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Foreword 
 

We are pleased to present the thirteenth volume of the Therapeutic Recreation: 

Practice and Research (TRPR) Journal of TRO. This resource is an opportunity for both 

practitioners and researchers to share practical experiences in addition to disseminating 

traditional research papers. Across the country, TR researchers, educators, and practitioners in 

Canada continue to work together to critically reflect on practices and engage in research to 

transform the field of TR. Alongside these shifts, TRO continues to work to make research 

available to practitioners, students, and people with whom we work. We hope to be able to 

reach practitioners across Canada and encourage all involved in TR to engage with research in 

our field.  

Since 2003, the journal has involved collaboration between TRO and the department of 

Recreation and Leisure Studies department at the University of Waterloo (uWaterloo). 

Founding editors consisted of Adrienne Gilbert, Sherry Dupuis, and Susan Arai. Previous 

volumes have also been led by doctoral students at uWaterloo including Shannon 

Hebblethwaite (now a faculty member at Concordia University in Montreal, Quebec) and 

Colleen Whyte (now a faculty member at Brock University in Ontario). In 2013, Kimberly 

Lopez and Carrie Briscoe, two doctoral students in Recreation and Leisure Studies at the 

University of Waterloo, took the lead as the Co-Editors-in-Chief. In 2014 Kimberly and Carrie 

engaged in a name changing process to truly represent the journals purpose - to discuss 

therapeutic recreation practice and research happening in the TR profession in Ontario. They 

also collaborated with graphic designers to found our beautiful cover art. Kimberly Lopez has 

since become our Advisor of Journal Development. Faculty member Leeann Ferries has been 

a part of the TRPR team since 2013, formerly supporting the TRPR Journal as Associate 

Editor, then shifting to assume the guiding role of Advisor of TR Relations and Education. In 

2015 Kimberly Lyons and Shannon Knutson joined the team as Associate Editors. In 2016 

TRPR also welcomed Julian Macnaughton to the Editorial lineup.  Kimberly Lyons has 

represented the journal as its Editor since 2017. Both Shannon and Julian continue to serve as 

excellent Associate Editors and were joined this year by Ashley Flanigan, Alexine Serota, and 

Jaylyn Leighton.  

The development and creation of our vision, mission, and objectives began in 2015. 

These statements evolved through several iterations with input from various committees—the 

TRO board, the TRPR steering committee, and the TRPR editorial team—before landing on 

the wording you see on page viii. The vision, mission, and objectives reflect the need to 

capture current collaborations and innovations in TR, while addressing the diverse aims 

individuals in TR have for a resource that discusses TR practice and research across Canada.  

In working to expand the reach and scope of the TRPR Journal, this issue embodies 

perspectives from academics, students, and practitioners. The first paper by Maxwell and 

Roberts describes the Dalhousie Place KATCH Program supporting children of families 

experiencing divorce or separation. Smith discusses the benefits and risks of therapeutic 

humour in a geriatric setting. Higginbotham examines the different aspects associated with 

credentialing in TR in Ontario. The fourth paper in this volume, a practice paper by DuTemple 

and LeDrew, highlights Writing the Blues, a collaborative music workshop for participants 
recovering from mental illness and addiction. Pomper explores aerial arts as an effective 

therapeutic program for veterans and active service members experiencing PTSD. Frail, 

Quattrini, Thompson, Berzaitis-Smith, and Oretan target key decision makers in their 

advocacy for therapeutic recreation for persons with mental illness. A research paper by Guzik 
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examines the benefits, adapability, and versatility of augmented and virtual reality technology 

across a variety of ages and populations. The final contribution to this volume, a literature 

review by Duffy, focuses on analyzing the use of animal-assisted therapy and, more 

specifically, equine-assisted learning within health and mental health care settings. 

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 evaluate what it is that we do 

as TR practitioners and researchers. Through manuscripts included in this volume authors 

continue to encourage us to find ways to bridge practice and research, by reflecting critically 

on our practice and the ways we evaluate the impact of TR programs, services, learning, 

perspectives and research approaches. As the editorial team, we have the great pleasure and 

privilege of being a part of the growth and development of TRPR Journal.  

After reading this issue, it is our hope that you take new concepts away, reflect on their 

importance, and perhaps even take a different lens to your own practice. We are confident that 

you will benefit from reading this volume and will consider sharing examples of your research 

or exemplary programs in the next volume of the TRPR Journal. 

 

Sincerely, 

Kimberly Lyons                                           Shannon Knutson    

Editor                                                                              Julian Macnaughton 

                                                                            Ashley Flanigan 

                                                                            Alexine Serota 

                                                                            Jaylyn Leighton             

                                                                             Associate Editors      

          
 

 

 



 viii 

TRPR Journal Vision, Mission, and Objectives 

Vision 

The TRPR Journal will be the premiere therapeutic recreation (TR) journal in Canada aimed at 

inspiring innovations in knowledge, thought, and social justice. 

Mission  

The TRPR Journal is a resource that builds capacity, knowledge, and collaboration to inform 

practice, research, education, and advocacy in TR. The TRPR Journal actively promotes, supports, 

and encourages diverse theoretical frameworks, methodologies, and practices.   

Objectives  

In TR practice, research, and education, the TRPR Journal will: 
 

 publish high quality, innovative papers for sharing TR knowledge; 

 bridge diverse interests and perspectives across all stakeholders1 of TR; 

 inspire and embrace creative ways to critically reflect on, advance, and disseminate a 

multiplicity of TR perspectives; and 

 stimulate continuous development of TR research to comply with TRO’s Research 

Standard of Practice. 
 

In partnership, the TRPR Journal Editorial Team, the TRPR Steering Committee, and Therapeutic 

Recreation Ontario strive to: 
 

 encourage and support TR knowledge development, synthesis, translation, and 

dissemination; 

 make this TR knowledge accessible to all stakeholders; and 

 advocate and facilitate knowledge sharing and connection building among stakeholders in 

research, practice, and education within TR and beyond.  

 

Contact Us 

Department of Recreation & Leisure Studies | 200 University Avenue West | Waterloo, ON N2L 3G1 

Email: TROjournal@uwaterloo.ca | facebook.com/TRPRJournalTRO | Twitter: @TRPRJournalTRO 

About the Cover Art 

For Volume 9 (2013), the TRPR Journal developed the graphic theme, Trillium+Connecting 

Together, in collaboration with graphic designers, Guia Gali and Robert Tu. Subsequent volumes, 

including Volume 13, also feature this graphic theme, described by our designers in more detail 

below.  

The TRPR Journal Cover design draws on the bouncing ball theme (inspired by TRO) 

incorporating the old TRO logo with the new colours and design. Two individuals on the back 

cover are connected together with their hands overhead to accentuate their trillium petal-shaped 

bodies. Aiming to represent connection (one figure is incomplete without the other) and social 

engagement and collaboration within TR in Ontario. The wordmark is comprised of a mandala 

that wraps around TRPR lettering. This wordmark is composed of people holding hands, forming 

a trillium. Once again, the word mark alludes to the previous TRO logo, the trillium flower, with 

an added illustrative touch. The mandala reflects each person's search for completeness. The 

                                                        
1 Stakeholders of TR being practitioners, researchers, educators, and partners in TR care 
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people are connecting through practice and research in order to make the "circle" complete.  

 
About the Editorial Team 

 
Editor 
 

Kimberly J. Lyons is a Therapeutic Recreation partner in care and has 

twelve years of co-operative, volunteer, professional, and research-

based work experience engaging with people of all ages and abilities in 

a multitude of environments including long term care, respite, palliative, 

outdoor and community based settings. Her interests include spiritual 

well-being and nature as a therapeutic partner. She currently works in 

communications as an advocate for people experiencing poverty and 

homelessness. As a promoter of therapeutic recreation and practice 

based research, Kimberly is invested in moving the profession from the 

medical model of healthcare into a more holistic, community based 

paradigm that addresses fundamental existential concerns such as 

purpose, meaning, sex, spirituality, pain, and death.  
 

 

Advisor of Journal Development 

Kimberly Lopez critically examines social structures that reinforce 

difference and marginalisation. As a community-engaged qualitative 

scholar, Kim values working collaboratively and creatively to know 

more about: leisure and self-care in caring work, invisibility in caring 

labour, aging well in long-term care homes, leisure in and through 

helping professions, and digital leisure technologies.  With a 

background in facilitating inclusive leisure and recreation experiences 

and as an assistant professor in the department of recreation and 

leisure studies at the University of Waterloo. Kim is committed to 

social change through transformational inquiry, inclusive 

organisation, advocacy, and activism. Guided by intersectionality, 

critical race and feminist theories, Kim's current research with women 

of colour uses narrative methods (body maps and digital stories) to 

discuss the ways racialising, gendering, and classing occurs through 

caring labour and the impacts of these social processes. Kim co-edited 

volumes 9 through 11 of TRPR and is an active member of her TR community.  
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Advisor of Journal Relations and Education 

Leeann Ferries is part of the Therapeutic Recreation faculty in the 

Department of Recreation and Leisure Studies at the University of 

Waterloo, and is also the Associate Dean of Undergraduate Studies in 

the Faculty of Applied Health Sciences. After 10 years of practice, 

Leeann returned to the University to begin teaching in the Department 

of Recreation and Leisure Studies integrating her experience and 

passion for therapeutic recreation.  Leeann has been a member of 

Therapeutic Recreation Ontario's Risk of Harm Committee and is 

currently a member of the Therapeutic Recreation Provincial 

Educators Steering Committee. She is an advocate of therapeutic 

recreation and is invested in advancing the profession. In addition, 

Leeann is a Certified Therapeutic Recreation Specialist, a Registered 

Professional with TRO, and a Professional Member (CTRS) with the Canadian Therapeutic 

Recreation Association. 

 

 

Associate Editors 
 

Shannon Knutson has several years of experience in research, 

education, and clinical care. Her Masters research focused on 

understanding more about adult family members who have 

loved ones living in long-term care. She has also completed 

research on adventure therapy as a treatment modality in 

mental health. Following this, Shannon was a lecturer in the 

Department of Recreation and Leisure Studies at the University 

of Waterloo full-time and she maintains her connection with 

UW as a sessional instructor. After working for many years in therapeutic recreation in both 

community and hospital settings, she has returned to school to pursue a Masters of Science in 

occupational therapy and graduates in August 2018. With a passion for ongoing learning and 

helping others, Shannon's main clinical interest involves supporting individuals with mental 

health challenges to engage in meaningful activities through an eclectic approach 

encompassing therapeutic recreation, occupational therapy, and mindfulness-based 

interventions. Shannon is also a trained yoga instructor who is passionate and driven to share 

the benefits and gifts yoga has given her in an accessible way to both clinical and non-clinical 

populations.     

 

Julian Macnaughton is a doctoral student in Recreation & 

Leisure Studies at the University of Waterloo, with interests in 

community-based action research, social inclusion, and social 

capital. His diverse range of experiences include a variety of roles 

in non-profit, including as program facilitator for new immigrant 

and refugee youth in a recreation-based settlement program in 

Vancouver, British Columbia, as a volunteer for Street Soccer 

Victoria building social inclusion for street-entrenched and 

marginalized populations, and as a community support worker 
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Alexine Serota is a Master’s student in the department of Recreation and 

Leisure Studies at the University of Waterloo. Her research seeks to 
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diverse population of residents living in long-term care residences, and is 
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known as Behavioural Supports Ontario) at The Village of University 
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Jaylyn Leighton is a Master’s student in Recreation and Leisure Studies 
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The Dalhousie Place KATCH Program
Practice Paper

Jennifer Maxwell & Valya Roberts
______________________________________________________________________________

Abstract

The mission of Dalhousie Place is to provide a safe, neutral, child-focused service including 
supervised visits, exchanges, and support for families. Throughout the years, we have received 
feedback from parents that their children struggled with feelings and behaviours associated with 
family change. Parents identified that free services such as counselling had long waitlists, or their 
children did not fit into a category which would enable them to access timely support. Dalhousie 
Place began conversations with other local agencies that also support families and together 
identified that services for children experiencing divorce or separation were limited. Through the 
support of Trillium Foundation, Dalhousie Place gathered research about possible interventions 
within a comprehensive literature review. Our goal was to better understand how children are 
impacted and explore services in place in other communities that help children cope with feelings 
of divorce and separation. This paper summarizes the most prominent factors identified in our 
review: how children are likely impacted by divorce and separation, children’s coping skills and 
resilience, what services have been developed to help, and how, with the support of an Ontario 
Trillium Grow grant, we developed a six week Kids and The Changing Home (KATCH) group to 
address the gap of service within our community. Throughout this paper, Dalhousie Place will 
share how Recreational Therapy was immersed within our scope of practice and the challenges 
and successes we have experienced thus far.

Keywords: psycho educational children group, separation/divorce, therapeutic recreation 
______________________________________________________________________________

Jennifer Maxwell MSW, RSW is Clinical Supervisor at Dalhousie Place and lead facilitator of 
Parent Programs at the centre. Jennifer has over ten years’ experience in the social service field 
engaging in counselling, crisis services and project development in multiple sectors, including 
education, community health, child welfare and youth services. Jennifer’s MSW research at 
McMaster University focused on preparing new social workers for work in the field. She also 
holds a Bachelor of Social Work from King’s University College and a Social Service Worker 
diploma from Fanshawe College.

Valya Roberts M.Ed., is Executive Director for Supervised Access Centres in three court districts 
in Ontario. She is a former Professor in Human Services (Social Work, Recreation Therapy) at 
two community colleges and is currently appointed as a Board member for the Mohawk College 
Research Ethics Board. Valya is a graduate of Mohawk College (Recreation), University of 
Waterloo (Social Development Studies) and Nipissing University (Masters of Education).
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The Dalhousie Place KATCH Program

Introduction

Divorce is a highly stressful time for families. Children are impacted by the divorce 
process as deeply and traumatically as their parents. As children are still developing cognitively 
and often unable to express their feelings, they may demonstrate their emotions in a more 
internalized way, such as depression, or externalize feeling through acting out behaviours 
(Spigelman & Spigelman, 1991). The short term impact for both children and parents is 
associated with the similar feeling of losing a loved one to death, as “divorce can create lingering 
feelings of sadness, longing, worry, and regret that coexist with competent psychological and 
social functioning" (Kelly &  Emery, 2003, p. 359). Since 1991, Dalhousie Place (Brantford & 
District Supervised Access) has been providing services for families experiencing divorce and 
separation.  The mission of Dalhousie Place (2018) is to provide a safe, neutral, child-focused 
service including supervised visits, exchanges and support for families.

Throughout the years, we have continued to receive feedback from parents that their 
children were struggling with feelings and behaviours associated to family change due to 
divorce. Parents identified that free services such as counselling had long waitlists, or their 
children did not fit into a category (such as intensive behaviours) which would enable them to 
access timely support. Some parents also shared that their children did not wish to engage in 
counselling and so had refused to participate in services when offered. Due to the frustrations 
identified by parents, Dalhousie Place began conversations with local agencies that also support 
families our area. It quickly became apparent that a gap in service for this population did in fact 
exist within our community.

Dalhousie Place decided to explore this gap further and, through the support of a Trillium 
Foundation Seed grant, we gathered research and information about possible interventions within 
a comprehensive literature review. Our goal was to better understand how children are impacted 
by divorce and explore what services were in place in other communities to help children cope 
with feelings experienced due to divorce and separation.

This paper will summarize the most prominent factors identified in our review and 
consider children’s experiences with divorce, how children are likely to be impacted, how a 
child’s own coping and resilience can affect outcomes, and, more specifically, how therapeutic 
recreation groups can help promote resilience. We will then describe how the information 
gathered from our review was used with the support of an Ontario Trillium Grow grant to 
develop a six week Kids and The Changing Home (KATCH) group to address the gap of service 
within our community. We will share how recreational therapy, after being identified as an 
effective rapport building and engagement methodology for enhancing children’s resilience, was 
immersed within our scope of practice for the first time, and the challenges and successes we 
have experienced so far. 
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How Children Are Likely to be Impacted

A quantitative study completed by Chase-Lansdale, Cherlin and Kiernan (1995), titled 
The Long-Term Effects of Parental Divorce on the Mental Health of Young Adults identified that 
75% of children do not experience long-term psychological difficulties. This indicates three 
quarters of all children will adjust positively to the changes in their family after divorce and 
separation. However 25% of children do not make a positive adjustment to their parents’ divorce 
(Chase-Lansdale, et al., 1995). Some children for example, who experience divorce have been 
found to have higher rates of depression, school problems, delinquent behaviours, conduct 
disorders and sexual acting out behaviours (Garvin, Leber, & Kalter, 1991). Experiences with 
divorce have been associated with children's self-appraisal and tendency to self-blame, leading to 
negative adjustment problems (Shelton & Harold, 2008). Adjustment problems increase the risk 
that a child will have difficulty with school, engage in bullying with peers and siblings, become 
sexually active earlier, suffer depression, struggle with suicidal ideation, commit delinquent acts, 
and use illicit substances and alcohol (Amato & Keith,1991b; Leon, 2003; McLanahan & Booth, 
1989; Simons, 1996). 

How a child manages to adjust to their grief is not what the research indicated to have the 
greatest impact on children, nor is this predictor alone to future adjustment problems (Pruett, 
Williams, Insabella, Little, 2003). Parental conflict is, however, a major factor in how a child 
will adjust to the changes in their family. For example, “It is well documented that when children 
witness parental conflict, it increases the likelihood of a child's having post-divorce adjustment 
issues” (Pruett, et al., 2003, p. 2). “The more intense the conflict between the parents, the more 
likely children are to have internalized (e.g., depression) and externalized (e.g., acting out) 
problems” (Davies & Cummings, 1994 p. 116). There also is evidence that it is not just 
witnessing conflict between parents that affects children, but being placed in the middle of 
ongoing battles that causes the greatest harm (Rappaport, 2013). This could simply be the 
ongoing stress and “feelings of walking on eggshells” often identified by families who have lived 
with chronic separation conflict. However, how much of the conflict which is directly focused on 
the child, is interestingly more of a predictive factor of childhood adjustment problems, 
compared to conflict which is not focused entirely on the child (Kelly, 2000). 

