also informed 
that they would be signing a consent form 
indicating that all information they provided 
would be kept anonymous and confidential 
and that they were free to withdraw from the 
study at any time and for any reason. It was 
also mentioned that any decision not to 
participate in the study would have no impact 
on their hemodialysis treatments or on their 
relationship with the Therapeutic Recreation 
practitioner and hospital staff. The names of 
those who expressed an interest in partici-
pating in the study were given to the first 
author by the Therapeutic Recreation 
practitioner and interview dates were sched-
uled for a short time after participants were 
contacted by the researcher. It should be 
mentioned at this point that the participants 
had already established a rapport with the 
Therapeutic Recreation practitioner and 
perhaps were more inclined to agree to 
participate in the study then had they not had 
a relationship with the practitioner.  
 
Data Collection Procedures 
 

The data collection was completed in two 
parts. The first part consisted of semi-
structured, one-on-one, 20 to 30 minute inter-
views using open-ended questions to facilitate 
discussion. These interviews took place either 
in a seminar room on the unit or in the 
patient’s room, depending on each partici-
pant’s preference. Open ended questions 
allowed participants to freely express their 
perceptions. Questions during the first 
interview focused on: (1) participants’ experi-
ences with hemodialysis (e.g., “tell me about 
hemodialysis. How long have you been on it? 
How much time does your treatment 
consume?”), (2) the impact of hemodialysis 
on their day-to-day lives and their leisure 
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lifestyles (e.g., “how do you feel hemodialysis 
has changed your life? How has it changed 
your involvement in leisure?”), (3) partici-
pants’ experiences and perceptions of the 
leisure and recreation programs offered by 
TRI (e.g., “what do you do for enjoyment or 
fun while you are in the hospital? How do you 
feel about the leisure programs offered here? 
Is there something else you wish you could do 
while you were here? If so, what prevents this 
from happening?”), and (4) participants’ plans 
related to their leisure and free time once they 
left the hospital (e.g., “when you leave here, 
what are your plans related to free time? Do 
you think there will be something preventing 
you from participating in what you want to 
do?”). Probes were also used during the 
interview to explore emerging issues. For 
instance, when an idea arose during the 
interviews, the first author asked the partici-
pants more about it in order to get a clearer 
understanding of what was indicated. All 
interviews were audio taped with the perm-
ission of the participants.  

The second part of the study took place 
five to six weeks following each patient’s 
discharge from TRI. Twenty minute follow-
up telephone interviews were conducted with 
the participants in order to assess and evaluate 
whether the patient’s plans for leisure 
participation made prior to discharge were 
met once they returned home. Examples of 
questions used on the interview guide are: 
What does a typical day look like now that 
you are back home? When you are not going 
for treatments or eating or sleeping, what else 
do you do? Have you been able to follow the 
plans you had made before leaving the 
hospital (why/why not? What are some things 
that have prevented you from following 
through with your plans?)? Thinking back to 
your time in the hospital, is there something 
the TR staff did to help you realize that you 
can continue doing a favourite activity or start 
a new one? What advice do you have for 
others who are just starting hemodialysis and 

for the TR staff at TRI? Data from these 
telephone interviews were recorded by the 
first author manually with an attempt to cap-
ture as much of each participant’s own words 
as possible. 

 
Analysis of Data 
 

Once the interviews were conducted, the 
data were transcribed. The first author used 
open, axial and selective coding to organize 
the data into categories and themes and give 
meaning to the information shared by partici-
pants. The topics that seemed similar were 
clustered together and recoding took place. 
After the themes had emerged, the major 
findings were interpreted and explored, as 
guided by the research questions for this study 
(Creswell, 2003). 
 
Findings 
 
Barriers on Everyday Life Activities and 
Leisure Participation due to Hemodialysis 
 

Throughout the initial stage and follow-up 
of the study, participants reported that since 
they started receiving hemodialysis treat-
ments, their every day life activities had 
undergone major adjustments mainly due to 
lack of time, lack of energy, and loss of 
autonomy and independence because of the 
decline in their physical and emotional health. 
The participants felt these changes and 
adjustments to their lifestyles primarily when 
they were back at home but still had to make 
hemodialysis visits to the hospital. During 
their stays at the hospital though, all 
participants reported barriers of lack of 
energy and loss of autonomy and indepen-
dence in their everyday tasks. Some  had not 
considered their time in the hospital as a time 
when they could participate in leisure; it was 
simply impossible because of their state of 
health and the frequency of hemodialysis and 
rehabilitation treatments.  
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I didn’t come to the hospital to partici-
pate in any leisure. I am here to do my 
therapies and get better. (Male 1) 
 
I don’t do much in the hospital 
because I can’t walk; I walk a little bit 
at a time…tired. Now that I go for 
hemodialysis, I can’t do anything else; 
mostly therapy. (Female 5) 

 
Lack of Time 
 
Lack of time seemed to be a major barrier 

to the participants, particularly given their 
time commitment to hemodialysis. Most of 
the participants received hemodialysis three 
times a week for approximately four hours at 
a time. This does not include the time that 
was required for transportation to and from 
the dialysis center, for getting “hooked on” 
the machine and “unhooked”, and for all the 
other required treatments during the day, such 
as physical therapy, occupational therapy, 
visits to the doctor, and so forth. Participants 
explained this as follows: 

 
Therapy days (Monday, Wednesday 
and Friday) are only for hemodialysis. 
There is no time left to do anything 
else. For instance, I go for different 
kinds of therapy in the morning ... I 
see the occupational therapist, then 
lunch…then physiotherapy in the 
afternoon and then I come back for a 
couple of hours before I go for my 
hemodialysis and by the time I get 
back it’s nearly 7 p.m. and then I have 
supper and what? I watch a little bit of 
TV or read whatever and then go to 
bed. (Female 1) 
 
Hemodialysis literally cuts off your 
own life as you knew it and you have 
to confine into doing things in that 

little time that remains after all your 
treatments and therapies. (Female 2) 
 
I am pouting and unhappy…It (hemo-
dialysis) cuts off my free time because 
this every day bit, I had to come three 
times a week for fours hours of 
treatment in the mornings. I chose the 
morning treatment because in one way 
it is better; at least I have my after-
noons and evenings to rest for the 
following day BUT on the other 
hand…you lose so much time. I get 
there for 8 a.m., the bus (adapted bus 
company) picks me up at 6 a.m. 
because they don’t only take me; they 
pick up other people too and the same 
thing when we come back home; I 
lose so much time coming and going, 
plus the time that is required for the 
therapy itself. (Female 3) 
 
Dialysis days, Tuesday, Thursday and 
Saturday (6 a.m-2 p.m.) are “lost 
days”…basically “time goes by fast” 
by doing the therapy at the hospital 
and homecare. (Female 3) 

 
Lack of Energy 
 
Lack of time seemed to be one of the 

biggest obstacles for participants in resuming 
their every day life activities and for their free 
time. Lack of time though did not stand on its 
own as a barrier to every day life activities. 
Due to the ongoing therapy that participants 
receive throughout the week, lack of time 
often is interrelated with their lack of energy. 
Participants not only reported lack of energy 
during treatment days, but also had the belief 
that it would be a difficult obstacle to 
overcome once they were discharged. They 
felt that once they returned home, they would 
have to take care of other responsibilities such 
as transporting themselves to hemodialysis 
treatments, taking care of their household 
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chores, preparing meals, and so on. A number 
of participants commented on the impacts of 
their lack of energy: 
 

The biggest obstacle that forbids me 
from doing things is time…and lack of 
energy…I don’t know what I will do 
when I get out of the hospital…I 
haven’t thought of it really…but it all 
depends on my strength. I would 
HOPE (emphasis on the word “hope”) 
that I can still be able to take care of 
myself in a proper manner and also be 
able to resume the activities I did 
before…I still want to attend classical 
concerts and volunteer at the church, 
but it all depends on how I feel…it’s 
not easy to predict how I will be 
feeling in the future when I get out of 
the hospital. (Male 1) 
 
I can’t do much because I am tired 
from the hemodialysis that I do every 
three times a week for four hours. I am 
very tired … you know … I have no 
energy, I have a lot of dizzi-
ness…cramps in my legs and most of 
the time I feel short of breath … 
Besides my kidney failure, I have had 
heart surgery, I am diabetic and I had 
my toe amputated so I am in a lot of 
pain … very weak … I just pray that I 
feel better and be myself again. 
(Female 4) 

 
Participants did not talk only about the 

impact that hemodialysis had on their daily 
life activities but also referred to the 
adjustments they had to make in terms of their 
leisure participation and lifestyles. For 
example, Male 1 had to cancel his volunteer 
work at the church and at the Canadian Opera 
company where he helped out with the 
archives: 

 

I had to cancel my volunteer work and 
that is a big event…I am sorry that I 
can’t continue to volunteer…I would 
like to continue doing so, but that is 
impossible. I am weak…I have no 
energy left especially on hemo 
days….there is a gym in my building 
but I haven’t been in years mainly 
because I am so weak and tired all the 
time, and to think that it is in my 
building. (Male 1) 

 
Throughout her interview, Female 4 kept 

emphasizing the role of prayer in her life, 
especially after she was diagnosed with 
kidney failure and started undergoing 
hemodialysis treatments. Her faith, spirit-
uality and prayers helped her cope with her 
illnesses and treatments but she was disap-
pointed that she did not have the physical and 
emotional strength to be involved in her 
church and community. When asked about 
her plans upon discharge she said: 
 

I just pray…I used to go to church all 
the time. When I get out I can’t 
promise I will go every Sunday to the 
church…I will try…but I don’t think I 
will because I am not feeling very well 
and I don’t know if I will be feeling 
well later…I can’t move a lot and I 
can’t take the [name of transportation 
company] because they only take you 
to the hospital appointments. (Female 
4) 

 
Similarly, other participants talked about the 
impact of their illness on their ability to do 
things: 

 
I am not involved in many things now 
because I can’t for the time being…I 
am very dizzy. I am anemic too. I am 
very careful with what I choose to do 
because of my dizzy spells…and I 
don’t think I will be doing much once 
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I get back home. I hope I can become 
firm enough…so that is the most 
important thing when I get out of here; 
as long as good will keeps me strong, 
it will be the first and for most dialysis 
and then squeeze in a couple of things 
when I have the energy to do so. 
(Female 3) 
 
I don’t do much because I can’t walk. 
My legs retain a lot of water and are 
painful and I can’t walk; just a little 
bit at a time…I am very tired. (Female 
5) 
 
I used to go to shopping centers and 
walk around if not shop, libraries and 
museums, but now I have a problem 
going to places that have stairs…you 
see, I can’t walk far. I also used to 
travel a lot but I can’t travel now … 
because I HAVE to do my treatments. 
I have an extra day on the weekend 
but it is too short to go anywhere. 
(Male 2) 
 
I used to preoccupy myself with doing 
things/repairs/renovations/gardening, 
stuff like that around my cottage but 
we sold it; now I can’t do much except 
sometimes to watch TV, play cards…I 
also used to make my own wine. Now 
I live in a condo, not much to do in 
there. (Male 2) 

 
Lack of Autonomy and Independence 
 
Most of the participants reported that 

because hemodialysis treatments were very 
time consuming coupled with the side effects 
from the treatment, such as lack of energy and 
tiredness, they felt they had lost a sense of 
their autonomy and independence because 
they could not do the same things they used to 
do in the past and they had to make adjust-
ments to their current lifestyles. For example, 

one patient (Female 5) had to sell her house 
and move in with her sister and her family so 
her sister could take over as her primary 
caregiver:  