Cumming and Davies (2005) describe how children perceive parental conflict and they 
argue that repeated exposure to angry, hostile, and unresolved disputes may cause children to 
perceive parental conflict as threatening to their own self-worth and identity. They explain, that 
the feelings of guilt, shame, hopelessness and poor self-identity may eventually develop into 
broader more devastating adjustment problems. Cummings and Davis (2005) also explain that 
children who blame themselves for their parent’s conflict and divorce have an additional 
increased risk to adjustment problems.
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Children’s Coping Skills and Resilience

Children find their own coping skills and temperament to deal with the stress associated 
to divorce and separation. Sometimes, as mentioned above, negative coping skills lead to 
adjustment problems and risky behaviours in adolescence; however, many children do find 
positive ways to cope with the stress of parent conflict and divorce. For example, children with 
better coping and stress management skills are more likely to adapt an easier going temperament 
and have less difficulty after the divorce than children with limited coping skills and a more 
challenging temperament (Davies, Harold, Goeke-Morey, Cummings, Shelton, Rasi & Jenkins, 
2002). Children who have found ways to positively distract themselves through recreational 
activities are more likely to transfer these skills into coping with stressful times in their families. 
These skills lead to confidence and ability to adjust to changes, as “children who have an easy 
temperament, are competent, and have other positive features are more likely to evoke support 
from others and are more able to adapt to stressful life experiences” (Hetherington, 1989, p. 
311). 

Childhood resilience is defined as key to mitigating risk and promoting healthy well-
being and is developed through, “characters and capacities, or as a result of interpersonal 
processes that mitigate the impact of biological, psychological and social factors that threaten a 
child’s health” (Unger, Dumond & McDonald, 2005, p. 21). The literature describes resilience as 
having key protective mechanisms to promote positive outcomes for children, including; 
reducing child’s sensitivity and increasing successful coping, reducing potential for risk factors 
to impact children, reducing negative chain reactions in family functioning and increasing 
positive family dynamics, promoting self-esteem and self-efficacy when dealing with stress and 
providing opportunities for positive cognitive functioning and change and growth (Rutter, 1999). 
Reducing family stress, or conflict is clearly the first step in promoting positive coping for 
children (Cummings & Davis, 1994). 

Unfortunately, conflict cannot always be reduced easily within families as dynamics can 
be complicated. Alternatively, professionals can try to work with individuals to mitigate some of 
the impact from family conflict. Family therapy for example, is encouraged by Rutter (1999) to 
focus on finding ways to interrupt family member’s chain reactions to stress, and allow children 
to develop positive coping mechanisms and healthy cognitive processing. Therapists can 
therefore provide an outlet for children to cognitively process their experiences and amplify 
opportunities which promote self-esteem and self-efficacy with problem solving and confidence 
building, thereby strengthening their resilience to family stress (Unger, Dumond & Macdonald, 
2005).

Services for children 

Prevention services, such as short term therapeutic groups, have been proven to help 
improve a child’s ability to adjust to divorce in a healthy way and help children enhance and 
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develop positive coping skills and resilience (Pedro-Carroll, 1993; Stolberg, A. L., & Mahler, J., 
1994). Given that children's own appraisal of events impact adjustment and functioning, having 
children who are struggling post-divorce participate in individual or group treatment can be 
beneficial. Programs have been designed specifically to help children cope with divorce, and 
result in positive impacts such as assisting children in altering their perceptions of events, 
improving their coping skills, and providing support during a time of transition (Haine, Sandler, 
Wolchik, Tein & Dawson-McClure., 2003). 

Evidence based preventive interventions have been designed to reduce risk factors, build 
competencies and promote children’s resilience of conflict, guiding them towards positive 
adjustment outcomes (Pedro-Carroll, 1993).  Hetherington & Elmore, (2003) have recognized 
that children’s cognition and coping styles acts as a “shock absorber”, increasing protective 
factors and healthy emotional adjustment.  Group models are described as particularly helpful to 
help normalize the situation for children, increase confidence and self-esteem through positive 
peer interactions and create a fun, supportive and safe environment for children to share their 
feelings and learn strategies from one another (Colletta, 1979; Raschke, 1977). Group programs 
can also service more children quicker than individual counselling and are less likely to have the 
long waitlist associated with affordable counselling. 

Group programs which run on a weekly basis, ranging from 4 to 12 weeks, have been 
proven to teach children ways to cope and manage feelings associated with guilt, anger and grief 
during parental conflict, and have improved both short and long term outcomes for children 
(American Programs To Support Children Experiencing Divorce and Separation, 2004). For 
example, Children in the Middle Center for Divorce Education, a program offered in Athens, 
Ohio, provides both interactive group work and a video-based component which aims to teach 
children how to respond when caught in the middle of separated/divorced parents. This children's 
program additionally focuses on topics such as why parents divorce, children's feelings and fears, 
and teaching positive coping skills. Arbuthnot and Gordon (1996) explained how this strategy 
was particularly helpful for children to learn how to walk away from hearing one parent speak 
negatively about another, how to ask for help, use self- talk and how to identify safe persons in 
their lives to trust and talk to about their feelings. Post program evaluation with 33 fourth, fifth, 
and sixth graders found that children in the program reported significantly less stress than a 
control group and a positive impact with coping was found in 50% of the children who 
participated (Kearnes, Gordon, Arbuthnot & Kurkowski, 1991). 

Kids' Turn, a combined parent and children’s group program offered in San Francisco, 
California also has demonstrated results to better adjustment outcomes for children experiencing 
divorce and separation. This activities-based children's group included watching the ‘Divorce 
and Other Monsters’ video, drawing, puppets, visits by a family court judge, a newsletter written 
for parents, and role-play (Justice Department of Canada, 2004). Sessions aimed to demystify 
and de-stigmatize the separation process; provide a safe place for children and parents to discuss 
their thoughts and feelings about their experience; provide information to parents and children 
about other services in the community; and provide children and parents with communication 
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and problem-solving skills to help them through the separation process (Bolen, 1993; Schepard, 
1998). 

In London, Ontario, the 8 week ‘Mom’s House, Dad’s House’ children’s program 
facilitated by Merrymount Children’s Centre has similar goals. They identified that there was a 
need for effective programs for children and their families to ensure family and child resilience. 
Group counselling was found to be the best practice (Ontario Centre for Excellence for Child and 
Youth Mental Health, 2018).  An evaluation of the Merrymount program (2014), developed in 
part with the Centre of Excellence, found that children felt supported and listened to by their 
peers, understood better the family changes and their hopefulness for positive future for their 
families improved through the course of the group. In the Parent Satisfaction Survey, 91% of 
parents indicated the service was helpful to their child and family and indicated they felt their 
children were now able to better cope and express their feelings about the divorce and separation 
(Ontario Centre for Excellence for Child and Youth Mental Health, 2018.) 

KATCH Program, Design, Evaluation & Outcomes

Once Dalhousie Place had identified that recommendations for services were to create 
opportunities for children to enhance resilience factors, the Kids and The Changing Home 
(KATCH) program was developed and follows models already utilized by successful children’s 
groups being offered in other communities. As recommended by the research, KATCH 
emphasizes the effectiveness of developing problem solving and positive thinking skills while 
clarifying misconceptions and normalizing the divorce experience for children in order to 
prevent or decrease externalizing and internalizing of harmful behaviours and increase the 
likelihood of positive adjustment outcomes(Alpert-Gillis, Pedro-Carroll & Cowan, 1989; Pedro-
Carroll & Alpert-Gillis, 1993; Sandler et al., 2000; Stolberg & Mahler, 1994). 

When considering how best to deliver activities within KATCH, we looked at what other 
programs were using and what activities were likely to meet our objectives. We wanted to find a 
unique way to deliver the activities for children so the program would be both fun and engaging, 
as well as have moments of quiet reflection and sharing of feelings.  Our Executive Director at 
Dalhousie Place had begun her career in Recreational Therapy and suggested we utilize 
physically active games and engagement strategies, alongside traditional approaches to 
children’s group activities. Her recommendation was to employ recreation to utilize functional 
intervention and education. We considered how therapeutic recreation strategies where being 
utilized in other children’s programs to promote resilience. A 4 H Horse program in Canada 
described how resilience is promoted in children through group work and promoting peer to peer 
helping, as strategies used to facilitate an environment that is supportive of the efforts of all. 
Celebration of personal achievements was stressed rather than competitive ranking (Samson, 
2017, p. 37). 

The six -week KATCH program was specifically designed for small groups (six to eight 
participants) of 6-9 year olds and 9-12 year old children. Each week includes objectives and a 
description of activities which will be used to meet the weekly goals. At the beginning of the 



8 TRPR Journal of TRO

program, facilitators provide an opportunity for children to choose the rules which guide their 
groups. In this way children are active participants in designing the safety of their own group’s 
experience. Children are provided with a toolkit to add strategies for coping and managing stress 
and feelings learned in the group. Activities include yoga for stress management, physical art 
therapy to express emotions, and journaling for the children to share their feelings using a 
healthy outlet (Summer, 2007). These activities best positioned the goals developed for the 
program which include: 1) to help normalize the situation for children, see how other children’s 
families are changing as well; 2) to acknowledge and educate about feelings of grief and loss; 3) 
to provide a safe and supportive place for children to talk about divorce related feelings, such as 
anger, sadness and grief; 4) to help children learn to label, understand and express feelings about 
divorce, focusing specifically on feelings of divided loyalties and guilt; 5) to help children 
developing new, or increase already existing positive coping and problem solving skills; and, 6) 
to establish that children are not to blame for adult situations. By the end of the final week our 
hope is that children are able to identify that they are not to blame for parents’ divorce or 
separation and that they are not alone in their feelings. They will have made new friends, had 
fun, and use their recreational activities to express positive strategies to cope with their feelings. 

Methods

As KATCH is an Ontario Trillium Grant funded program, we are responsible to ensure 
each parent completes a quantitative questionnaire (standardized by Trillium) of their child at the 
start of the group (pre-survey) and completes the same questionnaire at the conclusion of the 
program (post-survey).  Parents are given a quiet space to privately complete these 
questionnaires while staff engage in ice breakers or concluding activities in another room with 
the children. This ensures accountability to not only the families we service, but also our funders 
through transparent collaboration. Additionally, qualitative data for program evaluation is 
obtained and includes: Children’s verbal description of their drawings (week one and week six) 
and week #6 group evaluation questionnaire and three month follow up phone calls with parents. 
The combined methods ensure that are outcomes are both quantitatively and qualitatively 
measuring outcomes to ensure we are meeting our target goal of helping children learn to cope 
with stress from divorce and separation. 

Outcomes of the Program

By the end of the one-year pilot we were pleased to report that the KATCH program is 
having a positive impact on the majority of children who have completed the program. Parents 
identified an improvement in the cohesiveness of their home life and a positive impact to their 
children’s behaviours and reactions to stress.  One parent described how, “my daughter’s teacher 
said that since she completed the KATCH her behaviour in class has improved and she uses her 
journal to share her feelings”. Another parent explained that, “KATCH helped my son find his 
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voice to talk to his dad and me”.  Post group evaluations for KATCH showed that children 
demonstrated a better recognition of the need to positively express their feelings. We also 
observed children listening to each other’s stories, and then offering strategies which have 
worked for them in the past. One girl described how she would scream into her pillow until she 
felt better, another boy showed the group how he would calm down by running around the yard 
yelling, then after he was too tired out to yell anymore, he would tell his parent why he was 
upset.  One little girl could not identify any support person or friend she could talk to when 
upset, so other group members then helped her brainstorm ideas such as talking to her pets or 
drawing a picture for a grandparent. The KATCH program also offered a solution to the gap in 
services for children experiencing separation and divorce and provided community education, 
offered a service for families and possibly prevented waitlists for counselling services due to
children whose adjustment needs were met through the group process, one of the major goals 
outlined in our objectives.

Challenges 

There have been some challenges that have created changes to the program which other 
professionals considering similar interventions may want to consider. One major challenge was 
the need to conduct additional pre-screening with children and parents. Some children, for 
example, were not identified during the intake as needing additional support for special needs.  
Initially, we considered developing a special needs group and adapting our activities and weekly 
agenda to accommodate unique learning styles. However, after reviewing the literature on this 
topic, we decided to make program changes to include all children within the group and ensure 
we are practicing inclusivity (Baker, 1995; Grand Erie District School Board, 2017). This 
required we designate additional staff hours to ensure that more comprehensive intake was 
developed for both children and parents and that individual support plans were created for each 
child. We did this by inviting both parents and children to attend an in person intake, where staff 
pose specific questions, such as asking the parent to show how best their children learn, or what 
distraction techniques work during disruptive behaviours. This information was then used to 
create a more individualized group plan to meet unique needs. For example, increasing the staff 
to child ratio during group, or having parents help identify ways in which facilitators can help 
children stay focused during the group content

Encouraging children to follow the weekly topics, and not jump too far ahead in the 
beginning of the group was initially a learning challenge for our staff. Some children, for 
example, would openly describe situations where they had overheard disturbing adult 
conversations on week one. While important for children to express their feelings, other children 
may not yet feel safe enough, or be ready for such deep topics on the first week. Staff felt that by 
engaging in rapport building recreational activities they were able to guide the group process to 
develop relationally with staff and each other, to prepare for later weeks when heavier topics 
were introduced. 
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Another challenge was deciding when it is appropriate for siblings of similar ages to 
attend KATCH together. It was appealing for parents to have both children attend to reduce
issues around transportation and time, therefore reducing barriers to attendance. For children, 
however, having their sibling attend can impact confidentiality and their ability to feel safe 
enough to share their feelings during group. Our solution to this issue, thus far, has been to 
evaluate each situation individually and assess whether it is appropriate for both siblings to 
attend the same group.  

Discussion

Dalhousie Place continues to promote our KATCH program in our own community and 
recommends similar supports for children experiencing divorce and separation in other 
communities. We believe our KATCH program is making a difference through the responsive 
service to families and community needs. Our hope is that through these programs, children can
learn they are not to blame for parents’ divorce or separation, are not alone and are able to use 
their recreational activities to express positive strategies to cope with their feelings. Services 
such as these are important for professionals supporting divorced or separated families to 
understand, as recognizing the impact on children is crucial in order to ensure families reach 
timely, accessible support to prevent maladaptive coping from developing (Sandler, Tein, Mehta, 
Wolchik & Ayers, 2000). Helping professionals can assist with this by advocating for an increase 
in accessible services for divorced or separated families in their communities, as well as 
introduce opportunities for children to practice healthy coping strategies and create positive 
chain reactions which increase resilience to family stress (Rutter, 1999).
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Geriatric Application of Therapeutic Humour
Practice Paper
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Abstract

Humour can help overcome barriers to improve quality of life for geriatric clients and 
practitioners alike.  Humour therapy is a valuable medium by which practitioners can develop 
rapport, modify behaviours, and improve quality of life for their clients. Utilizing humour in 
practice can be as simple as laughing in conversation with a client or as involved as a comical 
performance by a clown or magician. In order for these interventions to be effective in a geriatric 
setting, practitioners need to be mindful of the interpretation of humour in the aging brain and 
practice sensitivity when facilitating therapeutic humour. Facilitating humour programming 
involves trial and error and the willingness to look a little silly. The aim of this review is to 
discuss the benefits, as well as the risks, of utilizing humour in a geriatric setting to enable 
practitioners to effectively utilize therapeutic humour in their practice. Research has been 
presented describing various styles of humour, the contributions humour has to quality of life, 
and remarks on the limited pitfalls of the practice. Further research into the efficacy of 
therapeutic humour is necessary to better understand the practical applications and the long term 
results a geriatric population can expect from such a program. A humour therapy protocol is 
included to provide a guide for humour in a small group setting. 
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Geriatric Application of Therapeutic Humour

Introduction

People have been claiming that laughter is the best medicine for centuries. So much so 
that it is said to be a cure for any ailment. Despite the popularity of this adage, it is only recently 
that humour therapy is gaining notoriety and being researched to understand its true effects. 
There is limited literature about the use of humour in therapeutic recreation settings as much of 
the humour literature is focused on nursing care (Elliott, 2002). However, it has been suggested 
that the therapeutic recreation field can benefit from informing its overarching practice based on 
empirical and theoretical knowledge from various disciplines (Hood, 20014).  The findings 
available are encouraging in terms of the efficacy of this style of intervention. For example, 
Walter et al. (2007) found that a sense of humour predicts a higher quality of life in those with
chronic disease and can indicate lower depression rates. In order to apply the many benefits of 
humour in the various domains, it is important to encourage humour in daily structured and 
unstructured interactions with clients. It is critical to be informed when attempting to utilize 
humour in therapeutic recreation practice in long term care because persons living with dementia 
can have severe cognitive deficits associated with humour comprehension. This includes 
considerations such as judgement, memory, and abstraction (Adasiak, 1989).  As the prevalence 
of dementias rises, the importance of encouraging positive emotions regularly needs to be central 
to professional practice, because clients with dementia are likely to forget these emotions more 
rapidly than clients without memory loss (Walter et al., 2007). To demonstrate the effectiveness 
of humour therapy for clients with dementia, this article will define humour and its constructs, 
identify some of the key benefits of humour intervention as well as strategies for mitigating risks, 
discuss the relationship between humour and a diagnosis of dementia, and provide a program 
protocol to guide practitioners through the application of this style of intervention. 

What is humour?

The first step in developing a successful humour program is understanding what humour 
is and how to harness it. Humour involves emotional, psychophysiological, social, behavioural, 
and cognitive aspects (Tse et al., 2010). In terms of psychology, humour can be identified as a 
defense mechanism used to replace stress-induced, negative emotions with positive emotions 
(Walter et al., 2007) and provides a person with a strategy to deal with negative experiences 
(Hood, 2004; Moa-Ripoll, 2001). Where types of stress can have negative effects on an 
individual’s health, laughter is described as a source of healthy stress, called eustress (Berk, 
2001). The process of creating eustress has been divided into three functional elements of 
humour by Berk (2001): stimulus, mirth, and laughter. Humour is the stimulus, the source of 
amusement. The psychological benefits of humour are experienced in the second element of 
mirth, the response to the humourous stimulus, while the physiological benefits occur in the final 
element of laughter or a physical behavior that positively impacts one’s health and mood. 
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Unfortunately, not all humour is created equal. Mora-Ripoll (2011) has reported five 
different types of laughter, however, only two are known to be effective as therapeutic humour to 
enhance quality of life and alter mood. These include genuine laughter and self-induced laughter. 
Genuine laughter, also known as spontaneous laughter, is triggered by a humourous stimuli such 
as reading a comic or observing a clown (Mora-Ripoll, 2011). Self-induced laughter is simulated 
with no specific purpose beyond the laughter itself (Mora-Ripoll, 2011).  Laughter induced as a 
result of drugs or substances, pathological laughter caused by the central nervous system with no 
emotional change, and stimulated laughter caused by physical contact, such as tickling, have not 
been shown to alter participant’s mood states (Mora-Ripoll, 2011). In order for humour therapy 
to be an effective modality, recreational therapists must strive to engage their clients in forms of 
therapeutic laughter in order to see maximum benefits. 