 
When I was diagnosed and I started 
hemo, I sold my house and went to my 
sister’s house. She helps me around 
the house and with my treatment 
because I was very tired and sick and 
couldn’t do it by myself…but still…it 
is not MY house. (Female 5) 

 
Similar to that experience, while Male 1 

was hospitalized at Toronto Rehab, he was 
planning to move back to his apartment. Upon 
discharge, however, he discovered he would 
have to sell his condo and move into a 
senior’s lodge. Although at the beginning he 
did not adapt to the change quite well, during 
his telephone follow-up interview he men-
tioned that although the lodge did not feel like 
his own apartment, he was glad he moved 
there. He felt he could no longer  take care of 
himself and at least at the lodge he was  
receiving proper care and was keeping busy 
with different activities offered:  

 
I am grateful they offer all these 
activities, because I can’t go out. I 
don’t have the energy and I am very 
tired; my legs give out on me…I can’t 
walk for a long distance. The 
constraints I have now are lack of 
energy and tiredness especially on the 
dialysis days…I need extra rest on 
those afternoons I receive hemo and 
sometimes on the following morn-
ings…I feel sick on those days. (Male 
1) 
 

Female 1 commented on how her husband has 
had to take over much of the running of the 
household and how her illness has had an 
impact on her sense of independence: 
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Now with my illness, my husband is 
doing all the work at home; the 
cleaning, the cooking…he has taken 
over…I would like to be able to do 
some of those things on my own…but 
I can’t… I used to volunteer at my 
church and once a month I met with 
other volunteers from the church 
auxiliary and we would go to one’s 
house for lunch, chat and social-
ize…but I can’t do that anymore. I 
want to but I can’t…I can’t get up the 
stairs and can’t walk; I need my 
wheelchair…I also have to keep going 
to the washroom…I am incontinent 
and I don’t feel comfortable going to 
someone’s home and then rushing into 
the bathroom every once and a while. 
(Female 1) 

 
Other External Barriers 

 
There are also external factors that are 

reported as barriers to every day life activity 
and lifestyle. Most participants mentioned 
that the weather (interviews took place in the 
fall) in Toronto does not permit them much 
outdoor activity, even if it is only sitting in 
the garden and watching the flowers. Also, 
transportation to and from the dialysis center 
seemed to preoccupy some of the participants, 
especially when it was required during the 
winter months when it was cold and snowy. 
Most participants arrived to their hemo-
dialysis treatments and medical appointments 
by bus provided by a private transportation 
company. This meant that participants had to 
be ready two hours before their hemodialysis 
appointments in order for the bus to pick them 
up and bring them to their treatments on time. 
The same routine occurred when they com-
pleted their treatment; two participants 
reported that they had to wait up to two hours 
for the bus to come and take them back home. 
With all that was reported about their fatigue, 
lack of energy and distress on their treatment 

days, one can only imagine the impact that 
those four extra hours of waiting for the bus 
had on each participant. 

 
I go to therapy by (bus company 
name)…good service but late… espe-
cially now with the winter…I like 
going out and sitting in the garden or 
the park but now that it is winter, 
windy and cold it’s not a pleasant exp-
erience. (Female 2) 
 
Usually I like to sit in the garden and 
listen to the birds and sometimes work 
in the garden when I can, that is, but 
now that the weather is cold, I don’t 
go out much; do you blame me? 
(Female 3) 
 
Now that it is winter, with the snow 
and everything…I have to wait for the 
bus longer…sometimes they are late 
or they call me early in the morning to 
tell that they will be picking me up 
earlier than usual so I have to get 
ready quicker, and then I wait for 
them to come…its frustrating at 
times.(Female 1) 
 
I don’t go out of the house now; it’s 
winter…too cold…and I can’t go out 
to the shopping centre because I can’t 
stand for long, I can’t walk…I like to 
sit in the garden but now it is winter. 
(Female 5) 

 
Ceasing of Past Leisure Activities and 
Adoption of New Ones 
 

Throughout the interviews, participants 
reported a change in the types of leisure they 
used to participate in once they started 
undergoing hemodialysis treatments. Leisure 
patterns had shifted from active and social 
involvement to more passive activities, 
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mainly because of lack of energy and lack of 
time.  

 
There is not much I can do in the 
hospital in terms of recreation active-
ities. Most of my free time is passive; 
I read, watch TV, chat on the phone… 
can’t do much because I can’t walk. 
(Female 1) 

 
Female 1 used to knit, crochet, read, and 

do the housework (yes, she considered it 
leisure time). In terms of outdoors activities 
she reported going out to the movies, to the 
theater, out to dinner and visited family and 
friends. This is what she had to say about 
changes she had to make to her leisure 
lifestyle when she was first diagnosed with 
kidney failure: 

 
Since I got “the” you know (referring 
to hemodialysis)…since my hemo-
dialysis I don’t go out visiting as 
much. I stopped crocheting, knitting 
and reading because I was very tired 
and couldn’t concentrate. As far as 
activities now… I am usually very 
tired to be physically active therefore I 
do more passive things, such as watch 
TV, listen to music…oh and now my 
concentration is better so I can read 
but not for long periods of time. 
(Female 1) 

 
This was her response while she was still in 
the hospital. Her plans upon discharge were to 
participate again in crochet, knitting and 
reading. 
 

When Male 1 was asked about his present 
leisure involvement he indicated that he had 
to give up the things he did for enjoyment, 
such as volunteering at his church as well as 
his involvement with the Canadian Opera 
Company where he helped out with the 
archives. Although he did not have trouble 

passing his free time, most of the activities he 
talked about were of a passive nature: 
 

I don’t continue to do these things 
now; unfortunately…I had to “give 
them up” when I started dialysis…I 
had to cancel my volunteer work and 
that is a big event…As for what I do 
now, well, I never had trouble passing 
my time…so…watch TV, read, listen 
to music...I hope that I can start doing 
things for the church again. (Male 1)  

 
Similar comments were made by other 
participants: 
 

I don’t do much now because I can’t 
walk…I don’t walk good, just a little 
bit at a time…tired all the time. The 
only things I do is watch TV, listen to 
music. (Female 5) 
 
With all my illnesses, I told you 
before…I can’t walk much…I can’t 
go to my church and help out and that 
is very important for me, my religion. 
I sit, watch TV, listen to the radio, and 
play cards to relax. (Female 4) 

 
Another participant who adopted a new 
leisure lifestyle due to her illness was Female 
3. When asked to describe her leisure lifestyle 
at the present time, she replied: 
 

Very basic things…now that I am 
“plagued” with the dialysis, my life 
has totally changed. It’s the “picking” 
of free time that I have between 
dialysis that I can do…I used to sew, I 
used to knit…I gardened a lot…Now, 
all I do is watch TV, mostly reruns of 
my favorite television programs and I 
read too…I want to sew, knit and even 
garden but my health doesn’t permit 
me to do so. (Female 3) 
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Other participants found ways to adapt to 
their changing circumstances. Male 2, for 
example, continued to participate in one of his 
favorite activities with some adaptations. He 
used to travel a lot and then made videos and 
documentaries from the footage of the places 
he had visited. Because he was no longer able 
to travel, he used all the recorded materials he 
had collected through the years and made 
DVDs instead of videos. Although he men-
tioned that it was not the exact feeling of 
traveling and bringing in new footage each 
time, he enjoyed passing his time this way. 
So, he too, had to adapt his recreation activity 
that once was more active in its nature, 
traveling and filming, to a more passive one: 
 

I can’t travel… I can’t travel (grins 
and giggles at the same time)…I can’t 
travel, because I have to do my 
treatments and I love traveling and 
filming…In the little time that remains 
after my therapies…I edit my old 
videos, watch TV, and listen to the 
radio…sometimes a friend comes over 
and we talk and listen to music. There 
is not much I can do now, you 
see…my legs aren’t…that’s another 
problem…my legs and I can’t walk 
for long. (Male 2) 

 
Although, there was a decrease in the 

number of recreational activities in which the 
participants were involved, it did not mean 
that those few activities that the participants 
did engage in were not meaningful to them. 
For instance, when Female 2 was asked what 
types of activities she was presently engaged 
in, she replied candidly: 

 
It’s not in how many activities I 
participate BUT…the quality of those 
activities. My ailments take a lot away 
from me, but those few things that I 
am involved in, like bridge, for 

instance, helps me relax, have fun and 
forget about my worries. (Female 2) 

 
Plans Upon Discharge Not Met 
 

The follow-up interviews with five of the 
seven participants indicated that although 
patients were planning to be more involved in 
leisure activities once they were discharged, 
the resumption of their everyday respon-
sibilities and activities did not allow them to 
successfully do so. Most of the participants’ 
time was spent transporting to and from the 
hemodialysis treatments and participating in 
homecare and everyday life activities, such as 
cooking, cleaning, and shopping. Pain, lack of 
energy and lack of time continued to serve as 
barriers to resuming their everyday life 
activity as well as recreation lifestyle. In fact, 
these barriers seemed even more constraining 
once participants were discharged and  back 
in the community. There was only one 
participant, Male 1, who had resumed 
participation in leisure activities in his free 
time because they were offered at the senior’s 
lodge he moved into. In the follow-up 
interview, Male 1 mentioned that if he had not 
moved into the lodge, he would have been 
passing his free time in more passive 
activities such as watching television and 
reading. Although his energy was still low 
and fatigue was still an issue, he was 
enthusiastic about his new environment and 
quite content about the variety of activities 
offered at the lodge. He also had resumed his 
volunteering at the church when a ride was 
available: 

 
…I had to move into a senior’s 
lodge…I really like it here. Things are 
going well…I mean there are many 
activities here…games, entertainment, 
tea, sing-a-longs, concerts, recitals… 
there are things to do and keep busy. I 
am grateful that they offer all these 
activities because I can’t go out…at 

 26



The Impact of Hemodialysis on Leisure Participation 
 

least now I know that there is 
something available right at my feet, if 
I feel the energy to participate I do so, 
or else I stay in my room and read or I 
will go for a bit and then come up to 
my room….I read the paper every day, 
always reading. I am never without a 
good book and I went back to 
volunteer at the church…that is only 
when I have a ride to and from the 
church, or else I can’t go…(Male 1) 
 
Female 2 reported that she still felt 

extreme pain and fatigue and her energy was 
too low to do much. She kept going for 
hemodialysis treatments three days per week 
(Tuesday, Thursday and Saturday) and, as she 
indicated, Monday, Wednesday and Friday 
were allocated to homecare. Therefore, lack 
of time was still a barrier to participating in 
leisure activities in her free time. In her initial 
interview, she planned to resume playing 
bridge upon discharge. In her telephone  
interview, she reported that she was resuming 
her bridge games. She was trying to play once 
a week but only played if she knew that there 
was an elevator available at the place where 
the bridge activity was going to take place or 
that the room was on the main floor. Also, she 
had to know before hand if there was an 
accessible washroom on the same floor where 
the activity was to take place or else she 
would not be able to go. 

Female 3 also reported that now that she 
was back home, the three days of 
hemodialysis were “lost days” and she did not 
do anything else after that because she was 
very tired and did not have a lot of energy. On 
the other non-hemodialysis days, when she 
was not feeling as tired, she stayed in the 
house, read the paper, read a book and 
watched television. She reported that she was 
interested in gardening again with the 
assistance of some adaptive gardening equip-
ment someone had given her but the weather 
did not permit it. She was hopeful that during 

the spring and summer she would be more 
involved in the outdoors if her health 
permitted it. As she indicated: “I am surviving 
for the moment”. She had also planned to 
continue going to concerts but due to finances 
she had not attended yet. In general, she 
emphasized that “time goes by fast” by going 
for hemodialysis, doing the therapies, and 
keeping up with homecare. When she was not 
at the hospital, she stayed at home, read the 
newspaper, watched television, chatted on the 
phone, and got  a lot of rest. 