Benefits of humour

The benefits of humour are plentiful with positive effects observed in both physical and 
psychological domains. Therapeutic humour research particularly notes the benefits of this style 
of intervention in pain management strategies (Berk, 2001; Elliott, 2002; Tse et al., 2010). The 
positive effects seen across the domains of health and humour can be used to modify behavior in 
long-term care settings. For example, Adasiak (1989) suggested that humour can be used to 
increase participation and engagement. The psychological effects of humour have been found to 
reduce instances of depression, anxiety, tension, and feelings of loneliness, improve self-esteem 
through empowerment, and restore energy (Berk, 2001). The daily use of humour has been 
shown to encourage positive affect and is a significant coping strategy (Hoo, 2004). In addition, 
the therapeutic use of humour also increases group identity, improves interpersonal relationships, 
enhances memory, critical thinking, and promotes overall psychological wellbeing (Mora-Ripoll, 
2011). Humour provides an appropriate outlet for negative emotions, creates a sense of control 
and self-efficacy (Adasiak, 1989; Mathieu, 2008).  This improvement in self-efficacy and self-
esteem is reported to improve activities of daily living for individuals living with dementia 
(Malderen, 2013). 

Many of the physical benefits of laughter are similar to the benefits of aerobic exercise. 
The entire body is involved in a laughter response and muscles, such as the abdomen and chest,
are exercised which stimulates improvement in muscle tone and strength (Berk, 2001; Mathieu, 
2008). Researchers agree that laughing regularly increases lung capacity as well as improving 
respiration and circulation (Mora-Ripoll, 2011). This has been shown to reduce the chances of 
respiratory infections like pneumonia (Berk, 2001). Laughter also decreases stress hormones, 
allowing the immune system to be strengthened and become more resilient (Berk 2001; Mora-
Ripoll, 2011).  In summary, Shammi and Struss (2003) point to a positive relationship between 
humour and physical longevity.

Benefits of humour within a geriatric setting
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Particularly in a geriatric setting, one of the most practical applications of humour is its 
ability to reduce an individual’s experience of pain, since the majority of age-related diseases 
include chronic pain symptoms (Tse et al., 2010). Chronic pain is reportedly prevalent in 25-50% 
of community dwelling older adults and in 45-80% of nursing home residents (Tse et al, 2010). 
This number is likely underreported because many older people generally accept pain as a 
natural symptom of the aging process, as a result many older adults live with chronic pain 
without seeking treatment (Tse et al, 2010). Living with chronic pain is associated with a cycle 
of impaired functional mobility, social isolation, and loneliness, leading into negative mood 
states and depression, causing reduced pain tolerance, which in turn impairs functional mobility 
(Tse et al, 2010). Laughter can be used to decrease muscle tension and interrupt the spasm-pain 
cycle found in diseases such as rheumatism (Berk, 2001). In addition, laughter, or simply 
smiling, releases endorphins which decrease pain and create a sense of euphoria (Berk, 2001). 
Additionally, Elliott (2002) found a marked increase in pain tolerance by viewing humorous 
films. Humour can be used alternatively as a cognitive-behaviour strategy for distraction in the 
treatment plan (Tse et al, 2010). By focusing on a different stimulus than the source of pain, 
participants typically experience some pain relief. Therefore, whether used to increase muscle 
strength, reduce depression, or as a treatment for pain, the applications of therapeutic humour 
can be applied as an intervention for individuals with a wide range of diagnoses when the proper 
precautions are applied. 

Caution in the use of humour in geriatrics

Sensitivity and discretion are critical when orchestrating a humour group. Everyone has a 
unique sense of humour and a variety of life experiences that influence their interpretations of 
humour stimuli. Additionally, there are a variety of medical precautions to take into 
consideration to mitigate the risks for seniors with certain medical conditions as identified by 
Berk (2001). Humour therapy is ill advised for those who have recently suffered from acute 
orthopedic distress, acute respiratory disease, and abdominal surgery, as it may aggravate their 
condition. In rare cases, a sudden change in blood pressure can cause cardiovascular related 
incidents, even heart attack. Episodes of neurological reactions, such as seizures, in response to 
laughter have been reported in unique situations (Berk, 2001). Mora-Ripoll (2011) also suggests 
precautions be given to those with cardiovascular and respiratory diseases. Despite this, negative 
effects were a rare occurrence in the literature. 

Facilitators of humour programs are also cautioned of the difference between laughing at 
and laughing with (Wilson & Richman, 1995). It is important that participants are in a safe 
environment where they can express themselves and lower their inhibitions in order to 
experience the positive effects of laughter. A safe environment supports the needs of older adults 
including dignity, pride, and social contact (Tse et al., 2010). Appreciation of complex humour, 
such as satire, requires cognitive processes found in the fontal-lobe of the brain, which is 
commonly affected by aging (Shammi & Struss, 2003). Working memory, mental flexibility, and 
abstract reasoning are effected by functioning of the frontal-lobe (Shammi & Struss, 2003). It is 
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important to understand the normal cognitive development across the lifespan when selecting 
humour for clients with age-related diagnoses (Adasiak, 1989). Of particular relevance, the 
elderly have more trouble picking out punchlines than younger adults and show deficits in the 
cognitive comprehension of verbal and nonverbal humour (Adasiak, 1989). Despite the decline 
in humour comprehension with age, humour appreciation generally remains intact (Shammi & 
Struss, 2003). This means that if humour material is expressed in a way that the individual’s 
cognitive abilities can comprehend, an elderly adult can exhibit the same amount of enjoyment 
from humour as an unimpaired counterpart. In fact, elderly clients are particularly responsive to 
therapeutic humour and become more active in their treatment process (Wilson & Richman, 
1995). 

Therapeutic Humour Programming Recommendations

The goal of humour therapy in general is to create exhilaration in the group and encourage 
individual senses of humour (Walter et al., 2007). To achieve this goal, humour programs may 
be structured in a number of ways, such as discussion groups, performances, and games. 
Therefore, it is important to have a wide variety of humour materials for a wide variety of 
preferences. Due to the variety of formats available and the diversity of client groups, it can be 
challenging to develop programs that incorporate autonomy, meaningful involvement, and 
maintain dignity, but this is key to the success of the program (Austin & Crawford, 2001). This 
section will discuss a number of considerations for a successful therapeutic humour program.

Humour content

The literature provides many ideas and tips for developing a therapeutic humour program. 
Simple and quick humour intervention strategies may involve: watching a funny video, telling a 
joke, simply laughing in conversation with clients, or reading a humorous book (Elliott, 2002). 
Mathieu (2008) reported that humorous videos can provide positive benefits but need to be 
paired with materials that promote social interaction. Performers such as clowns and magicians 
can be valuable resources if the financial resources are available. Elliott (2002) suggests putting 
together a transportable humour basket, creating a scrapbook of comic strips, or helping clients 
create a personal humour journal as more in-depth intervention. Depending on the chosen 
format, the environment of the program needs to be considered in relation to access to a 
restroom, climate control, and accommodations for diminished hearing and vision (Austin & 
Crawford, 2001). Refer to Appendix A for an outline of potential program formatting.

Facilitation concerns

Whether through body language or presenting humorous material, the facilitator provides 
the humour stimulant for the participants (Walter et al., 2007). This requires some creativity in 
the planning process by the facilitator (Austin & Crawford, 2001). In order for this style of 
intervention to be effective the client-therapist relationship needs to include the freedom to be 
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humorous. Adasiak (1989) requires that facilitators of humour therapy be willing to risk 
appearing slightly ridiculous and show enthusiasm for the sake of the intervention. In turn, 
participants must be willing participants because humour is only effective if a person is open to it 
(Elliott, 2002). It is crucial that facilitators build a relationship with clients and understand their 
background prior to inclusion in the intervention. This rapport enables program leaders to 
cultivate a genuinely empathetic environment and demonstrate respect for participants (Adasiak, 
1989). Being mindful of this, program facilitators need to be flexible and adaptable to situations 
that arise due to the interpretive nature of humour (Austin & Crawford, 2001). 

Participant considerations

The appreciation of a joke may depend on a match between the humour preferences of a 
participant, their abilities, and the cognitive demand of the humorous material (Shammi & 
Struss, 2003). It is important to understand the progression of dementia and to select familiar and 
concrete subjects for humour so that they have the greatest chance of being effective (Adasiak, 
1989). However, it is not necessary to tailor humorous material to the lowest level of 
understanding included in the program as this will likely decrease the appreciation of those with 
higher functioning cognitive processes (Adasiak, 1989). Those with impaired cognition can still 
benefit from the group’s excitement when their abilities are not suited to the joke (Adasiak, 
1989). By incorporating positive memories from the participants into the program, an 
opportunity for social connection and shared positive emotions is created (Walter et al., 2007). 

Interdisciplinary team buy-in

Another consideration when beginning to implement a therapeutic humour program is 
support from the interdisciplinary team. It can be challenging to create buy-in and to acquire the 
necessary materials when developing a new intervention of any kind. In my own experience, 
recounting participant reactions from the program to staff can have a positive effect.  Elliott 
(2002) suggests developing an educational pamphlet of the benefits and goals of the program to 
give to family and staff, as well as advertising for donations of humorous materials.  

Program evaluation

It is also the facilitator’s responsibility to ensure that the program is evaluated and 
effective. Evaluation methods that are accessible and require limited time to complete are 
recommended.  Ongoing evaluation can be completed through mood measures, qualitative 
interviews, and anonymous comment cards (Elliott, 2002). 



Smith 20

Experiences Using Therapeutic Humour

While utilizing therapeutic humour in my own practice I have observed first-hand the 
positive effects humour can have; and also hit a few roadblocks along the way. To begin, clients 
were assessed with the Geriatric Depression Scale (GDS) to determine their eligibility for 
involvement. Clients were enrolled in the program who had GDS scores above “9”, indicating a 
risk for depression, were socially isolated, and had a sitting tolerance of thirty minutes. For this 
small group of participants, the goal of the group program focused on improved mood. To 
measure the effectiveness, the program was evaluated using a visual mood scale (a series of four 
faces showing a spectrum of moods), shown in Figure 1, before and after the program to 
determine the short-term efficacy of the intervention. Additionally, the GDS was completed by 
the recreational therapist following six sessions to evaluate the long-term effects. 

Right now I am feeling: (choose one)
Depressed <--------------------------------------------------------> Cheerful

Figure 1. Visual Mood Scale

Once I had evaluated the five clients using the GDS and learned about their humour 
preferences, I tailored the content to their specific tastes. Most sessions involved the telling of 
jokes and sharing of humorous anecdotes by both the facilitator and participants. It was critical to 
ensure that the content was culturally sensitive. For example, one participant was from 
Newfoundland and so “Newfie” jokes were deemed inappropriate for this audience, and the idea 
was reinforced to the other members of the group. Another consideration was accommodating a 
variety of physical limitations. Participants who are hard of hearing should be situated closest to 
the facilitator, and participants with visual limitations can be supported using material written in 
large-print and the enlargement of comic strips.

It is important to consider and accommodate the needs of participants in order to foster 
meaningful experiences for both participants and facilitators. The most meaningful experience 
during my facilitation of the group involved a client with flat affect who was socially isolated, 
and had a high risk for depression, as evaluated using the GDS. He attended the program 
faithfully but rarely contributed to the group, as it was difficult for him to verbalize. During the 
third session, this client reported a drastic increase in mood after the program and smiled when 
asked if he would like to return to the group. As a facilitator this was a milestone, a true 
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indication that he was benefiting from the intervention, and that his quality of life was being 
positively influenced. Not all of the victories will be a dramatic change. However, that small 
smile and an agreement to return was a remarkable step for this particular individual. It is 
important to celebrate the small victories and use them to encourage continued participation. 

Conclusion and Implications

Therapeutic humour can be a useful and simple way to incorporate positive experiences 
into the everyday life of older adults living in long-term care. Although Shammi & Struss (2003) 
caution that there is a lack of quantitative evidence for humour therapy, much of the anecdotal 
and qualitative evidence is promising (Shammi & Struss, 2003). While the existing research is 
encouraging, further exploration is necessary to evaluate outcomes. Therapeutic humour is 
widely supported as a pain management strategy for chronic pain, a catalyst to reduce social 
isolation, a coping mechanism for negative emotions, a source of increased self-esteem, and an 
intervention to encourage overall wellbeing for older adults with dementia. When implemented 
regularly and effectively, therapeutic humour can positively influence clients’ quality of life. In 
order for the intervention to be effective, laughter must be genuine or simulated, supported by a 
safe environment and a positive rapport with the facilitator, and the humourous material must be 
tailored to its audience. Facilitators need to be aware of the relationships between humour 
comprehension and dementia as well as appropriate programming strategies in order to maximize 
the benefits of this type of intervention. In my experience as a recreational therapist, coming 
together to share humour and enjoyment can be a successful therapeutic tool. After all, laughter 
is the best medicine.
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Appendix A: Program Protocol

Program Title: Chuckles Club 

Statement of Purpose: To use humour to have a positive impact on mood and behaviours such 
as coping, fears, adjustment, anger, frustration, apathy, and depression. 

Program Goals: 
1. To actively participate in a small group setting. 
2. To improve mood and reduce feelings of anxiety. 
3. To improve self-esteem. 

Expected Program Outcomes: 
1. During the program, participants will engage in humour as evidenced by smiling, 

laughing and/or clapping a minimum of three times. 
2. During the program, participants will be actively engaged in the program through body 

language and/or verbalization, for a minimum of fifteen minutes. 
3.   Following program, participants will demonstrate improved mood and reduced anxiety as  

reported to facilitator. 
Entrance Criteria: 

1. Symptoms of mild to moderate depression and/or passivity as indicated by a score of >9 
on the Geriatric Depression Scale

2. Residents with wandering behaviours, social isolation, anxiety, restlessness, or verbal or 
physical agitation. 

3. Residents with an interest in humour programming. 
Exclusion Criteria: 

1. Residents who are medically unstable to participate.
2. Resident displays extreme or unpredictable behaviours.
3. Residents with a sitting tolerance of less than 30 minutes are advised not to participate. 

Exit Criteria: 
1. Residents who are no longer interested in the program or choose not to participate 
2. Residents who are disruptive to the group setting. 

Maximum size: 5 clients 
Duration: 30 to 45 minutes 

Safety Considerations: 
Environmental Risks: No specified risks. Make certain all equipment is in good condition, area is 
not cluttered and floor is free of obstacles. 
Client Risks: Client may be offended by misinterpreted jokes, see methods for guidelines 

Facility and Materials Required: 
Facility: A quiet area that can be closed off to noise and distraction. The room should be large 
enough to accommodate an entertainer and any of their props. Arrange chairs/ clients in a semi-
circle so that humour can be directed towards all clients and clients can interact with one another. 
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Equipment: Humour books, comic strips, videos, radio shows, novelty items (such as bubbles, 
singing fish, etc), mp3’s, crazy hats, VCR and television, C.D. player and C.D.s, and other 
various items.

Methods/ Process:
• Assess potential participants’ humour history. Develop a humour stock of supplies – see 

comments section. Have a list of volunteers and entertainers willing to come in and 
perform.

• Staff will set-up the space to be used for the program.
• At the beginning of the session explain to participants that they are all here to have fun, 

smile, and laugh.
• Have participants report to facilitator their current mood
• Ask if they remember how to smile and demonstrate with a genuine one of your own. 

Ask the clients to each practice their smile. 
• Complete the chosen humour activity for the session. Each group will be unique to 

reactions and humour should be tailored to the specific group. 
• Ask clients if they know any jokes. Let them tell them to the group. Record their jokes in 

a book so you may tell their favourites during following sessions.
• At the program’s conclusion, you may have a small discussion asking questions that 

pertain to the session such as “What part did you like best? Did you ever dress up as a 
clown? Is this something you might like to do again another time?”

• Have participants report their current mood to the facilitator and thank them for 
attending. Provide each participant with a handout containing a comic strip and the date 
of the next session

Program Setup: 
Staff facilitator will rearrange tables/chairs into a semicircle formation leaving spaces for clients 
in wheelchairs. Supplies for the session will be laid out on a table. If a television or C.D. player 
is to be utilized they will be placed where all participants can experience the media.

Comments:
• Guidelines for avoiding harmful humour: Avoid humour that may offend, such as off-

colour jokes, humour targeted at a person’s ethnicity, illness, or gender. Avoid tasteless 
or morbid humour. Watch the language in materials. Avoid slang or expressions that may 
not be understood by the client. Target complexity of humour to cognitive stage of the 
group. For example: higher functioning group – knock-knock jokes (which require 
multiple responses), mid-stage – “What’s red, white and black all over?” (requires one 
response), low functioning – visual humour rather than language based. Be aware of 
when humour is inappropriate such as when a client is upset or concerned over a family 
matter. 

• Guidelines for adaptations: For persons with limited vision, target humour that can be 
heard or felt. For those with poor hearing, take extra care in placement in room, and 
assistive devices should be in place (i.e. hearing aids). It helps to enlarge cartoons and 
print, and use closed captions on video and TV shows.

• Live entertainment has been shown to work best. 
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Abstract

Previous studies have shown multiple aspects and points of views associated with credentialing 
within Therapeutic Recreation (TR) with an American perspective as reference. The focus of this 
paper centres the voices and opinions of various scholars and educators who have studied and 
contributed numerous influences to the TR profession. This paper endeavours to examine the 
different aspects associated with credentialing including: dissimilarities with credentialing 
amongst practitioners; the inconsistencies of professional titles related to TR, the positive and 
negative outcomes associated with credentialing, and the future of credentialing within the TR 
profession. Moreover, by expediting connections for the distinct need for Canadian credentialing, 
several key understandings are offered that may be of particular interest to scholars and 
professionals within the field of study.  
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A Call for Credentialing within the Therapeutic Recreation Profession 

Introduction

In Canada, there has been much debate over certification and how to develop and sustain 
a distinct professional identity for Therapeutic Recreation (TR). It is frequently noted that having 
a greater understanding of the history of a professional field is vital and gaining an understanding 
of past successes and failures help TR practitioners avoid repeating mistakes while propelling the
profession toward successes (Dieser, 2005/2006). Essentially, this awareness is an international 
perspective; if TR leaders in other nations can understand the successes and limitations of how 
TR was developed in the United States, it can help (re)position the profession of TR in their own 
nations (Dieser, 2005).