Female 1 also reported in the follow-up 
interview that three days of the week were 
only dedicated to receiving hemodialysis. The 
other non-therapy days, as she called them, 
were allocated for physical therapy, social 
services, and homecare. As far as her free 
time, when she felt well enough, she stayed 
home, knit, and read a book or the newspaper. 
She also socialized with her husband and 
daughter who would visit them often. They 
would have tea together and talk, and 
sometimes they would do crosswords 
together. As she reported: 

 
When I have hemodialysis… those 
days after the treatments I feel very 
tired and out of it. I don’t go out and 
don’t do much around the house 
either. I watch TV, get some rest, and 
(find) things to preoccupy me around 
the house, (such as) phone calls, TV, 
music, maybe read a book. (Female 1) 

 
Since she had been discharged from the 
hospital, Female 1 was using a wheelchair so 
it was easier for her to go out because she 
could rely on her chair not her achy legs: 
 

I plan to go out shopping, hang out at 
the mall with girlfriends…you see I 
am in a wheelchair now so it is not 
like I am walking and getting tired 
easily. I have the energy…I don’t have 
the energy during my treatment days. I 
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have my chair to rely on. I still 
volunteer at the church and I am still 
involved with the auxiliary. The ladies 
still go from house to house; they 
alternate their meetings. I only attend 
when they come to my place but I 
don’t go to the other meetings at the 
other houses because of my wheel-
chair. They have a lot of stairs and I 
can’t manage them…you see they 
aren’t wheelchair accessible apart-
ments. I am still involved with the 
church but not really involved….I 
don’t know how to say it…In general, 
I try to fit the rest of the day into my 
therapy schedule…I wouldn’t wish it 
to anyone…(Female 1) 

 
Female 5 reported that she still did not 

feel well enough to do much outside the 
house but it had only been six months since 
she started hemodialysis. Perhaps this was not 
enough time to get used to the routine of 
hemodialysis (like some of the other patients) 
and make the appropriate adjustments. She 
spent her non-hemodialysis days in the house, 
watching television, being with her sister. Her 
hope for the future was that she would feel 
well enough to be involved in the garden 
during the spring and summer and be able to 
walk without getting tired and dizzy. 
 
Discussion 
 
Implications for Practice 

 
The findings from this study reflect the 

impact that hemodialysis treatments have on 
the participants, such as the numerous barriers 
to everyday life activities (i.e., lack of time, 
lack of energy, lack of autonomy, and 
independence), the change in leisure patterns, 
and the fact that sometimes planning was not 
as successful due to the obstacles that were 
encountered during hemodialysis treatments. 

The major themes that emerged from the data 
are somewhat interrelated. 

These participants had to make many 
changes to their everyday lives when they 
were diagnosed with such a chronic illness. 
The fact that participants, in spite of their 
illness and ongoing hemodialysis treatments, 
had tried to adapt to their changing 
circumstances and  find ways to continue in 
some way to participate in leisure activities in 
their free time, was an important finding. 
Although the activities were primarily passive 
and home-based, they were still meaningful to 
the participants. It seemed to be not the type 
of activity that was most important but what 
the person got out of participation and the 
meaning attached to the activity. For the 
participants in this study, who were under-
going hemodialysis treatments and had been 
for many months or even years, every week of 
the year, spending about an average of 12 
hours per week in treatment perhaps, simply 
reading the newspaper, listening to music, or 
relaxing in front of the television set was 
enough and meaningful. This complies with 
the existential perspective on the meaning of 
chronic illness, which suggests that people 
who are coping with a chronic illness often 
try to find meaning within an experience as a 
way to adjust to a new life (Lee & 
McCormick, 2002). As such, the passive 
activities that the study participants adopted 
may have served as a means to adjust to their 
more demanding lifestyle which centered on 
their chronic illness and their treatments. 

In the TR profession we often hear of 
efforts to provide meaningful and enjoyable 
leisure activities that improve the client’s 
quality of life. As practitioners, it is important 
to constantly communicate with our clients 
and derive information about what their 
preferences, decisions and choices in leisure 
contexts are. One possible recommendation 
for TR practitioners, whose clients are dealing 
with chronic illness, is to assist them in 
making sense of their lives so they may 
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construct a new meaning of self, whether it is 
good or bad. This will allow the practitioner 
to get a clearer understanding of each person 
and situation and act appropriately (Lee & 
McCormick, 2002). 

It is very difficult for a researcher or a 
recreation practitioner to indicate what is 
appropriate and meaningful leisure partici-
pation for persons who have been diagnosed 
with a chronic illness such as kidney failure 
and are receiving hemodialysis. Unless you 
experience the illness and the effects of the 
treatments, you could not possibly know how 
and what patients are feeling.  For this reason, 
it is so important to draw upon the partici-
pant’s own experiences in order to better 
understand what it is like to undergo 
hemodialysis and what obstacles are produced 
by receiving such treatments. By under-
standing the obstacles and the impact that 
such a treatment can have on people who are 
receiving hemodialysis, we can better assess 
their needs for leisure and free time, 
understand what types of activities are mean-
ingful to them, help them negotiate through 
barriers, and attempt to provide them with 
quality services that will make their 
experience more manageable, and comfort-
able, particularly upon return to the com-
munity.  

It should be noted that when dealing with 
a chronic illness, it is difficult to overcome 
obstacles such as lack of energy and time due 
to side effects and length of treatments. By 
modifying the level of their leisure partici-
pation from active to a more passive one, 
these participants somewhat negotiated their 
way through some of those barriers to accom-
modate their current health status. 

It is important for Therapeutic Recreation 
practitioners to examine how previously 
enjoyed activities can be adapted to the new, 
more limited lifestyle which now centers on 
dialysis treatments. This may entail adapting 
past leisure activities to the individual’s 
current ability or providing alternatives to a 

preferred leisure activity. A good example of 
this was the participant who no longer could 
travel but adapted his activity so he could still 
experience his travels by converting his 
footage to DVD. Probably, the provision of 
alternative leisure activities is more feasible 
since individuals who are dealing with a 
chronic illness often experience lack of 
energy, tiredness, and lack of time due to 
treatments.  

An important recommendation for TR 
practitioners is consideration of the use of the  
“Optimizing Lifelong Health through 
Therapeutic Recreation” (OLH-TR) model 
when working with people with chronic 
illnesses and lifelong disabilities. This model 
helps to establish leisure lifestyles that will 
enhance the client’s health and well-being 
across the life course and alleviate any 
seconddary symptoms that derive from the 
already experienced chronic condition 
(Wilhite, Keller, & Caldwell, 1999). For 
example, by following the principles of this 
model, practitioners can facilitate and try to 
alleviate the low levels of energy and 
tiredness that people who are receiving 
hemodialysis treatments often feel. The role 
of the TR practitioners based on OLH-TR, is 
first, to provide leisure education and aware-
ness about leisure opportunities to clients that 
may assist in promoting health, and second, to 
facilitate leisure experiences for the clients to 
apply what they learned in practice (Wilhite 
et. al., 1999). The clients will, in turn, select 
those activities that match their motivation, 
abilities and skills and that support their 
efforts to regain leisure lifestyles that 
optimize their health. Then, clients in 
collaboration with the TRS will optimize the 
selected activities by gaining information and 
skills that may be required for the activity. 
Compensating will then follow in order to 
allow clients to adapt or substitute the 
activity. The final step of the OLH-TR model 
includes the evaluating process in which, 
clients and TRS evaluate the activity and the 
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outcomes and decide whether or not to 
continue the activity or make adjustments. 
OLH-TR enables clients with various cap-
abilities to maintain an appropriate balance 
between dependence with the support of TR 
practitioners and interdependence through 
selecting, optimizing, compensating and 
evaluating (Wilhite, et. al., 1999).  

TR practitioners also need to better 
understand the needs of their clients while 
they are hospitalized, as well as when they 
return home. By assessing and knowing the 
issues that their patients are concerned with, 
both as inpatients and outpatients, recreation 
practitioners can plan and implement pro-
grams more effectively such as: diversional 
recreational activities for in-patients and 
follow-up visits and out reach programs for 
out-patients. These approaches will minimize 
any concerns and assist patients in 
overcoming the obstacles they encounter as a 
result of receiving hemodialysis treatments. 

The study found that most of the 
participants planned to participate in leisure 
activities upon their discharge, however, most 
were not able to follow through with their 
plans. This indicates the need for more follow 
up and home visits to out-patients. Follow-up 
home visits to outpatients may be critical in 
understanding the barriers and constraints that 
people receiving hemodialysis encounter 
upon discharge and with their reintegration 
into the community. Instead of providing 
recreation activities solely in community 
settings, perhaps it is time to start looking at 
new ways to reach out to those who would 
like to be involved in leisure and recreation 
activities but lack the resources to do so. In-
home recreation and leisure programs may be 
an important alternative. This will also have 
many implications for the profession of TR 
since it will enable the creation of new jobs 
and services in the community 

People receiving hemodialysis and living 
in the community need to receive leisure 
education around activity adaptation and 

availability of community based resources. 
Some of these resources may include: 
recreational programs, support groups and 
volunteering organizations; and resources that 
might be of assistance in everyday life 
activities. For instance, these individuals need 
to be aware of volunteer organizations that 
provide transportation to seniors in the 
community, since most other private trans-
portation bus companies provide services 
solely for medical purposes. If such services 
do not exist, practitioners can focus on this 
and create such opportunities for people 
living at home and who are dealing with 
chronic illnesses and are experiencing struc-
tural constraints such as transportation. 

TR practitioners who work in the 
community need to start thinking about 
providing more home-based leisure 
opportunities for those people who are 
confined to their homes due to their illness. 
Since, recreation researchers and profess-
sionals emphasize the role of leisure and 
recreation in people’s lives in order to 
enhance and maintain a better quality of life, 
perhaps it is time we think about reaching out 
to those who most have that need and provide 
education and specific ideas as to how to find 
leisure in their life, in spite of the health and 
time challenges of their treatments. The 
participants in this study tended to participate 
in activities that were home-based and 
passive. These participants may need to know 
how to plan for the supports they need to 
resume valued leisure activities. 

Also, more systematic follow through 
procedures are necessary in order for the 
practitioner to better evaluate whether their 
services are effective once their clients return 
home. Plans for potential leisure involvement 
made prior to discharge need to be monitored 
and evaluated after a set period of time in 
order to note whether they were successfully 
met. If their clients were successful in 
engaging in preferred leisure activities, then 
these results need to be recorded so that 
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practitioners could know which strategies and 
experiences worked the best for their clients. 
If clients were not successful, this information 
also needs to be recorded so that practitioners 
can evaluate their services and what steps 
they need to take in the future. This eval-
uation of the positive and negative aspects of 
services can serve as potential information for 
people who will be diagnosed in the future 
with a chronic illness. 
 
To summarize, the following are the 
implications for TR practice: 
 
• Practitioners need to be very aware of 

both the external and internal barriers 
faced by individuals receiving dialy-
sis treatments and their impact on the 
client’s leisure lifestyle (e.g., lack of 
energy, lack of support, lack of 
resources). 

 
• The lifestyle of discharged indivi-

duals on dialysis accommodates 
many hours of treatment. In addition 
to the time spent in treatment, many 
hours are spent in transportation to 
receive the treatment if they are 
dependent on a private bus service. 
Patients’ lives, therefore, tend to 
revolve around treatments, which has 
huge implications for their leisure 
involvement. 