The purpose of this paper is to provide an understanding of, and initiate critical 
discussion about, the dissonances currently surrounding TR credentialing in Canada. This has 
been a lobbying issue for Canadians and professional organizations in paving the way for an 
acceptable pathway for credentialing in Canada. This issue is imperative to the development and 
growth of TR practice, as understanding of dissonance brings awareness to current stagnation as 
a profession, differences regarding credentialing amongst practitioners, the inconsistency of 
professional titles, and the future of Canadian credentialing with TR professionals. As the paper 
unfolds I explore the many avenues within the TR profession that are greatly impacting 
credentialing for TR practitioners and TR practice. It is with doing so, I urge all educators and
TR practitioners alike to become aware  of the need for credentialing  as well as to fully 
understand the ways in which credentialing is becoming harder to achieve due to the 
discrepancies that lie within the TR profession.

Credentialing 

Credentialing is the umbrella term used to describe any process or mechanism which 
reviews individuals’ credentials or qualifications (Stumbo, 1986). Credentialing has potential to 
impact many practitioners and plays a critical role in TR. There has been changes on a national 
level to the structure and autonomy of an administrative board of the credentialing body; 
therefore an upgrading of standards has begun, affecting with the employability of TR 
professionals (Stumbo, 1986). An upgrade of standards plays a substantial role in the progression 
of professional status, utilization of professional titles, and the ability to obtain a higher rate of 
employability in TR in the US. A credential is “a mark of achievement and recognition which is 
conferred by a government or non-government agency which attests to attainment of a certain 
level of proficiency” (Summerfield, 1991, p.7). Possessing a professional credential is important 
for a number of reasons for both the professional and the consumer. A “credentialing program 
help[s] to define the scope of professional practice and knowledge base of the profession” 
(Summerfield, 1991, p.8), encourages practitioners to continue to seek educational and 
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professional development opportunities, and often makes practitioners more employable. 
Credentialing also verifies to employers that the professional has attained a certain level of 
prerequisite knowledge and possesses a certain skill level (Summerfield, 1991).

Therapeutic Recreation

TR is an emerging profession and, in the US, the TR profession has reached a period of 
stability, achievement, commitment and competence (Carter, Van Andel & Robb, 2003).
According to Stumbo, Wolfe and Pegg (2017), TR was not fully recognized and formalized as a 
profession until the twentieth century. In the early 1900s’, it was not uncommon to find 
individuals’ with backgrounds in social work, education and physical activity working in the 
recreation field (Marchildon, 2006). The first graduates of TR in Canada appeared in 1973 from 
the University of Waterloo and the University of Ottawa (Gilbert, 2007). According to Sullivan 
(2014), the University of Waterloo provided a TR concentration in 1972 that was primarily 
focused on diversion for people with development disabilities in health care settings. TR refers to 
the specialized application of recreation and experiential activities or interventions that promote
the maintenance and/or improvement of one’s health status, functional capabilities and,
ultimately, the quality of life of persons with disabilities (Carter et.al, 2003). Even though the 
history of TR in Canada and the US is different, the shared goal of providing client focused care 
for those facing barriers to engage in recreation, play and leisure is the same (Crompton, 2010).

In Canada, numerous professionals in the field currently have very diverse educational 
backgrounds, professional memberships (provincial, national and/or international) and even 
professional titles. These professional titles are very inconsistent across TR practice and include, 
but are not limited to, recreation therapist, life enrichment, recreation, recreationists, program 
worker, programmer, recreation programmer, program therapist, activity aide and/or even 
program aide. It is ostensible that more and more employers are using incongruous professional 
titles to suit the needs of their organization which do not adequately meet the TR standards of 
practice. The scope of practice for a recreation therapist (RT) and a recreation therapist assistant 
(RTA) is not consistently regulated; therefore, there is no title protection and, as a result, 
employers are often unaware of what is within the scope of an RT and/or RTA (Ridgway, 2013).

Existing Foundations of TR

Therapeutic Recreation Ontario

In 1999, Therapeutic Recreation Ontario (TRO) became incorporated as a unique 
standalone organization for TR professionals in the province of Ontario (Therapeutic Recreation 
Ontario, 2007).

TRO (2017) endorses the following definition of TR:

…a process that utilizes functional intervention, education and recreation participation to 
enable persons with physical, cognitive, emotional and/ or social limitations to acquire 
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and/or maintain the skills, knowledge and behaviours that will allow them to enjoy their 
leisure optimally, function independently with the least amount of assistance and 
participate as fully as possible in society. TR intervention is provided by trained 
professionals in clinical and/or community settings. 

TRO has developed a comprehensive framework including a code of ethics and standards 
of practice that holds working professionals accountable for their professional employment, 
practice and professional status.

Canadian Therapeutic Recreation Association 

According to the Canadian Therapeutic Recreation Association (CTRA) website (2006), 
TR is a profession which recognizes leisure, recreation and play as integral components of 
quality of life. CTRA defines TR as a service provided to individuals’ who have physical, 
mental, social or emotional limitations which impact their ability to engage in meaningful leisure 
experience (CTRA, 1996). CTRA was established in 1996 with the intention of creating an 
organization that could represent TR nationally. As a whole, TR in Canada is driven by each 
province and each provincial association represents TR correspondingly (Sullivan, 2014).

National Council for Therapeutic Recreation 

The National Council for Therapeutic Recreation (NCTRC) was established in 1981 as a 
non-profit, international organization dedicated to professional excellence for the protection of 
consumers through the certification of recreation therapists. The CTRS credential is offered to 
qualified individuals based on stringent requirements (NCTRC, 2016).  The NCTRC supports 
quality human service and healthcare standards and maintains recognition by the Joint 
Commission and the Commission on Accreditation of Rehabilitation Facilities (CARF). NCTRC 
provides credential verification services to employers and healthcare agencies. These services are 
encouraged by NCTRC to monitor personnel adherence to the standards of the CTRS. 
Credentialing of TR personnel began in 1956 with the establishment of the Commission for the 
Advancement of Hospital Recreation (CAHR) (NCTRC, 2016).

Credentialing in Therapeutic Recreation

Credentialing is an important element in quality of care and safety of those with whom 
TR professionals work. Credentialed employees have to demonstrate a minimal level of skill and 
training, employee accountability, and, subsequently, patient safety increases (Miller et al., 
2005).  Credentialing is an issue that many professions employ as a means of regulating practice. 
The profession of TR is no different (Stumbo, 1990). The basic purpose of regulation is to 
“establish the minimum standards required to perform professional duties and responsibilities” 
(Robertson & Long, 2008, p.35). Pearson, Fitzgerald, Walsh and Borbasi (2002) clarify; “What a 
good set of competency standards does is to provide a clear statement of what is considered to be 
important in competent performance in that profession” (p. 359). Within the nursing profession, 
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many “professions promote self-regulation through membership in order to control practice” 
(Pearson et al., 2002, p. 358). It is self-regulation that enhances public confidence in the practice 
of the profession; in turn enhancing the status of the professionals under regulation (Balthazard, 
2017). 

According to Sullivan (2014) the need for designation by employers is on a case by case 
basis. Some employers require designation in order for a candidate to be considered for 
employment. On the other hand, many organizations do not require registration nor certification 
for an entry-level TR position. In some circumstances, additional education as well as 
registration and/or certification is required to be eligible for a position. 

Registration is defined, “as the listing of individuals’ who meet some pre-established 
criteria in order to carry out their work” (Stumbo, 1986, p.1). Registration is a process by which, 
“the possession of a specific credential relevant to performing tasks and responsibilities within a 
given field is verified” (Knapp & Knapp, 2002, p.2). According to the TRO website (2017), in 
order to use the R/TRO designation, an individual must go through an application process that 
involves demonstrating TR experience, formal education, professional affiliation and 
professional contribution credits. This illustrates a positive step forward as TR professionals can 
obtain designations of R/TRO and/or R/TRO DIP. R/TRO is for individuals’ who have obtained 
a degree and therefore the R/TRO DIP is for those individuals’ who have obtained a diploma. 
(Therapeutic Recreation Ontario, 2017).  This integral movement enables TR professionals who 
are employed, but may not have adequate formal education to become certified, to sustain 
accountability for the TR profession and maintain identifiable credentials set out by TRO. At this 
current time, registration with Therapeutic Recreation Ontario (TRO) is voluntary for TR 
practitioners in Ontario, though this registration framework allows practitioners to gain 
accountability, integrity and professionalism. 

Certification is generally upheld as a stronger credential than regulation and, therefore, is 
the most common form of credentialing in TR (Summerfield, 1991) through the National 
Council for Therapeutic Recreation Certification (NCTRC) (Robertson & Long, 2008).

In Canada, “there are some provinces that require registration with the provincial TR 
association, however, there are no provinces in Canada that require licensure in TR; although 
Nova Scotia (NS) has been working towards this licensure” (Sullivan, 2014, p.26). According to 
Sullivan (2014) “registration, certification, and licensure all occurs at the individual level, 
meaning that individuals’ can seek one of these forms of credentialing depending on the specific 
requirements of their field” (p.26). The works of Greenwood (1957), Wilensky (1964) and 
Sessoms (1991) describes the importance of agreed upon knowledge bases and core 
competencies for a vocation to be considered a profession. A comparison of the field of TR in 
Canada to the US demonstrates that Canada is in the predicament that the US went through in the 
1980s’ when they were deciding which professional route to choose (Ridgway, 2013). Many 
obstacles, such as differences in opinion can weigh heavily and complicate the decision of best 
direction suited for Canadian TR professionals. The US settled this matter for themselves by 
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successfully passing the NCTRC exam as the requirement to practice as a recreation therapist 
(RT) or certified therapeutic recreation specialist (CTRS) (Ridgway, 2013). 

The process with NCTRC (2016) outlines three pathways for an applicant to be 
considered eligible to take the certification exam that, when completed successfully, entitles the 
individual to use the credential of CTRS. The first is the academic path, which involves having a 
bachelors’ degree or higher with at least 18 semester hours in TR and recreation and leisure 
studies, a minimum of 15 semester hours in TR. In addition, a candidate must have at least 18 
semester hours in the field of human services, including anatomy and physiology, human growth 
and development, and abnormal psychology, and the completion of a minimum of 14 weeks/ 560 
hours, full-time internship under the supervision of a CTRS. The second pathway is Equivalency 
Path A. To meet the standards of Equivalency Path A, an individual must possess a bachelors’ 
degree or higher, have at least 18 semester hours in TR and recreation and leisure studies and a 
minimum of 15 semester hours in TR courses, and at least five years of full-time paid work 
experience in TR to be considered eligible to sit for the exam. 

The last pathway is Equivalency Path B, which requires a candidate to have a bachelors’ 
degree or higher with at least 18 semester hours in TR and recreation and leisure studies and a 
minimum of 15 semester hours in TR courses. In addition, they must have at least 18 semester 
hours in the field of human services, including anatomy and physiology, human growth and 
development, and abnormal psychology, and one year of full-time paid work experience under 
the supervision of a CTRS.

Both R/TRO and CTRS require paid membership. TRO necessitates their members to 
collect Professional Contribution Credits (PCCs) to continually maintain their R/TRO 
designation. CTRS policy requires continuous professional education and development 
(NCTRC, 2014). Mutually TRO and NCTRC demand substantial requirements for individuals to 
keep their designations for accountability and credibility purposes to uphold maturity, 
consistency and stability within the field of TR. Finally, TRO, in accordance with their 
Registration Education Requirements (2015) allows individuals’ to have an allied degree and/or 
TR degree and still be eligible for R/TRO; however, an individual is required to have a bachelor 
degree or higher in TR in order to be eligible for the NCTRC exam. This is a disparity between 
the two organizations and a problematic area of concern for the TR profession if TR in Canada is 
to advance. 

Certification and TR Practice

In Canada, certification has been a TR topic of conversation for several years. Numerous
practitioners feel it is an integral step for the profession to protect consumers, the public, and to 
advance towards regulation and/or licensure (Sullivan, 2014). According to Stumbo (1986), 
certification is one mechanism for credentialing and typically involves the review of the 
individuals’ education and experience and may involve an examination. It is normally conducted 
by a non-governmental body and therefore any person who is not certified may not use the 



31 TRPR Journal of TRO

specified title and, therefore, certification is typically referred to as form of” title control” (p.1).
CTRA was created by the existing provincial associations and quickly began to examine the 
issue of regulation of TR in Canada. Since that time, certification has been quite controversial at 
both the provincial and national levels in Canada (Dieser, 2005). After a lengthy debate and 
careful consideration of possibilities, in 2009 CTRA and NCTRC agreed upon a partnership that 
would see the NCTRC credentials, CTRS, as the recognized standard for TR professionals in 
Canada (CTRA, 2009). Presently, there are a total of 433 CTRSs in Canada with the highest 
numbers in Ontario (133) and NS (119) (NCTRC, 2014) though these numbers are subject to 
change.  According to Statistics Canada (2011a), the population of Ontario is 13.6 million while 
NS has a population of 940, 789 (Statistics Canada, 2011, b).  This statistic is evidence that the 
numbers of certified TR practitioners are still relatively low as credentialing is not mandated 
process for Canadians.

The NCTRC accepts the completion of a bachelor degree or higher from Canadian 
Universities but their credentials must match the NCTRC certification pathway requirements to 
be eligible for this designation. This creates much controversy from a national perspective; as 
there are many practitioners whose current qualifications do not meet NCTRC eligibility 
requirements (Sullivan, 2014). Fundamentally, certification is a reputable step for Canadians 
who have access to achieve their certification from the United States. However, as a point of 
concern for Canadians, it should be noted that, with the adoption of a CTRA-NCTRC 
partnership, TR in Canada may follow the American model and create a truly American-like 
profession of TR with a foundation built on turmoil and conflict resulting, just like in America, 
in a profession that is divided and turbulent (Dieser, Sullivan & Ostiguy, 2011).  

The Future of TR

Regulatory bodies have a service to uphold by promoting and protecting the publics’ 
interest by reducing, supressing, mitigating and/or eliminating potential harms to the public 
stemming from the practice of the profession on the part of their members (Balthazard, 2017). In 
exploring the rationale behind the primary need for a regulatory body, Pearson et al. (2002)
found it is not only to ensure the safety of the public, but to hold practitioners responsible for the 
maintenance of adequate standards of service to the public. According to Sullivan (2014), it is 
imperative that TR be acknowledged and better understood by the general public; it is equally 
critical that all those practicing TR in Canada are moving in the same direction. The 
inconsistences of professional titles due to TR being unregulated in the Canadian health care 
system needs to be rectified as they evoke unfair judgment of the profession by the public; which 
in turns perpetuates the perception that TR is not equal to other health care professions. As a 
profession, we should acknowledge the work TRO has done to help push the profession forward 
in Ontario. TRO has made immense developments in identifying specific identities through their 
registration process. It is advised that TRO collaborate with other professional organizations to 
unify designations across Canada and provide this information to employers for credibility, 
accountability and stabilization purposes for the field of TR.
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Velde and Murphy (1994) wrote about the future of TR in Canada and noted two 
concerns: 1) that a national association would prematurely push for a unified identity through 
certification and 2) that Canada will adopt US philosophies without creating one that is unique to 
Canada. It seems fair to say that, in some regards, this has happened as demonstrated by the
Canadian Therapeutic Recreation Association (CTRA) forming a partnership with NCTRC.
Sullivan (2014) states, 

…Canadian students are required to study American legislation and history for the 
certification exam and furthermore, certification does not fully recognize the delivery of 
TR services within Canada and does not offer any form of regulation for diploma trained 
TR practitioners, a large group in the TR profession in Canada (p.32).  

According to Dieser (2013), the paramount lesson learned from the historical development of TR 
in the US, which all global TR professionals should never forget is: 

the US profession of TR was strongest when unified, and, in order to develop and 
advance the profession of TR, leadership must remain unified or it may become like 
the US profession, which compared to the other applied health professions is a fragile 
profession due to inner conflict (p. 310).

If these slight inconsistencies and influences continue to arise; it will only lead to more 
confusion in the direction for which TR is going for Canadians. 

As a future recommendation, I will argue that it is every ones’ duty - TR practitioners, 
educators, students, and scholars alike - to continue to advocate for TR and to be aware of where 
we are headed. It is our duty to continuously promote, advocate and further develop critical 
insight into enabling credentialing as a possibility for all Canadian TR professionals. I will argue 
that there needs to be consistency in all areas to help with further stabilization of the field. 
Credentialing has been a debatable discussion between Canada and the US and but, more 
importantly, as a topic that carries so much value, weight and insight it is worth being discussed 
analytically. 

In summary, credentialing will remain a topic of foremost discussion in relation to the 
future directives of TR in Canada. It is with great hope that this paper provided critical insight to 
the need for credentialing, specifically from a Canadian perspective. It is with great intention that 
the insights in this paper draw attention to the TR profession and awareness of the shortcomings 
and instabilities that are inhibiting the growth of TR. We need to stand unified and strong to 
advocate for the TR profession, to understand fully what TR is before imagining how the 
profession might be improved to become something even better.
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Writing the Blues: A Music Workshop Designed to Foster Creativity and Well-Being

Practice Paper

Katie DuTemple and Erin LeDrew

Abstract

This article is about a music workshop that was created by Katie DuTemple, a singer/songwriter
volunteer, and is facilitated with Erin LeDrew, a certified therapeutic recreation specialist
(CTRS) at the Centre for Addiction and Mental Health (CAMH). Consistently this workshop has
been one of the highest attended group sessions on the Medical Withdrawal Services Unit
(MWSU) within CAMHs’ Acute Care Program. The music workshop starts with education about
the blues as an art form, and how to construct a traditional blues song. Through collaborative
efforts participants create lyrics, which are then sung by the volunteer, which creates a powerful
impact for the participants. This workshop has generated tremendous therapeutic benefits to the
participants who attend, including a new coping strategy, a creative outlet and an increased sense
of self-efficacy. Participants are able to use the techniques provided in the workshop to write
lyrics and poetry; to journal creatively and to think about difficult topics in a productive way.
Most importantly this workshop teaches participants new skills to cope and manage stressors in
their life, which is crucial in successful recovery from mental illness and addiction. This
workshop can be replicated and offered in many different settings within the health care field. It
offers a new strategy for therapeutic recreation (TR) practitioners to help people use creative
expression as a therapeutic tool. Benefits of this workshop include: increased self-esteem,
connection to creativity and community, and increased awareness of potential triggers.

Keywords: addiction; coping skills; creative expression; mental health; recovery
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Katie DuTemple was born in Montreal and raised in Toronto, Istanbul and Prague. She
discovered a love for singing while living abroad. Upon returning to Toronto, Katie honed her
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Music. She has been an in demand singer/songwriter and educator for the past 10 years in
Toronto.
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Erin LeDrew is a CTRS working at CAMH for the past eight years. She has worked in many
areas of the hospital including the Complex Mental Illness program and the Acute Care
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acute phase of recovery. She is dedicated to helping those in recovery find their passions.
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Writing the Blues: A Music Workshop Designed to Foster Creativity and Well-Being

Introduction

The Centre for Addiction and Mental Health (CAMH) provides client-centered care for
those living with mental illness and addiction (CAMH, 2012). More specifically, on the Medical
Withdrawal Services Unit, the staff of doctors, nurses, social worker and certified therapeutic
recreation specialist (CTRS) work to offer education about healthy lifestyles and living in
recovery. The music workshop is one of the highest attended group programs on the unit. This
group has also contributed excellent feedback from participants. The feedback was collected in
different forms, including discussion at the end of the session, as well as an anonymous
questionnaire circulated after attending the workshop.

The workshop is run once a week by Katie DuTemple, a volunteer singer/songwriter in
the community in collaboration with Erin LeDrew, a CTRS working in the hospital. The program
has been running since 2013. The group session is approximately one hour long and provides
participants with a group session to engage in creative expression, specifically songwriting, as a
meaningful outlet in their recovery. The workshop is focused on the blues, an African American
art form (Kerman &Tomlinson, 2012). First, the participants listen to blues music and are taught
a brief oral history of the genre by DuTemple. Second, the group brainstorms topics and themes
they are facing in their current lives which they are willing to write about. Third, songs are
constructed into lyrics of a 12 bar blues. Lastly, the lyrics are sung by DuTemple for the group,
which presents the final product in a soothing and healing way. This allows clients to connect
with each other based on mutual experiences, which is of huge benefit to their sense of belonging
(Kelly, Humphreys, & Yeterian, 2014). Further, this workshop provides a path to process
individual feelings and connections to both the lyrics and other individuals in the group. In
addition to bringing a sense of community and unity for the individuals that participate, it also
acknowledges that their experiences are universal. The importance of providing opportunities for
connection during recovery have been noted in numerous studies and literature about addiction
(Kelly, Humphreys, & Yeterian, 2014).

This program is an important part of client recovery because it provides a safe space for
exploring difficult feelings and emotions. A safe space is necessary in order for individuals to be
vulnerable, examine their experiences, and to feel comfortable sharing their ideas (Stumbo &
Peterson, 2009). It also challenges preconceived notions that only certain people are creative, and
gives the participants a sense of accomplishment.

Structure of the Workshop

The purpose of the workshop is to offer individuals a creative opportunity to explore
difficult feelings and emotions as a healing part of their recovery journey. This program gives
participants different tools, such as self-expression through writing and brainstorming as a way
to cope and manage stressors in their life. It also touches upon mindfulness, as clients are
required to examine their feelings in the present moment and use those feelings as their
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inspiration for crafting lyrics. The workshop is run in a group setting; it can be facilitated with as
few as three people and has been conducted with as many as 20.

As an introduction, participants share their names and their connection to music, which
include a variety of answers such as their musical ability, preference in music or how music fits
into their life. Once everyone has shared, three musical excerpts are played. All three are
examples of a 12 bar blues, though they are each part of a different genre of music; one example
is a traditional blues, the other two are soul and punk rock. The group then discusses any
similarities that can be found between the examples, whether it be lyrical or musical. Once the
discussion on the similarities between the three examples has concluded, the group relates those
experiences to their own lives and those experiences and feelings are written down on a
whiteboard. Participants will name at least 20 different emotions, situations or themes that they
personally identify with and those are recorded on a white board. During brainstorming
individuals often identify many similar concepts and a sense of unity emerges that helps them
feel connected to each other. Every idea is encouraged and written down on the board. Once a
comprehensive list has been chosen, the group will collectively pick three or four main ideas
from the list that best represent how they are feeling in the present moment.

The next objective is to take one of the chosen themes and turn it into a sentence that
best describes their experience with that emotion or situation. For example, one group used the
concepts of isolation and pain to come up with this first line “I’m so isolated the pain makes me
feel like quitting” (see Appendix A). Once the first line has been written, in 12 bar blues form
(Kerman & Tomlinson, 2012), that line is repeated to create the second line. For the third line,
the last word in the first line needs to be rhymed with. Participants brainstorm words that rhyme
with the last word of the first line (in the case of the example, any word that rhymes with
“quitting” will suffice) and shape a final line to compliment the first line, which completes the
verse. Going back to our example, the last line was collectively written as “Maybe there’s
something I’m not admitting.” The final product is therefore:

I’m so isolated the pain makes me feel like quitting
I’m so isolated the pain makes me feel like quitting
Maybe there’s something I’m not admitting

The resulting verse is sung by DuTemple, which creates a beautiful song (see Appendix
A). Once the song has been sung, the group discusses the emotional impact of the song, the
universal emotions and themes explored during the workshop, and the empowerment
songwriting can provide, especially if one doesn’t consider themselves musical or creatively
inclined. Finally, participants discuss the workshop as a whole and ask any questions they might
have, including inquiring about the creative process, using the blues format going forward, or
any other general topics (for sample workshop outline, see Appendix B). They are also given an
anonymous survey about the workshop that they have the option of filling out to provide the
facilitators with their thoughts, as well as areas for improvement (see Appendix C).
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Goals and objectives for the program include improving participants’ socialization as
well as an increased sense of unity and self-efficacy. These goals will be achieved through
identifying multiple emotions evoked by common themes and creating sentences that describe
those emotions.

Participant Experience and Feedback

Two methods of evaluation are used in this workshop. The first method is a question and
comment period at the end of the session where feedback is welcome. Questions during the final
discussion include individual thoughts or criticisms of the workshop, whether the workshop is
helpful in recovery, their thoughts on facing emotions and situations in their lives, and if there
should be similar classes on the unit. The second method is a survey that aims to look at the
improvement of participants’ moods, their interest in programs similar to this one and an open
comment section for any other ideas they may have (see Appendix C). The surveys are
anonymous and confidential (Stumbo & Peterson, 2009).

Participant experiences have been overwhelmingly positive. One of the participants said
this about the workshop, "Loved it, amazing creative expression and amazing instruction" (see
Appendix D). Through discussion at the end of the workshop, many participants have expressed
their desire to continue writing lyrics or to journal using the lyrical format provided. Some
individuals have opened up about their creative lives pre-recovery and have shared that this
workshop has rekindled their desire to reintegrate music, art, dance or writing back into their
lives. Gleaned from the questionnaire conducted at the end of workshop, 64% of participants
noted a positive change in their mood - 100% said they would attend a similar workshop and
95% found it helpful to their recovery (see Appendix D).

Several individuals also expressed a desire for more programming in the hospital that
provided healing in a different capacity than the traditional means offered. Several others
appreciated the variety of programming that the workshop provides on the unit. Another
participant expressed it as such: "great voice and good distraction from the monotony of our day
and helpful distraction to get out of my head." Several other participants came to the same
workshop for a second week in a row in order to experience it an additional time. Others wanted
further instruction on songwriting and creative writing.

Some participants spoke positively about the supportive environment that the workshop
created, which is central to its success. One participant had this to say about the power of the
environment:

I have had inability or perhaps a fear to release 20 years worth of
emotion, but somehow your class and the therapeutic use of music
broke the dam and let me stress not in a sad or melancholy way. Rather
a gentle creative way. Where I also felt like I had contributed, a wee bit,
in building something really cool! Thank you so much for that. It felt
huge.
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This is a notable example of the power that music can have and shows the potential impact of
participating and contributing to a creative endeavor. In addition to these experiences, several
participants express at the beginning of the workshop that they don’t view themselves as
musically inclined or creative people. This perception is challenged by the workshop itself, as the
entire group contributes to the creation of lyrics and a song. We, as facilitators, highlight the
benefits of everyone’s involvement in the creative process during the discussion at the end of the
workshop. In response to our questionnaire, 95% of participants noted that they learned
something positive about themselves (see Appendix D).

Benefits of the Workshop

There are many studies that suggest creative expression is a healthy outlet for emotions
and is also a constructive way to navigate the recovery journey (Fausek-Steinbach, 2005).

This program could be replicated and taught in many different settings. For example, this
program would be beneficial in other addiction facilities, and could be applicable to any
community outpatient settings as well. In the MWSU, there can be individuals ranging in age
from 22 to 84 years old. Since CAMH is a government hospital, anyone with a valid Ontario
Health Insurance Plan (OHIP) card can access its services. CAMH is located in the west end of
downtown Toronto. Within the hospital you will find individuals of many different socio-
economic backgrounds and many different generations of Canadians. The gender is also varied,
however according to the Canadian Centre for Substance Use and Addiction, more men than
women access health services treatment (Canadian Centre for Substance Use and Addiction,
2015). Due to the varied population of the MWSU, we can therefore conclude that our
songwriting workshop would be suitable in a number of environments and community settings.

The group setting is also beneficial because it allows for many different kinds of
participant engagement. While the workshop requires some active participation, individuals can
also listen to the discussion or create lyrics on their own while the group is being conducted. This
goes for after the session as well, since many participants identify wanting to continue to try this
new skill on their own. This, in turn, accommodates many different kinds of personalities and
comfort levels.

Some of the most valuable feedback both authors have received cannot be accurately
captured in a written form. This is because so many of the facial expressions individuals bring to
the group are not the same they leave with. The expressions of surprise, hope, belief, trust, and
gratitude are among the best benefits we see on the faces of participants. It is hard to put words
to the feelings you get when you see someone believe in him or herself again. As health care
workers we ultimately want the individuals we work with to find health and well-being. The
main benefits of this workshop include new coping skills to manage emotions of everyday life,
an increase in self-esteem and self-efficacy, and overall feelings of health and well-being.
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Limitations

Some challenges incurred in implementing the program include an inability to follow up
with some participants due to the admission structure of the hospital. Every week there is often a
new set of individuals and therefore we are unable to see if previous participants have
implemented the coping skills provided by the workshop. Furthermore, we are unable to offer
additional workshops that could build on the tools provided in the initial workshop. Reduced
number of patients on the unit and limits from their illness also contribute to reduced availability
of the workshop. Language limitations can also be a barrier in providing the workshop;
participants have varying degrees of literacy and fluency in English.

As discussed earlier, this workshop can be beneficial in a group setting, but that also has
its restrictions. Individuals that prefer solo work may be discouraged and less likely to
participate. Furthermore individuals who are suffering anxiety might tend to isolate and continue
this behaviour while admitted to hospital (Tsanos, 2014). The different side effects that
individuals can face when on new medications can also impact participation levels. Individuals
with depression may find it hard to get motivated to participate. All these types of factors are
almost impossible to control for and therefore is a major challenge to our experiences.

Limitations of the survey include the sample size; there have been only 19 participants in
the survey to date, which is small. There is also a short amount of time to fill out the survey at
the end of the workshop, which means that it is restricted to the length of a single page and must
take no more than five minutes to fill out. A more comprehensive survey would no doubt be
more beneficial. Adult literacy continues to be a factor, as well as varying language
backgrounds. These have an impact on the success of the survey, and as mentioned above, the
workshop as a whole.

Conclusion and Next Steps

To further the scope of the workshop, an application to the Ontario Arts Council’s Artist
in Community and Schools Projects grant program will be completed with the hopes that we will
be able to reach more people and organizations. We are also developing a four installment series
of lyric writing workshops so that this program can occur weekly in a 30-day recovery program.
This would allow expansion on topics introduced during the initial blues writing class, as well as
an opportunity to mark the progress of participants. Furthermore, displaying or performing the
work (while respecting confidentiality of the participants), is something that is being considered.

The value this workshop brings to participants during recovery and the sense of
community it creates are remarkable. Several participants mentioned their increase in mood (see
Appendix D). Many others felt like the opportunities provided, including creative brainstorming,
identifying rhyming structures and crafting lyrics, gave them a new perspective on how to
process the events in their life. They were able to use those scenarios to create powerful and
poignant art that is extremely relatable (see Appendix A). Most importantly, participants felt
inspired and wanted more programming similar to this workshop. It is our hope that we can
expand upon this workshop to create a more comprehensive curriculum that can be shared with
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other practitioners so that a wider audience can benefit from this program. The results are too
good to pass up.
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Appendix A

Blues Lyrics Written by Participants

Oct 16, 2014
He went away, and he’s not coming back
He went away, and he’s not coming back
All he wanted was love, but that’s something I lack

I feel powerless over this thirst
I feel powerless over this thirst
When will I ever come first?

Don’t wanna leave this earth, broken down and hooked
Don’t wanna leave this earth, broken down and hooked
I feel in the game of life, I’ve been nothing but rooked

Nov 6, 2014
I feel so powerless over this addiction
I feel so powerless over this addiction
Sometimes I just can’t take all this friction

When will this roller coaster end?
When will this roller coaster end?
My poor body needs to mend

Dec 11, 2014
I’m hungry and lonely, shame left me broken
I’m hungry and lonely, shame left me broken
There are words that I’ve never spoken

Dec 18, 2014
You left me all alone, baby
You left me all alone, baby
I’m scared without you and it’s driving me crazy

I’m misunderstood and angry
I’m misunderstood and angry
I can’t see it through, just want to be free

Jan 29, 2015
I got a call today saying I’m denied
I got a call today saying I’m denied
They said on my application I lied
That took away my pride
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I’m angry and frustrated and my hurt won’t go away
I’m angry and frustrated and my hurt won’t go away
I think it’s time for someone to pay

Feb 5, 2015
I’m in so much pain right now, cause I think I destroyed my life
I’m in so much pain right now, cause I think I destroyed my life
My baby won’t come back and it cuts me like a knife

Feb 12, 2015
I’m so frustrated with my addiction
I’m so frustrated with my addiction
My life is like fiction, it causes so much friction

I feel shameful for what I’ve become
I feel shameful for what I’ve become
My addiction has made me numb

Mar 5 2015
I’m losing my hope and I don’t want to see anyone
I’m losing my hope and I don’t want to see anyone
Is it because there’s no sun?
Right now life feels like no fun
This horrible feeling makes me want to run

Mar 12, 2015
I have finally admitted my weakness, I have hope for change
I have finally admitted my weakness, I have hope for change
I’m not sure how to do this but it sure feels strange
I’m not sure how to do this but I don’t want to change
I’ve tried so many times but I can’t change

Apr 23, 2015
I’m feeling so raw
I’m feeling so raw
I’m so vulnerable, this is my last straw
Where is the love to hear my flaw?

Apr 30, 2015
I’m so isolated the pain makes me feel like quitting
I’m so isolated the pain makes me feel like quitting
Maybe there’s something I’m not admitting

May 14, 2015
It’s hard to find purpose in my life
It’s hard to find purpose in my life
I’m fighting through all this strife
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You keep telling me what I’ve done wrong
You keep telling me what I’ve done wrong
You stole my trust and now it’s gone
I just want to get back to being strong

Oct 29, 2015
The shame I feel won’t leave me alone
The shame I feel won’t leave me alone
Ain’t got no purpose here or at home
So numb I can’t feel it in my bones
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Appendix B

Sample Blues Workshop

Setting and group

� Group/Age demographic: Substance abuse group. Can be used in other groups with a
variety of ages.

� Group size: 3-20

Description
A songwriting workshop about the 12 bar blues and the theme of hardship. Participants will write
12 bar blues lyrics as a group and the educator will recite or sing the final lyrics.

Materials

� Sound system (or laptop/ipod and speakers)
� Paper
� Whiteboard
� Pens/pencils
� 3 song examples of the blues
� Sample lyrics from sample songs to handout

Introduction (10 mins)
Go around the room and have everyone introduce themselves with their name how they feel
about music.

Listening Activity (15 mins)
Hand out lyric sheets to participants. Play two minute clips of three blues songs. Brainstorm
similarities between examples. Facilitator will write down participant answers on whiteboard.

Follow up with discussion introducing that these songs are all 12 bar blues songs. Evaluate
common themes, emotions and musical elements expressed in the songs.

Discuss:

� Brief history of 12 bar blues. The origins of blues music come from African American
slaves in the early twentieth century. Blues is a vocal form and evolved from a call and
response style of singing usually found in the South of the United States and linked with
struggle.

Writing the Blues (25 mins)
Using the main theme of hardship, have participants brainstorm different forms of hardship out
loud. Facilitator will write every idea on the white board.
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From the large list of idea of hardship, pick two or three ideas that will be the theme for the
blues.

Explain the structure of the blues:

� A blues is comprised of verses.
� A verse has three lines – the first two are identical. They are a statement of either a

situation or description of emotion. The third line is the resolution of the first two.
� The last word of each line rhymes.

Facilitator will use an earlier song as an example for the finished product. Help participants write
a blues verse together as a group.

Recite the verse for participants. For a more powerful ending, sing the verse with an improvised
melody.

Closure (10 mins)
Explain to participants that this workshop is intended to give them a creative way of looking at
hardship, to create something positive out of potentially destructive emotions. It also helps
dispels any preconceived notions participants may have about themselves by not being creative
or musical – anyone can create. Questions or comments may be taken at this time.
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Appendix C

Blues Songwriting Workshop Questionnaire

Please take a few moments to give us your thoughts. Note your feedback is completely anonymous.

On a scale of 0 to 5 how did you feel before participating in the Music Workshop? (0 being the
worst and 5 being the best)?

Terrible

0

Bad

1

Poor

2

Fair

3

Good

4

Excellent

5

On a scale of 0 to 5 how did you feel after participating in the Music Workshop? (0 being the worst
and 5 being the best)?

Terrible

0

Bad

1

Poor

2

Fair

3

Good

4

Excellent

5

I felt engaging in this Music Workshop improved my mood.

Strongly
disagree

0

Disagree

1

Somewhat
disagree

2

Somewhat agree

3

Agree

4

Strongly agree

5

I would attend another workshop similar to this one.

Strongly
disagree

0

Disagree

1

Somewhat
disagree

2

Somewhat agree

3

Agree

4

Strongly agree

5

This workshop was helpful for my recovery.

Strongly
disagree

0

Disagree

1

Somewhat
disagree

2

Somewhat agree

3

Agree

4

Strongly agree

5

I learned something positive about myself today.

Strongly
disagree

0

Disagree

1

Somewhat
disagree

2

Somewhat agree

3

Agree

4

Strongly agree

5

Additional thoughts or comments:
_____________________________________________________________________________________
_____________________________________________________________________________________
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Appendix D

Survey Data and Results

1. On a scale of 0 to 5 how did you feel before participating in the Music Workshop? (0
being the worst and 5 being the best)?

0 - Terrible 1 - Bad 2 - Poor 3 - Fair 4 - Good
5 -
Excellent Total

2 0 1 6 3 2 14

14% 0% 7% 43% 21% 14%

2. On a scale of 0 to 5 how did you feel after participating in the Music Workshop? (0
being the worst and 5 being the best)?