 
• Individuals plan to participate in 

leisure activities when they return 
home, but often are not able to do so 
because of the barriers due to their 
illness and treatments. Therefore, dis-
charge planning needs to take this 
into account. In addition, leisure 
education in the home following 
discharge is needed to address these 
barriers. As well, follow-up is needed 
as individuals become used to their 

new routines centred around treat-
ment.  

 
• Individuals tend to participate in 

passive activities in the home, often 
out of necessity, but there is little 
understanding of how meaningful 
these activities are to the person. 
Therefore, TR practitioners need to 
help people find meaning in their life 
through leisure, particularly home-
based leisure. 

 
• Practitioners should look closely at 

the Optimizing Lifelong Health and 
well-being model (Whilhite et. al, 
1999) as a possible guide for leisure 
planning. 

 
Implications for Research 
 

Continuous research on the needs of 
different clients and TR services has many 
implications for the future of the profession of 
Therapeutic Recreation. First of all, research 
and recorded data on the effectiveness and 
need for TR will enable more funding from 
the public or private sector for TR programs 
and services offered in the community. 
Second, this information may create more TR 
employment opportunities in the community 
either by providing out reach services to those 
staying at home and experiencing certain 
limitations or by providing independent TR 
community services such as transportation 
services for recreational and social 
opportunities.  

This study has opened the door for future 
research concerning people who receive 
hemodialysis treatments and the role of 
leisure in their lives. Some suggestions for 
future study include: exploring more fully the 
impacts of hemodialysis on the day-to-day 
lives of people receiving this treatment and on 
their leisure lifestyles; examining longitu-
dinally how people undergoing hemodialysis 
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adjust over time to kidney disease and how 
they use selection, compensation, and optim-
ization in adjusting to their illness and 
maintaining meaningful leisure opportunities; 
and understanding the impacts of changing 
leisure activities on the meaning of leisure for 
persons undergoing homeodialysis and the 
role that leisure might play in rehabilitation.  

In addition, it would be important to 
conduct a comparison study of the differences 
between individuals who have to go out of 
their home for hemodialysis compared with 
those who receive home-based dialysis 
treatments and those who have peritoneal 
dialysis in the home. This will add to our 
understanding by determining the role that 
place of treatment plays in day-to-day lives 
and leisure lifestyles of persons undergoing 
hemodialysis since it is assumed that those 
who receive at-home treatments spend less 
time transporting themselves to and from 
treatments.  

Finally, research needs to be conducted 
that better understands how leisure can help 
people on dialysis cope with their illness 
which may include the testing of pilot projects 
involving outreach programs and the 
evaluation of interventions such as leisure 
education programs specifically designed for 
this population. Research should identify 
what the TR professional needs to provide to 
the individual to help them cope in terms of 
the best service delivery. This would involve 
a comparison of the role of TR in outreach, 
clinic, in hospital, and community agency 
settings. 
 
Conclusion  

 
This study attempted to explore some of 

the issues that people who are receiving 
hemodialysis treatments are dealing with in 
their everyday lives. These participants are 
dealing with a chronic illness that requires 
many personal sacrifices and commitments on 
their part in order to survive. The most 

important issues that emerged from this study 
were that people who are receiving 
hemodialysis encounter many obstacles and 
constraints in their everyday lives as well as 
in maintaining their leisure lifestyles. Many of 
the participants had to alter their leisure life-
styles to a more passive one due to the various 
impacts of their treatments.  

The profession of TR is relatively new in 
hemodialysis and much more research needs 
to be conducted in order to better assess and 
understand the severity of the issues that 
individuals who are receiving such treatments 
encounter. This exploratory study has verified 
that people receiving dialysis have many 
significant challenges and that TR has a 
significant role to play in helping them 
optimize their lifestyle both in the hospital 
and in the community, The “Optimizing 
Lifelong Health through Therapeutic 
Recreation” model may be a good resource to 
guide TR practice in this area and provide an 
impetus for future research. 
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Self-Reflective Practice in Therapeutic Recreation1: 
Celebrating the Authenticity and Humanism of Our Practice 

 
Bernice Miller and Alison Pedlar 

 
 

Abstract 
 

This paper invites therapeutic recreation practitioners to consider self-reflective practice and its 
guiding tenets as proposed by Schön (1983) as an approach to practice. It is presented as an 
alternative to ways of thinking that drive practice toward a more technical, mechanical model, 
and suggests ways in which it provides for celebration and authenticity in therapeutic recreation 
practice. Examples are drawn from action research and personal narratives that help illuminate 
the experience of discovery of self-reflective practice. 

 
 

1 This paper is based on a session on Self-Reflective Practice that we presented at the TRO 
Annual Conference in Barrie, Ontario, in 2005. 

 
Introduction 
 

Self-reflective practice (SRP) is what an 
educator does when she steps back and 
reflects upon her actions as she teaches and 
exchanges ideas with a student. She takes 
what she learns from that reflection and 
incorporates shifts and adjustments in her 
practice so that she seeks to constantly 
improve practice and the student’s learning 
experience. A similar process is at work with 
reflective practice in therapeutic recreation 
(TR). Reflection allows us to more fully and 
deeply understand our practice and to identify 
ways that it may be improved. This paper will 
present information on SRP as it has guided 
the therapeutic recreation practitioners at 
Sunnybrook and Women’s College Health 
Sciences Centre (SWCHSC), in Toronto, over 
the past ten years. In order to provide the 
conceptual framework and theoretical found-
ation for SRP, the paper will draw on the 
writings of Donald Schön (1983) who 
provided much of the foundational work on 
self-reflective practice for educators and well 
as for other professions some twenty years 

ago. We find his work remains very relevant 
and helpful to our practice today. 

The paper begins by outlining what SRP 
means and then takes the reader through a 
series of experiences that have influenced the 
TRs at SWCHSC individually and collect-
ively. Much of the material we present here 
emerged in the course of conducting action 
research with the practitioners and residents at 
SWCHSC between 1996 and 2005. In conclu-
ding the paper, we invite you to join us on a 
journey of self-reflection with Bernice, one of 
the authors of this paper. We hope that her 
story along with the other reflections we 
present for your consideration will help illum-
inate the ways in which SRP can present us 
with opportunities for growth and celebration. 
 
What Distinguishes Self-Reflective Practice? 
 

Donald Schön and others have identified 
the very real danger that emanates from the 
excessive power that can accrue to profess-
sions, particularly where practice is grounded 
in technical rationality. Technical rationality 
offers us one way to think and to act – it is 
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based in positivism and sees every problem as 
solvable through the systematic and rigorous 
application of a scientific method. This gives 
the professional sanction or permission to act 
according to the precepts and principles of 
science as the knowledgeable expert. Indeed, 
when professions have vested in them a 
presumed level of expertise that is based in 
the science of technical rationality and 
positivism, they can easily lose sight of what 
it is they have been entrusted with, especially 
regarding the care and nurturing of health and 
overall social well-being. As Schön (1983) 
points out, there is a need to question “the 
professionals’ claim to extraordinary know-
ledge in matters of human importance” (p.5). 

One potential consequence of the “extra-
ordinary knowledge” and accompanying 
power that professionals hold, is the naming 
and framing of problems. Or put another way, 
“we name the things to which we will attend 
and frame the context in which we will attend 
to them” (Schön, 1983, p.40). What Schön 
(and others) are suggesting with this line of 
thought is that the problem we have identified 
is essentially something that we have 
constructed. With the problem constructed, 
identified and named, we then set about 
determining how we will solve the problem 
by applying our extraordinary and specialized 
knowledge. With knowledge based in tech-
nical rationality, the assumption is that we can 
apply a standard scientific response or 
solution to the problem we have constructed. 
However, the one-size-fits-all standardized 
approach to solutions does not allow for the 
unique, the uncertain and the unstable that we 
work with on a daily basis in our work as 
therapeutic recreationists. In fact, according to 
Schön, the unique, and unstable, the 
uncertainty of the world, make it difficult to 
come up with the one perfect technical, 
scientific solution 

This reality is problematic for positivists 
whose epistemology and ways of knowing are 
grounded in technical rationality. The pene-

tration of positivist thinking into professions 
was an inevitability of the professional 
schools aligning themselves with the world 
that privileged the scientific method over the 
arts. A hierarchical model of expertise seen to 
characterise professional knowledge resulted 
in the division between theory and practice 
and separated further the researcher from the 
practitioner, and the practitioner from the 
person served. The practitioner was the expert 
in every regard, including in all matters of 
human importance. This meant having control 
over and superior knowledge in regard to 
matters of importance in the “client’s” life.  

Donald Schön has illustrated the sort of 
differences that exist for “the expert” and the 
“reflective practitioner”. Those differences 
are evident in the relationship between the 
professional and the person they serve. 
Accordingly, the role differential plays out 
along the following lines: 
 

Expert: I am presumed to know, and 
must claim to do so, regardless of 
my own uncertainty. 

 
Reflective Practitioner: I am presumed 

to know, but I am not the only one 
in the situation to have relevant 
and important knowledge. My 
uncertainties may be a source of 
learning for me and for them 
(Schön, 1983, p.300). 

 
In contrast to practice driven by technical 

rationality, reflective practice recognizes that 
there simply is no one-size-fits-all solution, 
especially in those disciplines where we are 
constantly dealing with the unknown, the 
uncertain, and the unstable. We often have to 
respond to these unknowns in the moment of 
the event happening, at the moment of the 
emotion, in the doing of the activity. 
Accordingly, reflective practice links thought 
and action (i.e., practice) with reflection. In 
this regard, Schön introduces the ideas of 
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reflection-in-action and reflection-on-action 
as more genuine and appropriate to the sort of 
practice we undertake where the outcome is 
often unknown, uncertain and where “fixed 
ends” do not exist, as they do with professions 
such as law or dentistry, for instance. Unlike 
technical rationality or professional know-
ledge that excludes the artistic and the 
humanistic ways of being in practice, 
reflection-in-action better responds to the 
unstable, the unique and the unexpected. In 
reflection-in-action we use knowledge-in-
action. This means that we may engage in a 
more fluid practice, responding as we reflect 
on the situation in that moment. We recognize 
that we cannot always anticipate a priori what 
action we shall bring to the situation, and 
what service the person or people in that 
situation may seek from us.  Reflection-on-
action merely extends these ideas to our 
reflecting on an action we may have taken, 
how we responded to a situation, an emotion, 
an expression of preference, for instance.  

As we think about these ideas we may 
agree that they actually incorporate much of 
the reality of what we as therapeutic 
recreationists do in practice. But it may be 
equally true that we rarely stop to think about 
this reality for we may face other pressures 
that force us into a contrary mode of action 
for the sake of demonstrating “profess-
sionalism”. As Sylvester (2005) has noted, 
professional practice is “capable of deteri-
orating into the self-centered pursuit of 
power, status, and profit under the twin forces 
of individual and institutional careerism” 
(p.51). Indeed, we often find ourselves 
functioning in a world characterized by 
technical rationality, especially when we are 
in an environment that simply does not foster 
reflective practice. If we are in an environ-
ment that presents us with certain expect-
ations around our practice, such as the 
requirement that we engage in evidence-based 
practice that is grounded in positivism, we 
may not question whether that expectation in 

fact hinders our ability to offer the best 
possible practice to the people we serve. As 
McNiff, Lomax, and Whitehead (1996) 
observed:  
 

…many informal inquiries are 
concerned with technical matters that 
do not involve practitioners in 
questioning their own fundamental 
practice; and a major difference is that 
the outcomes of these informal 
inquiries are not put in the public 
domain and are therefore never really 
opened to serious challenge (p.8). 