0 - Terrible 1 - Bad 2 - Poor 3 - Fair 4 - Good
5 -
Excellent Total

0 0 2 1 4 7 14

0% 0% 14% 7% 29% 50%

Improvement of mood? This was determined through
an increase of mood from Q1 to Q3

Yes No No Change Total

9 2 3 14

64% 14% 21%

3. I felt engaging in this Music Workshop improved my mood.

0 - Strongly
disagree

1 -
Disagree

2 -
Somewhat
disagree

3 - Somewhat
agree

4 - Agree 5 -
Strongly
agree

Total

0 1 0 3 8 7 18

0% 6% 0% 17% 44% 39%
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4. I would attend another workshop similar to this one.

0 - Strongly
disagree

1 -
Disagree

2 -
Somewhat
disagree

3 - Somewhat
agree

4 - Agree 5 -
Strongly
agree

Total

0 0 0 2 5 12 19

0% 0% 0% 11% 26% 63%

5. This workshop was helpful for my recovery.

0 - Strongly
disagree

1 -
Disagree

2 -
Somewhat
disagree

3 - Somewhat
agree

4 - Agree 5 -
Strongly
agree

Total

0 0 1 5 5 8 19

0% 0% 5% 26% 26% 42%

6. I learned something positive about myself today.

0 - Strongly
disagree

1 -
Disagree

2 -
Somewhat
disagree

3 - Somewhat
agree

4 - Agree 5 -
Strongly
agree

Total

0 0 1 5 5 8 19

0% 0% 5% 26% 26% 42%

Total participants: 19

Data collected between April 12-June 30, 2017

Comments:

"Thank you I learned a lot and it raised my spirits."

"Great voice and good distraction from the monotony of our day and helpful distraction
to get out of my head."

"Gorgeous voice very talented"
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"I haven't played music since I started using and it made me sad."

"This is an amazing program."

"I'm going to be singing the BLUES!"

"Katie has a great voice."

"I like the fact everyone as a team participated but for recovery I didn't feel it helped
much. The girls were amazing though and appreciate their time."

"Loved it, amazing creative expression and amazing instruction."

"Thank you, more workshops like this please."

"I have had inability or perhaps a fear to release 20 years worth of emotion, but
somehow your class and the therapeutic use of music broke the damn and let me stress
not in a sad or melancholy way. Rather a gentle creative way. Where I also felt like I
had contributed, a wee bit, in building something really cool! Thank you so much for
that. It felt huge."
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Aerial Arts for Post-Traumatic Stress Disorder
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Sarah Pomper
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Abstract

Post-Traumatic Stress Disorder (PTSD) as it relates to the Canadian Armed Forces is a common 
and devastating outcome of service. Recreation Therapists (RTs) help with re-integration by 
assessing a client’s strengths and needs through a strength-based approach. I am developing a
physically and cognitively challenging high-intensity therapeutic recreation exercise and creative 
arts programs using aerial arts (circus acrobatics) for veterans and active service members 
including those with PTSD. Aerial arts have characteristics that offer the most potential to 
provide both the aerobic and resistance benefits of stress reduction and research also indicates a 
reduction in hyperarousal and overall PTSD symptoms, especially with regular practice. Aerial 
arts are well-aligned with the intensity and challenge that veterans and active service members 
appreciate. Veterans with PTSD, including those who engage in risk-taking behaviours can 
benefit from high-intensity sports in their transition to civilian life “because such sports reflect 
the military culture of athleticism and patterns of engagement that involve physical, and 
psychological challenges.” 

Keywords: aerial arts, anxiety, depression, high-intensity sport, PTSD/PTSI, therapeutic 
recreation, veterans and service members

______________________________________________________________________________

Sarah Pomper reduced her PTSD by aerial arts, which she has practiced for 7 years now. This 
motivated her to study Recreation Therapy and her research suggests aerial arts may reduce 
PTSD. At Invictus Games 2017, she helped veterans and active service members with 
competition preparation, which encouraged her to develop a Therapeutic Recreation Aerial Arts 
program for their PTSD.
Contact: Sarah Pomper
(email) spomper@gmail.com
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Aerial Arts for Post-Traumatic Stress Disorder

Introduction

Post-Traumatic Stress Disorder (PTSD) as it relates to the Canadian Armed Forces is a 
common and devastating outcome of service. Between 2002 and 2013 the rate of PTSD 
dramatically increased in the Canadian Armed Forces’ regular (full-time) force members 
deployed to Afghanistan. The percentage of female regular force members who reported 
symptoms of PTSD was almost double (8.8%) to that of their male counterparts (4.7%) in 2013
(Pearson, Zamorski, & Janz, 2014). PTSD was twice as high in 2013 (5.3%) compared with 2002 
(2.8%) for all regular force members, and the long term effects are felt by 11.1% (Pearson et al., 
2014). The percentage of PTSD cases is likely much higher than reported due to a strong stigma 
associated with mental illness (Galloway, 2016). Service members are concerned about potential 
social consequences and are uncomfortable with seeking help (Ouimette et al., 2011). Canadian 
Forces medically releases members who are diagnosed with mental and/or physical illnesses, and 
more than 1,900 members were released in 2014, which was a 52% higher rate than the year 
prior (D’Aliesio, 2015). One U.S. study found veterans feel they are perceived as “violent,” or 
“dangerous,” and even “responsible for having PTSD” (Mittal et al., 2015). Some veterans have 
persistent difficulties with re-integration into their societies, which might not be resolved without 
intervention (i.e., therapy) (Sayer et al., 2015).

Recreation Therapists (RTs) help with re-integration by assessing a client’s strengths and 
needs through a strength-based approach. This approach to therapy focuses on strengths, as 
opposed to deficits or diagnosis, with a firm belief in the capacity for any individual to make a 
positive change. Therapeutic Recreation interventions address the physical, cognitive, emotional 
and social well-being of individuals to achieve optimal health and quality of life through 
meaningful participation (Therapeutic Recreation Ontario, 2017). Therapeutic recreation 
practices that help veterans and active service members include adaptive kayaking (Scherer, 
Gade, & Yancosek, 2013), fly-fishing (Mowatt & Bennett, 2011), river rafting (Dustin, Bricker, 
Arave, Wall & West, 2011), yoga, mindfulness, and sports and recreation interventions for 
couples (Bennett, Lundberg, Zabriskie & Eggett, 2014). I am developing physically challenging 
therapeutic recreation exercise programs using aerial arts for veterans and active service 
members including those with PTSD. The following section describes aerial arts, its reviews, and 
a sample of exercises.

Literature Review

Aerial arts

Aerial arts are athletic practices derived from the circus (Womack & Bowman, 2017).
Aerialists do challenging climbs, poses and acrobatics using the silks (also called aerial fabric or 
tissue), trapeze (static or dance), rope (also called corde lisse), hoop (also called lyra), and other 
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apparatuses (B. Copes, Personal Communication, May 23, 2015). Aerialists use their strength 
and cognitive abilities to produce artistic routines that emulate dance in the air (Womack & 
Bowman, 2017).

Benefits and disadvantages of aerial arts

Participating in aerial arts provides the benefits of aerobic and resistance physical 
activity, and stress reduction (Rosenbaum, 2015). A physically similar activity, bouldering, has 
shown evidence of therapeutic benefits for individuals with anxiety and depression (Luttenberger 
et al. 2015). Aerial arts are also creative expression practices as movements are coordinated to 
music, and new motor patterns are explored. Positions and unique poses can often produce new 
or precarious feelings encouraging participants to go outside their comfort zone, and they may 
experience positive feelings that have not been available before (Shafir, 2016). 

Aerial Arts as a recreational activity is growing in popularity, and its use as a therapeutic 
practice shows promise. Social Circus Circle (SoCirC), a Toronto, Ontario organization uses 
aerial acrobatics to help empower at-risk youth and young adults (SoCirC, 2017). An 
Argentinian circus artist, Pitu Blazquez, teaches integrated adapted aerial arts classes in South 
America including individuals with physical, developmental and sensory disabilities (Moreno, 
2016). Kingston, Ontario aerialist Erin Ball, who lives with double lower leg amputations, 
teaches silks, rope, trapeze and hoop by modifying climbs and adapting positions and different 
spotting techniques (Ball, 2017). Aerial arts are highly adaptable, which is important for working 
with veterans with comorbid psychological, physical and/or sensory conditions (Babsonet al., 
2015). Individuals with cognitive impairments can participate with the aid of visual reminders 
and prompting (D. Cotterel, personal communication, August 30 – September 30, 2015), while 
visual and tactile instruction styles can be adapted to accommodate sensory impairments. 

There are many different ways to use the apparatuses and adjust positions for an 
individual’s level of ability (Ball, 2017). Aerial arts also provide opportunities for partner and 
group work (J. Galligan, Personal Communication, December 30, 2017). In a PTSD relationship 
study, veterans who engaged in leisure with their spouse “tended to have more satisfaction in 
their marriages and increased spousal understanding” (Bennett, Lundberg, Zabriskie, & Egget, 
2014, p. 78). 

The potential disadvantages of aerial arts include the requirement to have upper body 
strength to climb and hold poses. It takes individuals different amounts of time to build and 
maintain the strength and cardiovascular fitness necessary to get in the air (Richardson et al., 
2005). It takes determination to build strength and improve dexterity on the apparatuses. It is also 
important to ensure participants are not being under challenged or overstrained (Luttenberger et 
al., 2015). A high degree of concentration and ability to multi-task is required to maintain safety 
in the air at heights that can potentially cause severe injury (Luttenberger et al., 2015). New 
moves must first be practiced close to the ground until participants are able to demonstrate them 
without assistance (Ball, 2017). Participants need to be mindful as they execute movements on 
an apparatus and “balance the natural state of fear with knowledge based on personal capabilities 
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and technical expertise” (Brymer & Oades, 2009, p. 123) to avoid distractive sensations and 
actions. Additionally, it cannot be dismissed that this activity requires specialized knowledge, 
equipment and venue specifications, and may be hard to implement in some venues due to 
liability concerns (Rempel, L., Personal Communication, March 12, 2018).

Risks/barriers of participation

Engaging in aerial arts is an activity that involves significant risk. It is important to be 
aware of each individual’s strengths, required adaptations to body and apparatus, and
communication needs in combination with physical, psychological, cognitive, or sensory issues. 
There is a possibility that injury will occur with unclear instructions, or if instructions are not 
followed during the learning process (D. Gonsalves and J. Galligan, Personal Communication, 
October 20, 2012 – December 31, 2017). Muscle injuries can occur if not properly engaged 
during acrobatic or flexibility movements. For potential participants with PTSD, having a 
hyperarousal issue is the most common barrier to physical activity participation due to the 
physiological symptoms of sweating, elevated heart rate, and dizziness that can occur during 
exercise, which are symptoms associated with panic. Participants with a hyperarousal issue
might then have low self-confidence and reduced motivation to engage in physical effort of this 
nature (Luttenberger et al., 2015).

Aerial Arts is not suitable for clients with injuries and illnesses such as communicable 
diseases, “acute suicidality, psychosis, or a strong medical contraindication against sport as 
determined by their GP or psychiatrist” (Luttenberger et. al, 2015, p. 3). Muscle strain, bruising 
and burns from fabric and rope are also possible, and there is a risk of a falling with 
compromised awareness or improper technique (D. Gonçalves, Personal Communication, July 
22, 2014 – December 20, 2017). To be safe in the air, a high level of awareness and focus is 
required.

PTSD

PTSD occurs in some people who have been directly exposed to traumatic situations 
including: experiencing the threat of death or serious injury, experiencing or being threatened 
with sexual assault, or by witnessing such trauma; learning of a family member or close friend 
having experienced such trauma; or indirectly through exposure to aversive details of trauma
associated with professional duties (medics and first responders). The DSM-V categorizes PTSD 
under four symptom clusters: re-experiencing, avoidance, negative thoughts and feelings, and 
hyperarousal (American Psychiatric Association, 2013). Re-experiencing can include intrusive
unprovoked trauma related thoughts (flashbacks), or dreams or nightmares of the trauma. 
Avoidance can include avoiding trauma related stimuli, such as experiences or places that remind 
individuals of the event, and can also include emotional numbing and withdrawal (Bennett, 
Lundberg, Zabriskie & Egget, 2014). Hyperarousal has many symptoms including anxiety, 
difficulty sleeping, hypervigilance, and difficulty with concentration and memory. In addition,
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many individuals with PTSD are physically inactive and have lower cardio-protective fitness 
(LeBouthillier et al., 2015).

At the Invictus Games training camps, I observed many participants experiencing PTSD 
triggers due to environmental factors. These severe emotional responses occurred in crowds, 
among crying babies and children, at airports, on airplanes and buses, and at training events. At a
swim practice, there was a teen swimming competition and the noises from the beeping and the 
crowd led one participant to react with physical aggression by uncontrollably punching things. 
Another participant had a severe panic attack and lost consciousness before boarding a plane to 
return home. A handful of Team Canada participants had service dogs that were trained to warn 
when someone approached from behind, and to relax participants during elevated anxiety. 
Several participants isolated themselves from interacting with others. 

Aerial arts and PTSD

My interest in developing a Therapeutic Recreation Aerial Arts program for veterans and 
active service members with PTSD is from my personal experience living and training with the
veterans and active service members during the Invictus Games. I witnessed transformations and 
heard many stories. Some spoke of, “Letting [their] anger out in sport… the goal is what drove 
me… I’m into anything that can distract me from my anxiety.” These stories confirm the 
persistence of PTSD symptoms, and especially hyperarousal (Caddick, 2015). Based on
Rosenbaum et al. (2015), aerial arts have characteristics that offer the most potential to provide 
both the aerobic and resistance benefits of stress reduction (Rosenbaum et al., 2015). Although 
“conclusive evidence has not defined exercise as a key component of the treatment of PTSD”
(Rosenbaum et al., 2015), studies in aerobic exercise have shown that “participants may gain a 
sense of accomplishment, benefit from a brief reprieve from everyday anxiety, experience 
behavioral activation, or undergo neurochemical changes (e.g., increased endorphin production), 
which have all been shown to facilitate decreases in PTSD symptoms” (Fetzner & Asmundson, 
2015, p. 310). Additionally, LeBouthillier et al. (2015) found that aerobic exercise provides 
reductions in avoidance and hyperarousal symptoms of PTSD in general, and produced lower 
avoidance, hyperarousal and overall PTSD symptom severity for those with lower baseline 
fitness levels (LeBouthillier et al., 2015). They also found that symptom severity was reduced 
during the midpoint of the intervention to post-treatment, then “returned towards pre-treatment 
levels at 1-week follow-up” (LeBouthillier, et al., 2015, p. 37). This indicates that regular 
exercise is required to maintain reduction in symptoms. In Rosenbaum et al. (2015), participants 
with PTSD reported hyperarousal as the most consistent barrier to physical activity participation. 
A participant “might fear that engagement in physical activity will provoke physiological 
reactions such as hyperventilation, tachycardia, dizziness, or sweating” (p. 915). These reactions 
are also associated with the symptoms of panic, and “from a clinical perspective, because 
physical activity has been shown to have anxiolytic effects in anxious clients, and repeated 
exposure to anxiety-related sensations [occur] during physical activity, it is possible that 
increased physical activity among patients with PTSD leads to decreased hyperarousal 
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symptoms” (Rosenbaum, et al., 2015, p. 38). Caddick (2015) demonstrated that when doing 
activities of this nature, it is important to engage in them regularly so as to “disrupt the cycle of 
PTSD” (Caddick, 2015, p. 79), but exercise in isolation doesn’t have positive longitudinal 
effects. Related messages to Invictus Games participants were “don’t stop here [when the 
Invictus Games end]”, and “create a goal for yourself” (G. Legace, M. Burns & HRH Prince 
Harry, Personal Communication, April 12 – October 1, 2017). The reason is to continue the 
beneficial outcomes achieved at the games and to avoid the potential to go back to baseline.

Using a therapeutic method (Occupational Therapy), Rogers, Mallinson, and Peppers 
(2014) pointed out that veterans with PTSD, including those who engage in risk-taking 
behaviours, can benefit from high-intensity sports in their transition to civilian life “because such 
sports reflect the military culture of athleticism and patterns of engagement that involve physical, 
and psychological challenges” (Rogers et al., 2014, p. 396). Their pilot study High-Intensity 
sports for posttraumatic stress disorder and depression: Feasibility study of Ocean Therapy with 
veterans of Operation Enduring Freedom and Operation Iraqi Freedom (2014) used a 
therapeutic skill building approach paired with surfing. The results were based on the PTSD 
Checklist-Military Version (PCL-M) to assess PTSD symptom levels. The reduction of 
hyperarousal (including anxiety) showed significant change (Wilcoxon z 5 2.571, p 5 .0101). 
“Before the intervention, 1 of the 11 participants (9%) reported a clinically subthreshold level of 
PTSD symptoms, and at posttreatment 8 participants (73%) reported symptoms in this 
range” (Rogers et al., 2014, p. 401). Note that 10 had PTSD before the intervention, with one 
having subthreshold levels of PTSD. After the intervention 8 showed improvements by having 
subthreshold PTSD scores. Their findings supported surfing (Ocean Therapy) as a 
complementary sports-oriented treatment for veterans with symptoms of PTSD, and they posit 
that surfing and other high-intensity sports may be a socially acceptable alternative to risk taking 
behaviours for veterans with PTSD (Rogers et al., 2014).

My Aerial Arts Program as an Intervention for PTSD/Depression/Anxiety

My program is in the planning stage, and I plan to teach participants aerial silks. The 
program will be eight weeks, with two sessions per week to help maintain muscle strength and 
memory of the moves. Instruction will be accompanied with group discussions and homework 
assignments. There will be four parts to each session (see Appendix A). 

The warm up (see Appendix A) will first include warming up the hands, arms and wrists, 
and then the core muscles. It will include dynamic stretching and active movements to encourage 
blood flow and prepare the muscles and joints for the aerial exercises (shoulder shrugs, leg lifts, 
inch worms, etc.). It is essential to warm up the muscles and joints before doing any aerial arts 
activity to prevent injuries including strains or tears. After the warm-up, an introduction will 
explain safety measures and introduce the moves participants will learn. The learning activity
will then focus on new skills and building on them. The facilitator will explain and demonstrate 
the poses and sequences before having the participants attempt them. The third portion of the 
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session will include conditioning and then stretching to help prevent muscle tension after class. 
This time will also be used for discussions centered on the five themes outlined by Rogers et al. 
(2014) (See Appendix B). The fourth part of each session will be an explanation of achievable 
homework tasks. One of the goals of the program is to put together a performance of the moves. 
On the last day, the participants will perform and be recognized for their achievements with a 
graduation of sorts where they can invite family and friends to share the experience. Interest in 
continuing aerial arts will be assessed and participants will be integrated into a similar 
community program, and follow-up will be conducted over three years.