 
Opening Up Our Practice to Questioning 

 
Some ten years ago the process of 

challenge and discovery began at Sunnybrook 
and Women’s College Health Sciences Centre 
as the TR practice opened itself up to serious 
challenge and began the journey of self-
reflective practice. This journey of self-
reflection grew piece by piece and gained 
momentum over the ten year collaboration 
between the TR practice at SWCHSC and 
researchers at the University of Waterloo’s 
Department of Recreation and Leisure 
Studies.  We first came together in 1996 to 
consider what was then known as the 
assessment of patients prior to their first 
involvement in TR at SWCHSC. Consider-
ation of this first encounter between TR and 
resident evolved into an action research 
project which has been described in detail 
elsewhere (see Haasen, Hornibrook & Pedlar, 
1998; Hornibrook, Pedlar & Haasen, 2001). 
That research lead to a decision by the 
practitioners to no longer apply standardized 
assessment tools which were recognized as 
scientifically reliable and valid and which had 
been used for several years in the TR practice. 
The decision was accompanied by the 
emergence of a new, more authentic and 
natural process of dialogue between the 
residents and the practitioners when they first 
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met and began to explore the residents’ 
leisure needs and preferences in the context of 
the hospital setting. Dialogue between 
residents and practitioners lead to the devel-
opment of an understanding or a description, 
known as the personal leisure profile, 
constructed by the resident in collaboration 
with the practitioner, of the leisure and 
recreation that each person might wish to 
pursue. It contained the flexibility and fluidity 
to allow for the uncertainty and uniqueness of 
each individual situation. 

On-going action research at SWCHSC has 
engaged TR practitioners as co-researchers in 
the exploration of the meaning of Therapeutic 
Recreation in a group situation for people 
living on a cognitive support unit (see 
Sullivan, Pedlar, & Miller, 2002). Further 
research considered the experiences of older 
adults with Alzheimer Disease who spent a 
week at a lakeside vacation camp, where 
instead of living on locked units, they lived in 
cabins with no locks and easy access to the 
outdoors (see Wiersma, 2003). These action 
research processes demonstrated the way 
reflection-in-action and reflection-on-action 
happened among the TR practitioners. The 
research provided purposeful examinations of 
fundamental practice, and enabled the practi-
tioners to present their practice for public 
scrutiny by way of publishing in academic 
journals and in practitioner conference and 
workshop presentations. Equally important 
though, the action research provided the 
practitioners with an opportunity to really 
examine their own practice and to self-reflect 
and learn from the experiences, the dialogues, 
the exchanges with the people they served, as 
well as with other practitioners. And these 
reflections gave them a deep understanding of 
the meaning of their practice, both to 
themselves and to others. To further illustrate 
this point, we have invited one of the TR 
practitioners to recount for us the meaning of 
her everyday experiences as a self-reflective 
practitioner: 

True Presence 
 
Working everyday with residents that 
have some form of dementia, I feel I 
understand and practice in many 
different ways the meaning of true 
presence. When I walk on to the unit 
in the morning I have to walk through 
three sets of locked doors just to get to 
my office. How many people can say 
that is their everyday experience? 
When residents say to me, “I am living 
in a prison”, I do see the reality of 
that statement. These men and women 
are World War II veterans and have 
fought for the freedom of our country 
and now, what freedom do they have? 
Being truly present for me is to 
understand and respect their reality. I 
listen to their concerns with genuine 
interest. I do not pass judgment on the 
man who thinks he is the manager of 
this hotel and why can’t he attend his 
2 o’clock business meeting down-
town? I also do not pass judgment on 
the resident that still believes she is a 
nurse and cares for the other residents 
on the floor the way she would have 
many years ago. That is their reality, 
regardless of their dementia. I 
demonstrate empathy towards the 90-
year-old man who is looking for his 
mother and cannot find her. There is 
no need for reality orientation. 
Instead, I ask him to tell me what he 
loves best about his mother. I believe 
that we meet people where they are in 
life. The men and women with whom I 
share my day are deemed to be in a 
very confused state and their reality is 
different from mine. It is my 
responsibility to bear witness to their 
unfolding. I provide them with uncon-
ditional regard. It is not my place to 
judge them; it is my job to make 
whatever experience that is unfolding 
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better through my presence. I can do 
that by providing an ear to listen, by 
saying soothing words, or by just 
being truly present with the person in 
the moments of joy and sadness. Many 
people do not understand the passion I 
have for my job. They say, “Those 
guys don’t even remember your name 
or any of the activities you do with 
them. Why bother?” I bother because 
I have built connections deeper than 
remembering names or activities. The 
residents may not remember what we 
did together but they remember it was 
something good and they connect that 
feeling with my presence. To me there 
could be no greater gift to give or to 
receive. (Long, 2004) 

 
Guiding Tenets of Self-Reflective Practice 
 

In elaborating further on the sorts of 
distinctive characteristics that define self-
reflective practice, Schön provides us with 
several guiding tenets which we address 
below. Where appropriate, we draw on data 
collected during our ongoing collaborative 
research to illustrate how the practitioner 
may, with the best intent in the world, seek to 
apply technically rational approaches by using 
standardized measures in her practice that 
result in her losing sight of the person and 
focusing only on what the tool tells her to do. 
These data, when situated in the context of the 
guiding tenets of SRP, enable us to see some 
of the distinctions between technical ration-
ality and reflective practice. 
 
Tenet #1 – Recognize Limitations of Standard 
Models 
 

We need to recognize the limitations of 
so-called technical expertise and realize that 
labels such as “problem client or patient” do 
nothing more than “serve the practitioner’s 
interest in maintaining his [sic] confidence in 

his [sic] standard models and techniques” 
(Schön, 1983, p.43). In the early years of our 
collaborative research activity, we observed 
therapists who found themselves struggling to 
complete standard assessment tools with 
residents. Here is an excerpt from one obser-
vation of a standardized assessment: 
 

Therapist: Ok ... umm... do you see any 
barriers to your leisure involve-
ment? 

Bess: Do I see any what dear? 
Therapist: Barriers to your leisure 

involvement  
Bess: No, just that I haven't been 

involved. (Hornibrook, Pedlar,& 
Haasen, 2001, p.20) 

 
Despite the apparent limitations of the instru-
ment, the TR felt compelled to use her 
technical expertise as contained in the 
language of the profession and to adhere to 
the requirement that all questions be delivered 
as worded (e.g., barriers to leisure) and be 
answered in order to gain valid and reliable 
information about Bess’ leisure interests. 

 
Tenet #2 – Recognize the Social Construction 
of Naming and Framing of Problems 
 

We need to recognize that “even when a 
problem has been constructed, it may escape 
the categories of applied science because it 
presents itself as unique or unstable” (Schön, 
1983, p.41). In this next excerpt, Natalie, a 
TR, reflects on her understanding of a 
resident:  

 
Well, he just gets a little down 
sometimes, and when he does, you 
know, it’s hard to bring him up. You 
gotta give him his own space and his 
own time to do it on his own accord. 
You can’t force him, like he’s the kind 
of guy that if he’s down, you can’t 
walk in there all bright-eyed and 
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bushy-tailed and expect him to change 
face (Natalie snaps her fingers). He 
needs his time to kind of go through 
the motions. (Wiersma, 2003, p.100) 

 
In this instance, Natalie realized that the 
resident she was speaking of had a very clear 
view of what he wanted to do. It did not 
necessarily comply with the program that had 
been planned for that particular moment in the 
day. However, employing reflection-in-
action, the TR recognized that she needed to 
leave the resident to determine when and if he 
wanted to engage in a recreational activity. 

 
Tenet #3 – Recognize the Centrality of 
Reflective Conversation in Practice 
 

Recognize that reflective practice is 
“embedded in the context of meanings” 
(Schön, 1983, p. 295), and that we all have “a 
capacity to mean, know, and plan” (p.295). 
Our “actions may have different meanings” 
and we must seek to discover what these are 
for the people we work with. Recognize “an 
obligation to make [our] own understandings 
accessible” (p.295) which means reflecting on 
what it is we think we know and how we 
express that understanding). 
 

To illustrate this tenet, we contrast two 
exchanges. The first exchange took place in 
the context of conducting an assessment on 
resident, Roxy, with the TR using a standard-
ized leisure assessment tool: 
 

TR: [reading from the tool] “I like to 
create artistic designs in my free 
time” 

Roxy: I would if I were able 
TR: What do you feel would give you 

the ability to do that again? 
Roxy: [sounding discouraged] If the 

pain would lessen ... but I can’t 
see it doing that 

TR: Hmm. The next question is “I 
prefer cultural activities”. 

 
The following exchange took place between a 
TR and a resident, Lucy, during their first 
meeting, as the two reflected on Lucy’s life 
and jointly developed an understanding of her 
leisure needs and preferences. This free 
flowing conversation culminated in Lucy’s 
describing her personal leisure profile: 
 

Lucy: My dog, I loved so much. When 
I am young my father had lots of 
pets. 

TR: Wonderful. Did you grow up on a 
farm then, or a piece of land? 

Lucy: Near my house was a fruit farm 
TR: A fruit farm 
Lucy: There was always so much 

flowers, so much flowers 
TR: Oh nice, so is that where you 

picked up your gardening inter-
ests? 

Lucy: Yes, and there we also ... honey 
bees 

TR: Honey bees! Lucky you. 
Lucy: Good for flowers 
TR: Did you collect the honey after-

wards? 
Lucy: Yes, we brought it home. My 

father, my brother and I...we had 
such a good time, so many dogs, 
cats… 

TR: Oh, beautiful 
Lucy: We used to go to the beach, so 

many birds, singing birds every-
where. (Hornibrook, Pedlar, & 
Haasen, 2001, p.24) 

 
Tenet #4 – Recognize Error as a Source of 
Discovery 
 

“The recognition of error, with its 
resulting uncertainty, can become a source of 
discovery rather than an occasion for self-
defense” (Schön, 1983, p. 299). A TR who 
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had been part of the action research project 
reflected on what she discovered through the 
process of the research in which she had been 
a co-researcher: 
 

I have never really given much 
thought to exactly what I was saying. I 
am surprised, disappointed in myself 
and at the same time grateful for the 
insight I have gained. Wow … some of 
the things I said. (Hornibrook, Pedlar, 
& Haasen, 2001, p.22) 

 
Tenet #5 – Recognize and Celebrate 
Connection 
 

“Look for the sense of freedom and of real 
connection to the client [sic] as a consequence 
of no longer needing to maintain a profess-
sional façade” (Schön, 1983, p.300). During 
the course of reflecting on her experiences 
after a stay at summer camp with residents 
who otherwise lived on locked units at the 
hospital, a practitioner commented on the 
sense of freedom she found in the connection 
she had with the persons she supported in TR: 
 

There it was just fine to give a hug, 
whether it was cognitive support or 
physical support. It was very, it was 
appropriate. It was like in the moment. 
They were just so happy. It’s like when 
you’re going through something in 
your life and you’re just so happy, and 
you just have to hug somebody. You 
know what I mean? You just have to 
get a squeeze. So I think it was import-
ant for him. (Wiersma, 2003, p.143) 

 
Each of these examples suggests ways in 

which a practitioner may be more or less self-
reflective in their practice, employing reflect-
ion-in-action, and reflection-on-action. The 
best practices we have been able to observe 
over the course of these action research 
endeavours generally have little or nothing to 

do with technical rationality, but instead 
reflect the ability of the practitioner to 
embrace person-centred practice and incorp-
orate the artistic and the humanistic, moving 
with the person’s rhythms and honouring the 
person as the expert in their own lives (Parse, 
1998). 
 
In Conclusion… 
 

As we suggested at the start of this paper, 
we would like to conclude by asking you to 
join Bernice on her journey of self-reflection. 
Her narrative speaks about the various masks 
of professionalism that she donned to help her 
come to terms with what it was she was trying 
to accomplish, until she ultimately found 
congruence between a practice philosophy 
and her own value base. It was then that she 
was able to discard the masks and enjoy the 
freedom she found in authenticity and 
humanism in TR practice. Throughout her 
reflection, we include the tenets of self-
reflective practice which have helped inform 
her understanding of this journey and the 
celebration of her practice. 
 
 

A Personal Self-Reflection 
Removing the Layers of Masks 

 
Over twenty years ago when I first entered 

the TR profession I wore my “Happy” mask. 
My happy mask brought me to fun and 
interesting places. When I was with my 
“clients” I made them laugh, created a light 
hearted social atmosphere and hoped that at 
that moment they would be able to escape all 
of their worries. When they tried to share 
their concerns with me, I distracted them 
because their concerns made me feel uncom-
fortable. I wonder why I did that and why I 
was afraid to really get to know them. 

A few years later I switched jobs. I joined 
one of the most reputable TR departments in 
the province. We were leaders in TR! We 
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needed to be taken more seriously so many of 
us went to the U.S. for information and 
inspiration. That is when I put on my “Serious 
TR Professional” mask. I was a trained pro-
fessional, an expert ready to prove to the 
world that I was qualified to provide 
treatment. I was loaded with information; new 
standardized assessment tools, treatment 
protocols, interest inventories, leisure scopes, 
activity analysis, measurement tools. I 
remember feeling really important, clip board 
in hand as I walked to the “assessment room” 
ready to show Stephen what a serious 
profession TR was and how my treatment plan 
could better his life once he was discharged 
from his rehab program. Stephen was newly 
injured with a spinal cord injury; he was 
willing to listen; if this could help him, he was 
game. I formulated my treatment plan which 
of course included an education, treatment 
and a participation component. 

For the next few months Stephen attended 
my wheelchair sports program for 45 minutes, 
3 times per week until he was discharged. Not 
sure exactly how he felt about his experience 
but I do know that he attended for 45 minutes, 
3 times a week. I lost touch with Stephen after 
he was discharged but I moved on to my next 
clients nicely placing all of them into my 
wheelchair sports program for 45 minutes, 3 
times a week…in fact I did this for several 
years.  

I remember one day as I was entering our 
“assessment room” that something started to 
feel very wrong about my treatment plan.  
Something felt very wrong about the template 
of programs that I so neatly slotted everyone 
into. I met someone who did not want to 
participate in any of the programs that I 
offered. That was a shock to me. Now what do 
I do?  

Then shortly after that I remember leaving 
my clipboard with my standardized assess-
ments and tools at the nursing station. I 
decided to go outside for a coffee with Harry, 
one of the more recent admissions. I felt 

almost naked without my tools. Turns out that 
my coffee with Harry was to be one of the best 
dialogues that I had in five years. I found out 
more about Harry over the one cup of coffee 
than I did in the many hours I spent in the 
assessment room. 
 
Tenet #1 – Recognize the Limitations of 
Standard Models 
 

Several years later I switched jobs again. 
After my last two experiences I realized that I 
needed to dig deeper into the unique needs of 
the individuals that I was working with. But it 
was a confusing time for me because, after 
all, I knew all the TR tools, I was comfortable 
developing treatment plans, and I felt totally 
confident about the predictability of my care 
plans. But something was missing – things 
were lacking richness somehow. That is when 
I put on my “Confused” mask. 

The leaders of my new organization had 
some different ideas. They told us that a 
philosophy called patient focused care was 
going to be implemented which meant we no 
longer looked at the person as a diagnosis or 
a problem. The first thing that we would do is 
eliminate our PROBLEM LIST. Now this was 
going to be a problem! What would I do? 
How would I manage? After all I was used to 
reporting my care plan according to the 
person’s PROBLEMS!!! 

But as time went on I realized that this 
idea of looking at the client as a person with 
unique needs started to make a lot of sense to 
me. 
 
Tenet #2 – Recognize the Social Construction 
of Naming and Framing Problems 
 

As I started to work more within this 
patient focused care framework I started to 
feel very comfortable with these new ideas. I 
invited the persons I was working with to 
guide me as we changed our practice in 
accordance with a patient-focused approach 
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to care (Parse, 1998). That is when I put on 
my “Curious” mask. 
 
Tenet #3 – Recognize the Centrality of 
Reflective Conversation in Practice 
 

I was thirsty for more information. I was 
curious what this meant. I was interested in 
learning how we could translate more of this 
to our TR practice. When I spoke with the 
Residents I used some new strategies that 
created an atmosphere of reciprocity and 
meaning. I spoke less and I listened more. I 
actually felt that for the first time I knew the 
person I was with. I listened to their ideas, 
their hopes, their dreams and their 
disappointments. I had the Residents lead the 
way…direct their care and make their own 
decisions about their involvement in TR. 

Shortly after this our TR professional 
group realized their need for a mentor. 
Someone who could help us frame these new 
concepts, this new culture, this new way of 
practicing into a conceptual framework. That 
is when I put on my “Welcome” mask. We 
were willing to open ourselves up to 
evaluation, to the critical lens that could lead 
us in to new directions. We needed a deeper 
theoretical understanding, some academic 
guidance and some leadership. We found this 
in establishing a mentorship relationship with 
an academic advisor at the University of 
Waterloo. 
 
Tenet #4 – Recognize Error as a Source of 
Discovery 
 

We formed a research partnership that, 
over the years, would have several research 
teams look at our practice with this critical 
lens and make solid recommendations on how 
we move forward into new and exciting 
places. We have joined together in several 
research collaborations and a new way of 
practicing and we still have more work to do. 
 

Tenet #5 – Recognize and Celebrate 
Connection 
 

Today I am in my professional comfort 
zone. I love the way my practice fits with the 
culture of my organization. I appreciate how 
our research collaboration and how our 
mentor/mentee relationship has led us to 
advance our practice. I truly believe in the 
directions that we have taken and I know that 
we are making a difference in the lives of the 
Persons we are working with. I wear no mask 
as I feel a real connection between who I am 
and how I practice. And today I celebrate the 
freedom that this feeling gives to me. 
 
One Final Reflection 
 

Finally, it is probably important to be 
clear that the TR practitioners at SWCHSC 
work in a corporate environment where 
efficacy in TR has less to do with technical 
rationality and a lot to do with people’s 
testimonials about their experiences that are 
more readily accessible and true to RT. For 
instance, it is treated as relevant and 
important that residents report that they are 
happy, that they enjoy the opportunity to 
contribute to the well-being of others which is 
possible through recreational activity, that 
they feel as though they belong to a 
community within the unit on which they live, 
and that they have the opportunity to go to 
camp once a year and live beyond locked 
doors (Sullivan, Pedlar, & Miller, 2002; 
Wiersma, 2003). As well, these indicators 
have been captured and documented through 
action research that incorporates sound 
qualitative methods. The value of action 
research cannot be understated in furthering 
our understanding of the meaning and value 
of our work to the people we serve (Pedlar, 
1995). Indeed, practitioners are encouraged to 
seek out relationships that enable them to 
deepen their understanding of their practice 
and engage in such demonstrations of the 
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Parse, R. (1998). The human becoming school 
of thought: A perspective for nurses and 
other health professionals. Thousand 
Oaks, CA: Sage Publications. 

relevance and value of their practices to the 
people they serve (Haasen, Hornibrook & 
Pedlar, 1998). However, even in the absence 
of such relationships, the opportunity for self-
reflection exists for all of us. It is our hope 
that others will have the great privilege and 
joy of self-reflection and furthering their 
confidence in their practice, knowing it is the 
best it can be so that they may celebrate its 
authenticity and humanism. 

 
Pedlar, A. (1995). Action research and 

relevance in leisure. Leisure Sciences, 
17(2), 133-140. 

 
Schön, D.A. (1983). The reflective 

practitioner: How professionals think in 
action. New York: Basic Books. 
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Explaining the Mosaic Certification Framework 
to Ontario Therapeutic Recreation Professionals 

 
Rodney B. Dieser 

 
 

Abstract 
 

Certification is an important and relevant topic among therapeutic recreation specialists 
throughout Canada and in the province of Ontario. The primary purpose of this article is to 
communicate the Mosaic Certification Framework (MCF) to therapeutic recreation professionals 
who reside in Ontario. The MCF is based on three axioms (1) the political ideology of Canadian 
federalism, (2) a value of collaboration and unity within a paradigm of diversity, and (3) a strong 
multicultural commitment. Just as Canadian federalism is an expression of both diversity and 
unity, the MCF is an expression of both diversity and unity in the field of therapeutic recreation.  
 
 
 

Currently in Canada, there is an intense 
debate on whether the Canadian Therapeutic 
Recreation Association (CTRA) should: (a) 
adopt the Mosaic Certification Framework 
(MCF) (see Dieser 2004, 2005a, 2005b, 
2006), (b) align with the United States 
National Council for Therapeutic Recreation 
Certification (NCTRC) model of certification 
(see nctrc.org/standardsandpublications.htm), 
or (c) decide to hold off on developing a 
credentialing certification framework for the 
short term (Diane Bowtell, personal 
communication, October 14, 2005).1 At the 
core of the Canadian TR certification debate 
is the political ideology of Canadian 
federalism. Simply stated, Canadian federal-
ism embraces the concepts of multi-
culturalism and rejects the American melting 
pot oriented NCTRC certification model 
(Dieser, 2002; 2004, 2005a, 2006), which 
unknowingly assimilates people from 
different cultures and countries into White 
American individualistic values (Dieser, 
2005b, 2006). The purpose of this article is to 
simply communicate the MCF, along with 
outlining the TR certification debate in 
Canada, to therapeutic recreation profess-

sionals who reside in Ontario. However, 
before an accurate understanding of the MCF 
can be explained, it is important that a brief 
overview of Canadian federalism (political 
ideology of Canada) is articulated because it 
is at the very core of the contemporary thera-
peutic recreation certification debate in 
Canada.  
 
Canadian Federalism 
 

Canada is a bilingual country, which has 
strong cultural differences throughout its 
provinces and territories. For example, 
Québec has a large French culture, Alberta 
has a large English culture, and Nunavut has a 
large Inuit culture. Furthermore, within these 
broad provincial and territorial regions there 
are within and between group differences. For 
example, a small French speaking population 
(4%-6%) resides on Baffin Island in Nunavut. 
Likewise, among Canadian provinces Saskat-
chewan has a higher population of First 
Nation people than other provinces (Statistics 
Canada, 2004).  

Multiculturalism and regional differences 
(the political ideology of the mosaic) is at the 
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core of Canadian federalism. Canadian 
federalism is a political system in which the 
constitutional authority to make laws and 
public policy is divided between a national 
government and regional governments 
(Brooks, 2000). The result is that throughout 
Canada different provinces and territories 
have a paramount role as guardians of 
regional and cultural identities and differences 
(Vipond, 1991). Canadian federalism is an 
“expression of both diversity and unity” 
(Gagnon, 1995, p. 23). As such, Canadian 
provinces/territories have jurisdiction over 
health and human service, such as programs 
to help people with disabilities (Cameron & 
Valentine, 2001). In short, this means that 
different provinces/territories in Canada can 
have very different health and human service 

legislation, public policies, and human service 
programs (unlike, for example, the Americans 
with Disabilities Act in the United States 
where the federal government overrides the 
states on a variety of issues). For example, 
Table 1, created from the 2002-2003 Canada 
Health Act Annual Report and the 2001 
Canadian Statistics (Statistic Canada, 2004), 
highlights how Alberta and Nunavut have 
very different health and wellness concerns, 
programs, population groups, and community 
characteristics. Hence, Canadian federalism, 
which allows diversity in different 
provincial/territorial health and human service 
programs, is opposed to American federalism, 
which is based upon homogeneity, 
standardized, and melting pot cultural 
practices (Laselva, 1996). 