Example of first session exercises for a silks intervention 

Learning to put on a “foot lock” is the very first step in learning the aerial silks (see 
Appendix A). A foot lock is a safe position an individual can create if they are feeling unsafe at 
heights on the fabric. The foot lock is also used for several moves. The second item participants
will be taught is how to climb using a “climb wrap” which is related to the “foot lock”, and will 
help participants better understand how a foot lock works. An example of a third exercise will be 
learning how to invert in the silks. This is the beginning of getting used to lifting the body and 
going upside down. Several moves in aerial silks require being able to invert. The list containing
the first exercises is in Appendix A.

Discussion

The aerial arts provide a challenging and unique form of exercise. They demand a high 
level of focus, and have physical goals and ongoing learning inherent in the practice. They can 
offer a reprieve from PTSD symptoms. Being able to mix physical activity with challenge and 
artistic expression has benefits for the whole body and provides benefits for overall well-being. It 
can influence psychological health symptoms including low self-esteem, social withdrawal, low 
confidence, anxiety, and depression and be a useful coping mechanism (Richardson et al., 2005; 
Luttenberger et al., 2015; Caddick, 2015) and can improve sleep (Babson et al., 2015; King et. al 
1997). Rosenbaum et al. (2015) also suggest that repeated exposure to symptoms related with 
panic during physical activity can habituate an individual to the physiological feelings. In an 
aerial arts intervention, the RT’s role is to plan and facilitate the program activities, meaningfully 
connect with participants during the learning activity, and encourage post-exercise discussions
based on themes that foster post-traumatic growth. The role would also involve choosing the 
best-suited environment and eliminating any external triggers. Ideally, one or more RT with
experience in aerial arts, instructor training, and rigging training would lead the learning activity. 
Alternatively, having a dedicated aerial instructor lead the aerial activity and a RT for support 
and post-activity discussions is also feasible. 

My program focuses on veterans and active service members. Since PTSD, depression 
and anxiety affect other populations as well, it is worth exploring the effects of aerial arts as a 
component of their treatment. My passion to provide aerial programs for therapeutic benefit is 
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not without concerns. There are several risk factors that do not align with TR liability 
considerations for several populations. However, challenging and unfamiliar activities can be 
significant for promoting desired behavioural changes (such as in Adventure Therapy), and offer 
opportunities for reflection, supportive relationships, achievement, and personal growth (Dattilo 
& McKenney, 2016). In the field of TR as a whole, we need to take more risks and try novel 
activities to broaden our options for treatment modalities. Veterans and active service members 
are an underserved population in TR, and a therapeutic approach combining aerial arts has the 
potential to provide more programming options to benefit veterans, active service members, and 
first responders, and others with PTSD, anxiety and depression.

Conclusion

Aerial arts are well-aligned with the intensity and challenge that veterans and active service 
members appreciate (J. Buttnor, Personal Communication, January 2, 2018). Research suggests 
that with regular practice, exercise can help reduce PTSD symptoms and accompanying health 
conditions such as anxiety, depression, and cardiovascular disease. As a TR program aerial arts 
can have additional benefits and enable individuals with physical, emotional, cognitive and/or 
social limitations acquire skills in silks, trapeze, rope, or hoop, and acquire the skills to re-
integrate into the civilian community. As a TR program, my program has the ability to improve 
social and communication skills that will build and maintain relationships in the civilian 
community, and improve physical health.
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Appendix A

Example of First Session Exercises
Note: all exercises and stretches will be customized based on participant assessments.

Day 1, Part 1
Begin warm-up

∑ start off standing (or sitting on chair), and circle arms forward and backwards (like a 
propeller) x 12. These exercises can be done one arm at a time if stability is compromised

∑ roll wrists x 12

∑ warm up hands by flicking open and closing palms
Floor warm-up (floor exercises 30 seconds each x 2)

∑ airplane (lying on stomach, raising and lowering arms and legs)

∑ hollow body roll/ball-V-plank

∑ plank/side-to-side plank

∑ glut bridge/alternating curtsy lunges/jump squats/pushups
Warming up the shoulders:

∑ shoulder shrugs (using silks or trapeze), five forward grip, five backward grip

∑ “windshield wipers” with bent legs, keeping core engaged
Day 1, Part 2
Aerial learning activity

1. climb wrap climb (adaptation: scissor climb)
2. double silk single footlock (adaptation: wrapping leg(s) or body)
3. figurehead (adaptation: star shape)
4. inversions
5. candle/splits overhead (bent leg variation)

Day 1, Part 3
Cool down stretch and post-learning activity discussion

1. forearm stretch
2. shoulder stretch
3. triceps stretch
4. biceps stretch
5. lunge
6. oblique stretch
7. cobra
8. child’s pose
9. butterfly
10. straddle
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Appendix B

Theme Description

1. Role Identity Guiding participants to identify their own positive traits and reflecting on 
ways in which they are strengthened during the learning activity.

2. Leadership and 
Trust

Making connections between the leadership skills learned in the military and 
how they can use those skills in civilian life. 

3. Community
Building

Reflecting on friendships that have formed during the program and how their 
sense of community strengthened over the 5 weeks. Also, how the influence 
of social etiquette and culture facilitated communication skills such as self-
advocacy and conflict resolution.

4. Problem 
solving

Identifying (with assistance) the approaches to problem solving they used 
during the lesson and how those skills can also be used in negotiating daily 
life challenges.

5. Transition Participants discussed their surfing progress achieved throughout the five 
sessions and described the ways they have begun to use the skills in their 
daily lives. A graduation of sorts was also held to recognize their 
accomplishments (Rogers et al., 2014).
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Abstract

Understanding the value of Therapeutic Recreation (TR) service within mental health settings is 
of critical importance for key decision makers in this field. Various obstacles have challenged the 
use or implementation of TR practice; such difficulties include diminishing healthcare dollars and 
the overlap of professional principles that exist in regulated health disciplines. This paper aims to 
educate mental health decision makers on the value of TR professionals within their settings, as 
told by TR educators and practitioners. Moreover, it is the hope that the information shared in this 
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service. The authors highlight the personal benefits of leisure and recreation for persons with 
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A discussion of specific modalities of TR practice targeting these domains is included. While some 
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Personal Benefits of Therapeutic Recreation for Persons with Mental Illness: 
Advocating for Service Delivery to Key Decision Makers

Introduction

Over the past several years, there have been a growing number of challenges to 
Therapeutic Recreation (TR) practice in some mental health settings. These issues include, but 
are not limited to the formation of the College of Psychotherapy and its implication on TR 
practice in Ontario, competing health care dollars and budget cuts, professional practice overlap 
with other allied health disciplines, and, in some cases, a shift towards hiring standards that only 
include regulated health professionals. To help address these matters, Therapeutic Recreation 
Ontario (TRO) formed a ‘Mental Health Working Group’ representing TR educators and TR 
professionals working in mental health settings across the province. The working group initiated 
this paper with a two-fold purpose. First, the authors aim to display evidence for recreation-based
interventions, which TR professionals commonly provide in mental health settings, along with 
the benefits that participants experience within the domains of health. The second aim is to 
highlight the specific skill set TR professionals encompass which make them essential in mental 
healthcare. TR professionals can use the information shared within this paper to advocate on 
behalf of the profession in mental health settings. In addition, key decision makers for TR 
service in mental health will understand why TR professionals are essential to service delivery in 
mental health.

Therapeutic Recreation practice in mental healthcare

Therapeutic recreation is a specialized discipline, which combines the role of a therapist 
with recreation specialist. The therapist role consists of purposeful application of therapeutic 
strategies and facilitation techniques such as health behavior change theories and social skills 
training. The role of the recreation specialist creates and facilitates leisure experiences to deliver 
TR services (Kunstler and Daly, 2010). To provide an effective leisure intervention, a deep 
understanding of recreation modalities is mandatory. A recreation therapy professional is an 
expert in recreation and leisure and has the skills to effectively select and use specific activities 
to achieve participant outcomes. This added dimension of understanding the nature of the 
recreation experience in relation to the growth and change of participants is what differentiates 
TR professionals from a typical group leader (Kunstler & Daly, 2010). Therapeutic recreation is 
an unregulated health profession and commits to quality and accountable service. Best practice 
accountability is through professional organization credentialing such as registration with 
Therapeutic Recreation Ontario (TRO) and/or certification with the National Council for 
Therapeutic Recreation Certification (NCTRC). It is important to mention that many TR 
professionals working in mental health pursue supplementary training and certification to 
enhance their service delivery. These trainings may include, but are not limited to, mindfulness 
meditation, personal training certification, smoking cessation certification, yoga certification, 
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and cognitive-behaviour therapy training. The TR professional then activates these specialized 
skills and knowledge through the systematic process of TR assessment, intervention and program 
planning, implementation and evaluation. 

Therapeutic recreation assessment is a unique feature to the practice as it offers a focused 
discovery of leisure capacities. The TR assessment process utilizes a comprehensive, locally 
constructed instrument created by the TR professional, and gathers information specific to the 
mental health setting and population. Standardized TR assessment generally completes and/or 
compliments the assessment process by gathering valid and reliable data related to various 
leisure and functional realms such as leisure motivation, leisure interests, social and affective 
skills, and performance areas for group and individual programs. TR professionals then apply 
information compiled from the TR assessment to form an individualized plan, which includes 
setting recovery goals to compliment a tailored therapeutic recreation program. Tailoring 
recreation activities to leverage participant strengths and ensure quality outcomes is at the core of 
TR practice in mental healthcare. The planning process involves strategically placing participants 
in interventions where they will be most successful in reaching their goals. It is also when a TR 
professional will engage in activity analysis – “the process of determining the inherent skills and 
knowledge needed to participate successfully in a recreation activity” (Anderson & Heyne, 2012, 
p. 258). Activity analysis is a key skill that enhances the TR professional’s ability to modify or 
adapt programs based on participant proficiency, ensuring they have the best possible chance to 
reach their recovery goals. Modifying and adapting activities guarantees participants a challenge
at the appropriate level, which leads to the creation of a critical concept for achieving well-being 
called ‘flow’. Flow is “the intense experiential involvement in moment-to-moment activity, 
which can be either physical or mental. Attention is fully invested in the task at hand and the 
person functions at her or his fullest capacity” (Csikszentmihalyi, 2009, p. 394). Most flow states 
occur when a person is in leisure (Csikszentmihalyi, 1990). Interestingly, Csikszentmihalyi 
(1990) states the presence of leisure does not improve quality of life alone; a person must know 
how to use it effectively. Evidence in flow research indicates the need for leisure to have 
structure with goals in order for it to be meaningful and contribute to well-being. These points
speak directly to the importance of the expertise of a TR professional to assist an individual in 
selecting meaningful leisure activities that challenge them at the appropriate level. For example, 
the complexity and size of mandalas offered in an expressive arts program needs to fit one’s 
ability to focus. Alternatively, replacing a traditional pencil crayon with a thicker pencil crayon 
for better grasping if the participant has trouble with fine motor skills. After the implementation 
of a tailored TR program, the TR professional completes the TR process with evaluation. The 
evaluation phase identifies what difference(s) the intervention has made in the participants life 
and ensures the recovery goals outlined in the individualized intervention plan have been met 
(Anderson & Heyne, 2012).

Recently, there has been more emphasis placed on how physical activity and healthy 
lifestyle can have significant positive effects in supporting recovery from mental illness
(Mitchell, 2014). Many TR professionals enter the field because of their love of active living, 
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sport, creative pursuits and multiple other personal leisure values they wish to share with others. 
Moreover, TR professionals working in mental health lead healthy lifestyles and are natural role 
models who not only provide necessary education and skills training, but also inspiration. This is 
relevant when considering modelling a desired behavior can be helpful for those experiencing 
amotivation and/or difficulty learning new skills; common symptoms of various mental health 
diagnoses (McDevitt & Wilbur, 2006). That said TR professionals are in ideal positions to 
provide strengths-based, healthy lifestyle programs as a part of mental health treatment. In an 
effort to inform mental health decision makers on the value of TR service, the authors have 
outlined some common modalities used in TR practice and the associated personal benefits 
persons with mental illness experience when provided these interventions.

Therapeutic Recreation Modalities and Benefits in Mental Health

People that live with a mental illness are at risk for cognitive impairments affecting areas 
such as working memory, executive functioning, and attention and information processing 
(Trivedi, 2006). Although there are pharmaceutical options to address these issues, non-
pharmacological interventions such as TR have proven effective within the cognitive domain.
The strongest evidence to support how TR can assist in providing cognitive benefits in persons 
with mental illness would be physical activity interventions. Research documents statistically 
significant improvement within the cognitive domain using physical activity in mental health 
populations (Ho et al., 2016; Kimhy et al., 2015; Nuechterlein et al., 2016). A specific example 
highlighting cognitive benefits derived from physical activity comes from Pajonk and colleagues 
(2010). Their study measured the hippocampal volume of people with schizophrenia after an 
exercise intervention and the authors were able to determine that there was a significant increase 
(12%) in relative hippocampal volume compared to the non-exercise group (-1%). Moreover,
there was an increase in short term memory amongst the subjects with schizophrenia, which 
correlated with the change in hippocampal volume (Pajonk et al., 2010). Physical intervention 
studies increasing cognitive abilities are not limited to persons with schizophrenia. In a study by 
Keating et al. (2015), researchers utilized a 12-week therapeutic running program to evaluate 
clinical and neurocognitive outcomes in youth and adults with mood disorders. Results showed 
that the aerobic exercise was associated with cognitive improvements in patients with 
depression.

Aside from many cognitive benefits physical interventions provide, significant research 
supports physical activity as a means to produce a variety of physical health benefits such as
weight management, improved mood, reduced risk of heart disease, and increased life span
(Warburton, Nicol, & Bredin, 2006). This is of particular interest for those supporting persons 
with mental health issues, as this population has a higher mortality risk due to poor physical 
health compared to the general population (Chesney, Goodwin & Fazel, 2014). A systematic
review and meta-analysis of exercise interventions in patients with schizophrenia conducted by 
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Firth et al., (2016) revealed that physical activity resulted in an increase in Vo2max1 levels 
which were enough to reduce cardiovascular disease by 15% and mortality by 20%. Beebe 
(2008) noted that an increase in fitness is a preventative measure for ill health, especially for 
people experiencing first episode psychosis who are at greater risk for weight gain and metabolic 
disease and are taking atypical antipsychotic medications. Although studies of diet and exercise 
amongst people with schizophrenia show a small reduction in weight, these findings are 
significant because a 5-10% reduction in body weight can reduce obesity-related disorders 
(Blackburn, 1995).

Evidence suggests that exercise interventions which are supervised by a support person
have better rates of retention (Vancampfort et al, 2016) and individualized support also helps 
people overcome paranoia and anxiety barriers that may prevent them from participating 
(Soundy et al, 2014). In a qualitative study by Firth et al, (2016), it was determined that social 
support and having a training partner enabled participants with schizophrenia to achieve 
substantial amounts of activity each week, opposed to feeling willing but unable to exercise. 
Firth et al. (2016) claim this was due to an increase in exercise engagement among participants 
and better program delivery. Therapeutic recreation professionals can personally tailor these 
types of activities to the participant through the TR process and provide critical support. Such 
instrumental support leads to individuals having a greater likelihood of success and ensures that 
the participant experiences challenge by the activity, as opposed to becoming bored or 
overwhelmed, and ultimately create an opportunity to increase well-being through achieving 
flow. 

In addition to the physical and cognitive domain, other modalities offered by TR 
professionals can positively address social, emotional and spiritual functioning in persons with 
mental illness. Such evidence includes: engagement in recreation opportunities associated with 
more positive emotions in women experiencing depression (Fullagar, 2008); engagement in 
physical activity leading to improved mood in people experiencing severe mental illness 
(Hutchinson, Bland, & Kleiber, 2008); and involvement in civic activities contributing to 
positive self-identity for community-based mental health consumers (Pegg & Moxham, 2000).
Indeed, researchers have highlighted how recreation therapy uniquely targets social needs of 
persons with mental illness. In a treatment group study by Mueller and Roder (2005), the 
researchers state, “It is evident that the recreational therapy program targets unmet needs of 
schizophrenia patients, such as leisure activities and contacts” (Mueller & Roder, 2005, p.18).
Below we highlight some frequently used interventions in TR for persons with mental illness and 
address their specific benefits as it relates to social, emotional and spiritual health. 

Yoga is an activity that is a widely used form of relaxation (Lavey et al., 2005) and is often 
facilitated or organized as part of TR programs to address emotional needs. In a study conducted 
by Lavey and colleagues (2005), a yoga program evaluated for its effectiveness on 113 
psychiatric patients showed significant changes in five out of six negative emotion factors on the 

1 A Vo2max is an estimate of the maximum volume of oxygen an individual can use per minute of exercise relative 
to their body weight.
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Profile of Mood States (POMS) subscale. Researchers conclude yoga is an effective adjunctive 
treatment for people with a mental illness and addresses negative symptoms that medication does 
not affect.

Adventure therapy is an action-centered intervention that brings people who may otherwise 
participate in routine sedentary behaviour together through mainstream recreation activities
(Cotton & Butselaa, 2013). As an intervention utilized by TR professionals, adventure therapy 
increases participant’s self-confidence, internal locus of control (Ewert, McCormick & Voight, 
2001), improves anxiety and depression, and can benefit individuals who face the challenge of 
maintaining social connections (Kelley, Coursey & Selby, 1997).

In clinical and residential settings (such as long-term care and retirement homes),
recreation therapists often facilitate or co-facilitate programs of worship (church service, prayer 
group, religious practices, etc.) (Anderson & Heyne, 2012). More specifically, recreation 
therapists play a critical role in facilitating access and ensuring social inclusion in these 
activities. Koenig and colleague’s (2012) outlined some extraordinary findings related to worship 
activities and mental health. They found religion contributed to better mental health, showing 
that it reduces anxiety. Additionally they reported that religious people are less depressed, and 
recover up to 70% faster if they are depressed than those who are not religious (Koenig, H., 
King, D., & Carson, 2012).

Mindfulness is “paying attention in a particular way: on purpose, in the present moment, 
and nonjudgmentally” (Kabat-Zinn, 1994, p. 4). Collectively, research studying mindfulness and 
its related concepts have produced significant evidence in its ability to assist individuals across 
many different population groups including persons with depression, anxiety, drug addiction, and 
other psychiatric disorders (Forkmann, Wichers, & Geschwind, 2014; Maxwell & Duff, 2016).