 
 

Table 1 
Different Health and Wellness Concerns and Programs in Alberta and Nunavut 

[adapted from: Health Canada (2004) and Statistics Canada (2004)] 
 

Alberta Nunavut 

1. New Health and Wellness vision including 
the Health Professional Act (law for 
regulating health care professions) 

1. Incorporation of traditional Inuit values, 
known as Inuit Oaujimajatuqangit, into 
program policy and service delivery 

2. Provincial Nominee Program expedites the 
immigration process of foreign 
professionals gaining permanent resident 
status 

2. Upgrading and expansion of telehealth 
site, which offers a broad range of services 
including health promotion and prevention 
activities 

3. Tobacco reduction strategy including a 
youth prevention program 

3. Three territorial regions situated across 
three time zones: Baffin, Kivalliq, and 
Kitikmeot 

4. Large White English speaking population. 4. Eighty-five per cent of residents are Inuit 
and a small French speaking population (4-
6%) resides on Baffin Island 

5. Aboriginal people make approximately 5% 
of the population 

5. Aboriginal people make up approximately 
85% of the population 

6. Median age is 35 years 6. Median age is 22 years 
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Although a multicultural fabric was 
implicit in the British North American Act of 
1867, which established the Dominion of 
Canada (McRoberts, 1995), Canada develop-
ed an explicit multicultural identity in the late 
1960s as a result of government policy 
(Smith, 1995, see also Supply and Services 
Canada, 1969, 1987a, 1987b). The crowning 
act of Canadian multicultural state policy 
occurred on July 21, 1988 when multi-
culturalism was formally achieved by the 
enactment of an Act for the Preservation and 
Enhancement of Multiculturalism in Canada 
(Christensen, 1995; Supply and Services 
Canada, 1988). In summarizing the Multi-
cultural Act, Christensen (1995) reported: 
“Briefly stated, the [multicultural] policy 
enacted promises to recognize and promote 
the understanding that multiculturalism 
reflects the cultural and racial diversity of 
Canadian society, and that this diversity is a 
fundamental characteristic of Canadian heri-
tage and identity” (p. 193). Moreover, the 
multicultural act has direct relevance to health 
and human service delivery (Herberg & 
Herberg, 1995), including therapeutic recre-
ation (Dieser, 2000). Henry and Tator (1999) 
underscored that the Multicultural Act is 
highly symbolic of Canadian identity and 
“…relies on the concept of tolerance, 
harmony, and unity within a paradigm of 
diversity” (p. 96). Furthermore, the Canadian 
Charter of Rights and Freedoms (Canada’s 
Constitution Act of 1982) has specific 
sections that deal with multiculturalism. 
 
Canadian Federalism and the Development 
of Therapeutic Recreation Certification in 
Canada 
 

Both knowingly and unknowingly, the 
political ideology of Canadian federalism has 
been at the root of professional therapeutic 
recreation development in Canada. Until very 
recently, there as been no national TR 
professional organization in Canada, such as 

the National Therapeutic Recreation Society 
or the American Therapeutic Recreation 
Association in the United States. Instead, 
provincial and territorial TR organizations 
(e.g., British Columbia Therapeutic Recre-
ation Association, Newfoundland and 
Labradour Therapeutic Recreation Associ-
ation) have had professional leadership roles 
in their respective provinces and territories. 
For example, Therapeutic Recreation Ontario 
has developed its own provincial strategic 
plan, which is very different than other 
provinces/territories due to the unique 
professional needs of Ontario (see 
www.trontario.org). Likewise, in 2000 the 
Alberta Therapeutic Recreation Association 
developed important professional develop-
ment plans and tasks (e.g., Standards of 
Practice, Heightening Our Profession Com-
mittee for possible application to the new 
Alberta Health Professions Act) so that it can 
position itself for application to the recent 
Health Professions Act in Alberta. 

As Reddick (2000) noted, in 1993 during 
the third International Therapeutic Recreation 
Symposium (held in Ontario), a conference 
session by Velde and Murphy (1994) 
regarding the future of therapeutic recreation 
highlighted the need for a national assoc-
iation. The conversation that developed from 
the Velde and Murphy (1994) presentation 
eventually led to the development of a 
National Coordinating Committee (NCC) 
consisting of therapeutic recreation represent-
atives from across Canada (Reddick, 2000). 
Approximately three years later, in August of 
1996, the Canadian Therapeutic Recreation 
Association (CTRA) was born. Today, the 
CTRA has an explicit mission statement on 
the development and implementation of a 
strategic plan, which will lead to national 
certification of TR practitioners (see the 
second mission statement of the CTRA at 
www.Canadian-tr.org). 

In regard to developing national cert-
ification in Canada, the issue of Canadian 
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federalism has surfaced with some provincial 
TR professional organizations concerned that 
a national certification process would be 
problematic in two ways. First, it would 
weaken the protective role of TR provin-
cial/territorial professional organizations to 
cultural and provincial differences. For 
example, due to language and cultural issues 
the Therapeutic Recreation Association of 
Quebec-L'association de loisir thérapeutique 
du Québec has different needs and issues than 
the therapeutic recreation branch of the 
Saskatchewan Association of Recreation 
Professionals. Second, it would not be 
relevant to the very different health and 
human service legislation and social programs 
that different provincial/territorial govern-
ments have developed in their provin-
cial/territorial regions. For example, the 
Alberta Therapeutic Recreation Association’s 
possible application to the Health Protection 
Act in Alberta demands different therapeutic 
recreation professional actions (see Crawford 
& Skimming, 2006) than are needed in other 
provincial/territorial TR professional organiz-
ations, such as some of the younger TR 
professional organizations that are developing 
in the three territories of Canada. 
 
The Mosaic Certification Framework (MCF) 
 

The MCF was first presented by Dieser 
(2002) during his 2002 keynote address at the 
CTRA annual conference held in Calgary. 
Based on his address, Dieser (2005a, 2004) 
published two articles in the CTRA 
newsletter, which outlined the MCF and 
underscored how its three axioms are built on 
the political ideology of Canadian federalism. 
Drawing on these two articles, along with a 
recent publication outlining the MCF to an 
American audience (Dieser, 2006), this paper 
will outline the MCF to therapeutic recreation 
professionals residing in Ontario. 

According to Dieser (2004, 2005a, 2005b, 
2006), the MCF is based on three important 

axioms. The first axiom is to follow the 
political ideology of Canadian federalism, 
which would develop a national TR 
credentialing and certification framework 
where the CTRA would work in partnership 
with the ten different TR provincial 
organizations and the three TR territorial 
professional organizations. This would 
support Canadian federalism because it would 
allow provincial/territorial TR professional 
organizations to protect regional and cultural 
differences that exist in different regions, 
along with autonomy to work within 
provincial/territorial health legislation. Table 
2, adapted from Dieser (2005a), underscores 
the relationship between Canadian Federalism 
and the MCF. 

The second axiom of the MCF is to follow 
collaboration and unity within a paradigm of 
diversity among the CTRA, provincial/ 
territorial TR organizations, and universities/ 
colleges. Unity can occur by having the 
CTRA identify the entry-level core compe-
tencies through genuine dialogue with 
university/college administrators and provin-
cial/territorial TR organizations. For example, 
CTRA could mandate four standardized 
courses oriented toward the development of 
the following core professsional comp-
etencies: (a) foundational aspects of TR (e.g., 
history, concepts, theories, TR practice 
models, and professional organizations), (b) 
TR program design (e.g., assessment, 
planning, implementation, evaluation), (c) TR 
intervention and facilitation techniques (e.g., 
animal-assisted therapy, bibliotherapy, com-
munity integration), and (d) leisure theory 
(e.g., Neulinger’s leisure paradigm, post-
modern leisure, flow, serious leisure), since 
leisure is what makes therapeutic recreation 
distinct from other helping professions, such 
as occupational therapy or social work 
(Sylvester, Ellis & Voelkl, 2001).  
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Table 2 

Relationship between Canadian Federalism and the Mosaic Certification Framework 
[adapted from: Dieser (2005a)] 

 
Canadian Federalism Policies of the CTRA 

1. Divides public policy between a national 
government and regional governments 

1. Divides TR policy (e.g., education) 
between a national organization (CTRA) 
and regional organizations 
(provincial/territorial TR organizations), 
and universities/colleges 

2. Recognizes the paramount role of 
provincial/territorial governments as 
guardians of regional identities and 
differences 

2. Recognizes the paramount role of 
provincial/territorial TR organizations as 
guardians of regional identities and 
differences 

3. Establishes practical and flexible 
institutional arrangements and 
relationships that allow for 
intercommunity cooperation 

3. Establishes practical and flexible TR 
institutional and provincial/territorial 
arrangements and relationships that allow 
for intercommunity cooperation 

4. Celebrates cross-cultural diversity  4. Celebrates cross-cultural diversity in 
curriculum and in educational structure in 
different regions of Canada 

 
 

The third axiom of the MCF is a strong 
multicultural commitment. Provincial and 
territorial TR organizations and universities/ 
colleges can work in collaboration to develop 
a list of specialty multicultural courses and 
fieldwork experiences that are relevant to 
their regions. Table 3, adapted from Dieser 
(2006), underscores the similarities and 
differences of the MCF and the NCTRC. The 
result is that beyond the four standardized 
classes, students who graduate from one 
university in Canada would actually have 
different competencies and skills than 
students who graduate from a different 
university. For example, the University of 
Regina could require that all TR students take 
course work and a fieldwork experience to 
understand First Nation culture, whereas the 
University of Waterloo could require students 

to take multiple course work in assessment 
and evaluative procedures. The MCF, just like 
Canadian federalism, relies on the concept of 
tolerance, harmony, and unity within a 
paradigm of diversity. 
 
Conclusion 
 

Canada is a country that embraces 
multiculturalism and Canadian federalism is 
an expression of both diversity and unity 
(Gagnon, 1995). Similarly, the MCF is an 
expression of both diversity and unity. In 
regard to unity, four courses in leisure theory, 
foundational aspects of therapeutic recreation, 
therapeutic recreation program design, and 
therapeutic recreation intervention and facil-
itation techniques could be taught in a 
standardized way across Canadian colleges 
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and universities. As such, therapeutic 
recreation practice and competencies can be 
consistent across Canada. In regard to diver-
sity, different universities and colleges, 
working with therapeutic recreation provin-
cial/territorial professional organizations, can 

mandate diverse courses and internship 
experiences. As such, therapeutic recreation 
practice and competencies can be diverse 
across Canada and flexible to meet the 
different cultural needs of people in different 
regions of Canada.  

 
 

Table 3 
Similarities and Differences between the NCTRC® and the MCF Credentialing Process 

[adapted from: Dieser (2006)] 
 

NCTRC® Academic Path Requirements MCF Academic Path Requirements 

1. A baccalaureate degree or higher from an 
accredited college or university with a major in 
therapeutic recreation or a major in recreation 
or leisure with an option in therapeutic 
recreation 

1. CTRA would develop a national credentialing 
structure in which: (1) a therapeutic recreation 
technician holds a one or two-year diploma 
from a college, (2) a therapeutic recreation 
specialist holds a bachelors degree from a uni-
versity, and (3) a recreational therapist holds a 
master’s or doctorate degree from a university. 
The diploma/degrees must be from a college or 
university with a major in recreation, leisure, 
or therapeutic recreation studies. 

2. A minimum of 18 semester or 27 quarter hours 
of therapeutic recreation and general recreation 
content coursework with no less than a min-
imum of 9 semester or 12 quarter hours in 
therapeutic recreation content. 

2. For national consistency, CTRA maintains that 
credentialing (TR technician, TR specialist, 
recreational therapist) must have entry-level 
competencies in: 

 
a. Leisure theory (e.g., serious leisure, 

flow, classic leisure, postmodern 
leisure, Neulinger’s leisure paradigm) 

 
b. Foundational aspects of therapeutic 

recreation (e.g., history, concepts, 
theories, TR practice models, and 
professional organizations) 

 
c. Therapeutic recreation program 

design (e.g., assessment, planning, 
implement-ation, evaluation) 

 
d. Therapeutic recreation intervention 

and facilitation techniques (e.g., 
animal-assisted therapy, biblio-
therapy, community integration) 
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3. Supportive courses to include a total of 18 

semester hours or 27 quarter hours of support 
coursework with a minimum of: (i) 3 semester 
hours or 3 quarter hours coursework in the 
content area of anatomy and physiology; (ii) 3 
semester hours or 3 quarter hours coursework 
in the content area of abnormal psychology; 
and (iii) 3 semester hours or 3 quarter hours 
coursework in the content area of human 
growth and development across the lifespan. 
The remaining semester hours or quarter hours 
of coursework must be fulfilled in the content 
area of ‘human services’ as defined by 
NCTRC® (e.g., adapted physical education, 
psychology, etc.).  

4. Specialty Courses and Field Placement 
developed by University and College 
Departments in partnership with Provincial/ 
Territorial Therapeutic Recreation Professional 
Organizations. The specialty courses and field 
placement will be tailored to each different 
province/territory and university/college. 

Examples: Critical thinking, community develop-
ment, clinical TR practice, community TR 
practice, women in politics, leisure education, 
medical terminology, leadership, qualitative 
evaluation, marketing and promotion, tourism, 
disabling conditions, recreation programming, 
issues and trends in health care, ethics in 
human services, counseling psychology, health 
promotion, human anatomy, park design, film 
studies, adapted physical education, outdoor 
education, computer technology, research and 
evaluation, abnormal psychology, sociology of 
mental disorders, history of human services, 
environmental philosophy, family ecology, 
statistics, theories of sex and gender, manage-
ment and administration, disaster relief, crime 
and public policy, sign language. 

4. A minimum 480-hour, 12 consecutive week 
field placement experience in therapeutic 
recreation services that uses the therapeutic 
recreation process as defined by the current 
NCTRC® Job Analysis Study under the 
supervision of an on-site field placement 
supervisor who is NCTRC® CTRS certified. 

4. Specialty Course and Field Placement focused 
on multiculturalism. The specialty courses and 
field placement will be specific to each prov-
ince/territory and university/college. 

Examples: Cross-cultural therapeutic recreation, 
cross-cultural counseling, cross-cultural com-
munication, cross-cultural perspectives on 
mental health, critical pedagogy in Indigenous 
Education, First Nation perspectives on nature, 
field work placement into a diverse culture, 
Indigenous feminism, cross-cultural policy 
reform, French language, classic Chinese 
poetry, Korean art, Spanish language, Japanese 
music, history of Ukrainian-Canadians, Hung-
arian dance, foods from East Asia, internat-
ional relations, history of Canadian multicult-
ural policy, Francophone culture, ritual and 
symbolism, cultural museum studies, cross-
cultural conflict resolution, cross-cultural 
substance dependency, gender in cross-cultural 
perspective, cross-cultural gerontology, social 
inequality, world religions, cultural perspec-
tive of death and dying, cross-cultural leisure 
theory. 
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Endnotes 
 
1. Diane Bowtell is the current President of 

the CTRA. 
 
2. Most of the provincial TR professional 

organizations developed in the middle of 
the 1980s or early 1990s. The territorial 
TR professional organizations are still 
developing in Canada. 

 
3. In May of 1999 the Alberta Legislative 

Assembly passed the Health Profession 
Act to regulate self-governing health pro-
fessions (see health.gov.ab.ca/resources/ 
publications/pdf/about_HPA.pdf). 

 
4. Reddick’s article is also located at 

www.Canadian-tr.org/htlm/history/htm.  
 
5. See page 45 of Edginton, DeGraaf, Dieser 

and Edginton (2006) for an outstanding 
overview and typology of leisure theories.  

 
References 
 
Brooks, S. (2000). Canadian democracy: An 

introduction (3rd ed.). Don Mills, ON: 
Oxford University Press 

Cameron, D., & Valentine, F. (2001). 
Disability and federalism: Comparing 
different approaches to full participation. 
Montreal, PQ and Kingston, ON: McGill-
Queen’s University Press.  

Christensen, C.P. (1995). Immigrant 
minorities in Canada. In J.C. Turner & 
F.J. Turner (Eds.), Canadian social 
welfare (pp. 179-112). Scarborough, ON: 
Allyn and Bacon Canada. 

Crawford, J., & Skimming, G. (2006, Winter). 
Issues session review: Professional and 
legislative issues committee unveiled. 
ATRAbute, 84, 11. [Newsletter of the 
Alberta Therapeutic Recreation Assoc-
iation]. 

Dieser, R.B. (2000, Summer). 
Professionalization and certification: The 
need for critical thinking and discussion. 
Tribune, 1, 6-7. [Newsletter of the Cana-
dian Therapeutic Recreation Association]. 

Dieser, R.B. (2002, May). Accreditation, 
certification, registration – What should 
we do? Outlining a Canadian vision for 
therapeutic recreation professionalism. 
Keynote address at the Canadian Thera-
peutic Recreation Association Annual 
Conference, Calgary, Alberta, Canada. 

Dieser, R.B. (2004, Fall). Outlining a 
Canadian framework for therapeutic 
recreation professionalism: A mosaic 
certification framework Part I. Tribune, 5, 
6-7. [Newsletter of the Canadian 
Therapeutic Recreation Association]. 

Dieser, R.B. (2005a, Winter). Outlining a 
Canadian framework for therapeutic 
recreation professionalism: A Mosaic 
Certification Framework Part II (Planting 
seeds). Tribune, 6, 7-9. [Newsletter of the 
Canadian Therapeutic Recreation Assoc-
iation].  

Dieser, R.B. (2005b). A genealogy of the 
United States therapeutic recreation 
certification framework. Leisure Studies, 
24(1), 61-79.  

Dieser, R.B. (2006). Explaining the mosaic 
certification framework to an American 
audience. Annual in Therapeutic Recr-
eation, 14, 42-58. 

Edginton, C.R., DeGraaf, D.G., Dieser, R.B. 
& Edginton, S. (2006). Leisure and life 
satisfaction: Foundational perspectives 
(4th Ed.). Boston, MA: WCB McGraw-
Hill. 

Gagnon, A.G. (1995). The political uses of 
federlism. In F. Rocher & M. Smith 
(Eds.), New trends in Canadian 
federalism (pp. 23-44). Toronto, ON: 
Broadview Press.  

Health Canada. (2004). Canada Health Act 
Annual Report for 2002-2003. Retrieved 

 51



Dieser 
 

from http://www.hc-sc.gc.ca/medicare/ 
annualreports.htm  

Herberg, D.C., & Herberg, E.N. (1995). 
Canada’s ethno-racial diversity: Policies 
and programs for Canadian social welfare. 
In J.C. Turner & F.J. Turner (Eds.), 
Canadian social welfare (pp. 165-178). 
Scarborough, ON: Allyn and Bacon 
Canada. 

Henry, F., & Tator, C. (1999). State policy 
and practices as racialized discourse: 
Multiculturalism, the charter, and 
employment equity. In P.S. Li (Ed.), Race 
and ethnic relations in Canada (2nd ed.) 
(pp. 88-115). Don Mills, ON: Oxford 
University Press.  

Laselva, S.V. (1996). The moral foundations 
of Canadian federalism: Paradoxes, 
achievements, and tragedies of 
nationhood. Kingston, ON: McGill-
Queen’s Univer-sity Press.  

McRoberts, K. (1995). Living with dualism 
and multiculturalism. In F. Rocher & M. 
Smith (Eds.), New trends in Canadian 
federalism (pp. 109-132). Toronto, ON: 
Broadview Press.  

Reddick, P. J. (2000, Spring). History of the 
Canadian Therapeutic Recreation Assoc-
iation. Tribune, 1, 1-2. [Newsletter of the 
Canadian Therapeutic Recreation Assoc-
iation].  

Smith, M. (1995). Retrenching the sacred 
trust: Medicare and Canadian federalism. 
In F. Rocher & M. Smith (Eds.), New 

trends in Canadian federalism (pp. 319-
337). Toronto, ON: Broadview Press.  

Statistics Canada. (2004). 2001 Census. 
Retrieved from http://statcan.ca.  

Supply and Services Canada. (1969). Report 
of the Royal Commission on Bilingualism 
and Biculturalism. Ottawa: Author. 

Supply and Services Canada. (1987a). Multi-
culturalism: Building the Canadian 
mosaic. Ottawa: Author. 

Supply and Services Canada. (1987b). Multi-
culturalism: Being Canadian. Ottawa: 
Author. 

Supply and Services Canada. (1988). An Act 
for the preservation and enhancement of 
multiculturalism in Canada. Ottawa, 
House of Commons: Author. 

Sylvester, C., Ellis, G.D., & Voelkl, J. (2001). 
Therapeutic recreation programming: 
Theory and practice. State College, PA: 
Venture 

Velde, B. P., & Murphy, D. (1994). The 
therapeutic recreation (TR) profession in 
Canada. Where are we now and where are 
we going. In G.L. Hitzhusen, L. Thomas, 
& N. Frank (Eds.), Global therapeutic 
recreation III: 3rd international sympo-
sium on therapeutic recreation (pp. 108). 
Columbia, MO: University of Missouri-
Columbia  

Vipond, R. (1991). Liberty and community: 
Canadian federalism and the future of the 
constitution. Albany, NY: State Univ-
ersity of New York Press.  

 
 

About the Author 
 

Rodney Dieser, Ph.D., is a Canadian citizen who is a faculty member in the School of Health, 
Physical Education, and Leisure Services at the University of Northern Iowa. He spends most 
summers in his hometown of Lethbridge, Alberta working as a volunteer or consultant for the 
Alberta Therapeutic Recreation Association.  He can be reached at <rodney.dieser@uni.edu>. 

 52



 

TRO Research Annual 2007 – Volume 5 
 

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 Ed.) 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 5: 
November 30th, 2006 
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CALL FOR PROFESSIONAL PRACTICE PAPERS 
 

The purpose of the Professional Practice papers is to invite practitioners, students, or researchers to write 
about current issues, experiences, examples of exemplary or innovative programs, or perspectives 
affecting TR service delivery that would be of interest to TR practitioners. Manuscripts are accepted 
based on the judgment of the editor 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.   
 
Papers exploring specific issues should contain: A rationale for the paper which includes a clear purpose 
of the paper and a review of literature relevant to the issue of interest; and a section on the implications 
for TR practice which provides professional practice examples related to the issue where appropriate and 
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 Ed.) 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 5: 
November 30th, 2006 

 