TR professionals utilize expressive arts as a means to increase self-expression and 
improve health. Interventions within this realm include playing music, acting and colouring 
(Devine, 2016). Mandala colouring is a form of expressive art used across different healthcare 
settings, including mental health facilities within groups and individuals for therapeutic purposes 
(Slegelis, 1987). In 2005, Curry and Kasser examined the relationship of mandala colouring on 
anxiety levels among college students. Results showed that anxiety levels decreased in students 
who drew mandalas when compared to a control group instructed to draw free form and a group 
who drew within a square-plaid template. 

Conclusion

Numerous challenges face TR professionals working in mental health settings. 
Diminishing healthcare dollars, competing disciplines, and new regulated fields may prompt
some decision makers to question the role of TR professionals in mental healthcare settings. This 
paper has highlighted research demonstrating how persons with mental illness can benefit 
through recreation offered by a specialized TR professional. While recreation activities are 
experiences that anyone can pursue, they are unlikely to help participants achieve their outcomes 
and fulfill their potential without individualized assessment, comprehensive program design, 



Frail, Ouattrini, Thompson, Berzaitis-Smith, & Oretan 73

activity analysis, effective delivery and program evaluation. TR professionals offer expert 
knowledge of these steps to ensure participants achieve their goals (Stumbo & Wardlaw, 2011).
Credentialing through professional organizations such as TRO and NCTRC promotes quality TR 
programs and offers further professional accountability. Therapeutic Recreation professionals 
have the training and skills necessary to deliver evidence-based recreation and leisure
interventions. Recreation therapy is a discipline that belongs within mental health settings and 
TR professionals are an integral part of the interdisciplinary team.  
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Motor Control, Competence, and Presence
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Abstract

Augmented reality (AR) and virtual reality (VR) are recent methods used in physical therapy, 
occupational therapy, psychological interventions, and recreation therapy. The following 
literature review suggests that AR and VR interventions use a number of technologies that have 
the potential to enhance therapeutic experiences for a variety of populations. In particular, AR 
and VR are valuable therapeutic methods for children with cerebral palsy (CP), individuals 
recovering from brain injuries, stroke patients, and older adults. The paper also outlines how AR 
and VR use a variety of media to provide benefits to users and are adaptable to suit the needs of 
each individual. Technology such as head-mounted displays and Nintendo Wii is used in 
augmented and virtual reality to enhance motor abilities, build competence and mastery, and 
achieve presence and flow in recreation, and in life outside of therapeutic activities. Augmented 
and virtual reality systems generate stimulation to the senses; specifically, sight, sound, and 
touch.
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The Benefits of Augmented and Virtual Reality in Therapeutic Recreation: Tools for Motor 
Control, Competence, and Presence

Introduction

Augmented reality (AR) and virtual reality (VR) are current rehabilitation therapy 
methods that use technology to create alternative experiences for users. Technology and 
psychology experts Riva, Baños, Botella, Mantovani and Gaggioli (2016) describe AR as an 
interactive system that uses “head-mounted displays, computers, game consoles, smartphones, or 
tablets” that combine a virtual experience with the real world around the user (p. 3). When 
modifying the client’s perception of reality, bodily senses including vision, sound, touch, and 
smell could be incorporated and changed in the user’s surrounding environment. For example, 
some glasses, head-mounted displays, or technology support the use of cartridges which offer 
different scents. 

Augmented reality is different from VR, in that AR supplements real environments while 
VR replaces the environment with a new, simulated one. Virtual reality uses a 3D system that 
allows for interactive use (Riva et al., 2016) in which position tracker(s) sense movement and 
transfer the information to a head-mounted display, which then alters the environment in real 
time. While AR entails the use of technology to supplement real world experiences by 
connecting 3D techniques with compatible smartphones, computers, tablets, and glasses 
(Augment, n.d.), VR creates three-dimensional, life-sized images that are closer to reality than 
the images created in AR. Both AR and VR are beneficial for use in therapy. Both of these 
methods are offered in physical therapy, occupational therapy, therapeutic recreation, and as part 
of psychological interventions to improve function for individuals with a variety of needs
including those with limited motor control, and those experiencing a decrease in perceived 
competence and mastery. To date, studies have been conducted with participants from a variety 
of populations in North America. Research has examined the use of head-mounted displays and 
Nintendo Wii, along with other technologies that transform experiences in a real environment 
with sight, sound, and touch (Kalhbaugh et al., 2011).

Studies conducted to date reveal that VR offers opportunities for social interactions 
between individuals of varying abilities (Reid & Campbell, 2006). It is also evident that VR 
supports subjective competence, and a sense of social acceptance (Reid & Campbell, 2006). AR 
and VR present promising development opportunities for TR facilitation because of the adaptive 
nature of the technology for a variety of client populations such as children with cerebral palsy 
(CP), individuals recovering from brain injuries, stroke patients, and older adults. Other 
populations that have been studied include those with mental health diagnoses – such as eating 
disorders, anxiety disorders, and post-traumatic stress disorder (PTSD) – and those undergoing 
significant personal change in their lives. This literature review will focus mainly on the benefits 
of AR and VR for children with cerebral palsy (CP), individuals with brain injuries, and older 
adults, however further research is being done to explore the benefits of AR/VR for more 
populations (i.e., individuals with a mental health diagnoses) (Srivastava, Das, & Chaudhury,
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2014). Specifically, this paper explores existing literature and research of using VR and AR 
technologies in therapy programming. In addition to summarizing research on VR and AR 
technologies to date, this paper includes suggestions for increasing the use of these programs in 
therapeutic recreation treatment. The following investigates some of the benefits of AR/VR in 
therapy, including how these technologies can positively affect motor control, competence, and 
facilitate flow.

Literature Review

Reid, an Occupational Therapist, and Campbell, a Rehabilitation Specialist at Holland 
Bloorview Kids Rehabilitation Hospital (2006), noted that despite limited research of VR as a 
rehabilitation method, existing information has demonstrated VR’s potential to develop and 
enhance quality of life by improving cognitive and physical abilities. AR and VR techniques can 
be used to improve physical, social, cognitive, and emotional well-being in participants. More 
specifically, some of these benefits include improvements in motor control, building competence 
and mastery, and establishing a sense of presence contributing to the experience of flow. The 
benefits of AR and VR will be discussed in greater detail in the remainder of this article. 

Increasing motor control 

Motor control can be divided into fine and gross motor skills. Fine motor skills are 
actions performed using small muscles, such as those in the fingers and hands; and can include 
tasks like buttoning a shirt, using eating utensils, tying shoes, and writing/drawing (Owens,
2008). Gross motor skills involve larger movements, such as running, jumping, catching, and 
throwing (Westendorp, Houwen, Hartman, & Visscher, 2011). Both fine and gross motor control
can be affected for individuals from a variety of populations at different levels and severities. In 
cases where motor control has declined, regaining and improving motor skills can be addressed 
using AR/VR with embodied technologies such as the Nintendo Wii. The Nintendo Wii, a home 
video game console, is widely popular for its active variation of traditional video games. The 
system includes a hand-held controller that detects the hand and arm movements of the user and 
sends these messages to the console via a sensor. Unlike conventional video games where the 
user remains stationary, the Wii requires players to physically move their bodies in ways that 
resemble participating in the actual activity (Kalhbaugh et al., 2011). Psychology and aging 
professionals, Kahlbaugh, Sperandio, Carlson, and Hauselt (2011) noted that case studies have 
shown increased fine-motor control, increased attention, and positive affect from participating in 
programs using the Wii. Specifically, these case studies found that the aforementioned benefits 
applied to individuals recovering from a cerebral vascular accident and an older adult with mild 
cognitive impairments. Although AR and VR technologies are beneficial for individuals living 
with physical deficits, they can also be beneficial for those experiencing mental health issues that 
occur as a result of a decline in physical ability (Srivastava, Das, & Chaudhury, 2014).
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Studies by gerontologist Grant (2001) and psychologist Baltes (1997) found that older 
adults tend to experience several significant life changes, especially in their physical abilities, in 
later life. This means that activities in which older adults had previously participated may be 
reduced, and/or require the employment of different “compensatory strategies” (Kahlbaugh et al., 
2011) to keep them active. One of these compensatory strategies could include exploring 
alternative physical activities, such as low-impact exercise, or augmented/virtual reality 
experiences. These compensatory strategies are imperative in later life since maintaining some
involvement in enjoyable activities is essential to prevent threats to autonomy, usefulness, and 
control (Kahlbaugh et al., 2011). Therefore, compensatory strategies to maintain physical, and 
emotional well-being might be successful with the therapeutic facilitation of augmented and/or 
virtual reality. The techniques’ ability of AR/VR to recreate familiar movements and memories, 
as well as introduce new ones, allows for the adoption of these compensatory strategies. By 
extension, AR/VR may also be effective in reminiscence therapy, as a way for older adults to 
experience moments from their past. One of the goals of reminiscence therapy is to encourage 
the participants to access autobiographical memories with the use of activities that stimulate the 
senses (Benoit, et al., 2015). Using visual and other sensory technology such as virtual reality, 
the participants may be able to access personal memories more easily (Benoit, et al., 2015).
Therefore, compensatory strategies to maintain physical, and emotional well-being might be 
successful with the therapeutic facilitation of augmented and/or virtual reality.

In addition to reminiscence therapy for older adults, a study by Reid and Campbell
(2006) has proven VR to be effective for improving motor and mobility skills, and increasing 
accessibility to educational experiences, for children with CP. Such studies suggest that the 
interactive environments accessed through VR systems offer participants the opportunity to 
explore and practice new skills in a safe space – an environment that is free from judgement and 
expectations (Reid & Campbell, 2006). These experiences can promote improvements in motor 
performance, as well as a sense of self-efficacy, and positive self-concept (Reid & Campbell, 
2006). Self-efficacy is an individual’s perceived capacity to accomplish a task (Gist, & Mitchell, 
1992), while self-concept is one’s perceived overall value (Gannotti, Minter, Chambers, Smith, 
& Tylkowski, 2011). In general, self-efficacy and self-concept are both enhanced when 
independence is achieved or improved, although the definitions of self-efficacy and self-concept 
are subjective to each individual. As evidenced by Reid and Campbell (2006) in studies done 
with children with Cerebral Palsy, VR shows an encouraging potential as a novel technique to 
improve motor control and increase perceived self-competence. Increased motor abilities 
accessed through VR programs create a sense of competence and mastery as the client constantly 
improves in the tasks in which they participate. Through the process of encouraging the 
development or rehabilitation of motor skills and control, participants are offered opportunities 
to experience benefits beyond physical improvement. 
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Competence and mastery 

As mentioned in the previous section, there may be cases where physical competence is 
compromised, which can contribute to a deteriorated sense of self-worth, autonomy, and 
emotional competence (Grant, 2001; Baltes, 1997; Kahlbaugh et al., 2011). When this occurs, 
clients are encouraged to discover other ways to satisfy their leisure needs and desires. Activities 
or programs such as those utilising AR or VR are valuable alternatives to leisure activities that 
can no longer be done as a result of increasing impairment. Kalhbaugh and colleagues suggest 
that the Wii is a suitable option because of its nature to mimic a variety of games or activities
(e.g., golf, bowling, tennis) that the participant had previously enjoyed, but in which they are no 
longer able to participate (2011, p. 333). Remaining somewhat involved in these activities 
provides similar, and potentially “greater benefits than other forms of physical activity” 
(Kalhbaugh et al., 2011, p. 333). This discovery (or rediscovery) of an ability can build self-
confidence in the user when they begin to improve as they continue to participate. Scores are 
calculated based on the user’s performance on the task, recorded on the game console, and are 
available to revisit for each user. Individuals can use their records to then challenge their scores, 
or the scores of other players. As an individual participates more (i.e. plays more frequently on 
the Wii), they gain mastery in that particular activity, and therefore build self-confidence in their 
newfound skills (Kalhbaugh et al., 2011). This boost in self-esteem not only remains while the 
client is engaged in that activity but carries on into other parts of the client’s life (Kalhbaugh et 
al., 2011). 

Further, the use of VR has the capacity to heighten children’s motivation, which provides
them with a sense of mastery and self-efficacy (Reid & Campbell, 2006, p. 257). VR and AR
systems establish perceptions of self-efficacy and mastery not only in children, but also in older 
adults. Research by gerontological psychologists McAvay, Seeman, and Rodin suggests that 
there is a correlation between self-efficacy beliefs, and positive health outcomes (i.e., physical 
health and interpersonal communication skills) (1996). Kalhbaugh and co-authors (2011) suggest 
that because of the active nature of the game console, participating in programs that use the Wii 
are beneficial to establish “emotional satisfaction and mastery”. Achieving mastery at a task may 
be a key feature in experiencing flow in leisure pursuits (May, 2005). 

Presence and flow 

Clinical psychologist Gellar describes presence as the experience of being physically, 
emotionally, and cognitively immersed in a moment (2013). Presence is a key concept in TR that 
is necessary for both the practitioner and the client to experience in recreation programs. It is 
essential when building relationships between client and practitioner, but it is also a valuable 
skill to acquire in order to be successful in programs and achieve the best possible outcome. 
Practicing presence allows the individual to be aware and live fully in the moment during
everyday experiences outside of therapy. VR is a unique method because it promotes presence 
through authentic experiences while using the technology (Riva et al., 2016). Riva et al. (2016) 
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suggested that VR offers a sense of presence which is beneficial in creating positive personal 
change due to the opportunity for the individual to be immersed in a certain experience.
Practicing mindfulness and presence through VR not only allows for more effective therapy 
sessions, but also promotes overall well-being, and increased competency in everyday tasks. 

A study by neurological rehabilitation researchers Worthen-Chaudhari and colleagues 
(2013) that focused on neuro-rehabilitation indicated that participants often reported losing track 
of time due to high levels of engagement in the VR experience. Lacking the concept of time is 
characteristic of being fully present and in the moment; which is also characteristic of 
experiencing flow in activities (Mannell, & Kleiber, 1997). Flow is a concept conceived by 
Mihaly Csikszentmihalyi, who studies positive psychology – a field “founded on the belief that 
people want to lead meaningful and fulfilling lives … and to enhance their experiences of love, 
work, and play” (Penn Arts and Sciences, n.d., para. 2). Flow occurs when the difficulty of an
activity and the level of enjoyment are in harmony with each other. Flow is defined as a state that
individuals experience when participating in an activity where equal levels of challenge and skill 
exist (Manell, & Kleiber, 1997). In this state, individuals are genuinely happy and satisfied with 
their leisure experience. The benefits of flow include self-actualization and personal growth 
through activities that support a flow state for the individual and encourage continued 
participation in these freely chosen activities (Manell, & Kleiber, 1997, p. 291). When using AR 
and VR in therapeutic recreation, experiences and environments can be adjusted to cater to the 
needs of the participant which could increase the possibility of achieving flow in the activity. 
Riva and co-authors (2016) noted that VR may provide a higher level of self-reflectiveness than 
can be delivered using memory and imagination; and can subsequently be regulated in VR more 
easily than in real-life experiences. Presence, as it relates to AR and VR technology, is a 
combination of experiences that take place simultaneously within the body and the mind. As 
Riva and colleagues point out:

Presence is not the degree of technological immersion, it is not the same thing as 
emotional engagement, it is not absorption or attention or action; but all of these have a 
potential role in understanding the experience of presence in interaction – the experience 
of interacting with presence (2016, p. 5).

The opportunities for emotional, cognitive, and physical engagement in AR/VR offer the 
experience of not only being in the moment; but interacting with presence in a way that can be 
modified and carried through to future life experiences. 

Programs using AR and VR technologies can help to improve motor control, provide the 
opportunity to experience competence and mastery, and promote the practice of presence to 
facilitate flow in activities. More research is required for a more complete understanding of the 
benefits of AR and VR, although it is expected that further information will present itself as
technology is updated and modified for the purposes of AR/VR use in therapeutic recreation.
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Implications for TR Practice

AR and VR technologies align well with many aspects of TR practice. The benefits of AR 
and VR programs include improving mastery, competence, and instilling higher self-confidence 
levels in those who participate fully in the activities that are offered (Reid and Campbell, 2006).
AR/VR technologies used in TR programming also have the potential to improve motor 
performance and facilitate a flow state through the experience of presence. When facilitating 
programs using AR or VR, TR practitioners need to ensure that programs are client-led to 
achieve the best outcome. Allowing the programs to be client-led ensures that the participant 
achieves mastery and self-confidence without any external notions or expectations of how the
experience should be (Gist, & Mitchell, 1992). When executed properly, client-led programs also 
allow for experiences of presence and flow in the activities. To achieve the best outcome, TR 
practitioners should adapt programs to meet the needs of each client. This could include 
modifying the materials or technology being used in the activity (i.e. head-mounted display vs.
Wii controllers) or altering processing styles when discussing the experiences of the program
with the participant. AR/VR programs that are client-led and individually adapted promote
presence through the alternative realities that are experienced during programs and allow for 
optimal progress.

How to Advance AR/VR in TR Practice

The studies completed thus far on technological interventions such as AR and VR are 
scarce, yet the ones that exist produce valuable information. To advance technology such as AR 
and VR in the field of therapeutic recreation, many aspects of the program are necessary to 
consider. It would be beneficial to provide more training for TR practitioners who will be 
facilitating such programs, and for general practitioners who may find it appropriate for future 
clients. More devices should be researched, or developed if necessary, to decrease the barriers of 
movement restriction, motion sickness, or discomfort while participating in AR/VR. Virtual 
reality technology could also cause “cybersickness”, which produces a constraint to 
programming that uses this type of technology (Benoit et al., 2015). Benoit et al. (2015) also note 
that it may be difficult to achieve a sufficient realism when using virtual reality systems.
Additionally, technology used in AR and VR programs is generally expensive, which suggests 
that organizations or practitioners who wish to implement AR/VR may need to apply for 
funding, or partner with larger institutions (hospitals, research centres and labs) to access these 
technologies. Though there may be another alternative to systems such as Wii, research suggests 
that this console is the best and most affordable option at this time.

As tools for rehabilitation, AR and VR need to be more extensively promoted and used in 
practice, given the wide array of benefits and adaptability for a diversity of clients demonstrated 
in this paper. Further research is also needed on the use of these systems among client 
populations that have been overlooked in studies conducted to date. While the articles reviewed 
in this paper specifically focus on children with CP, individuals with brain injury, and older 
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adults, AR/VR can be adapted to any population in need of recreation therapy. Ideally, an
increased incorporation of AR/VR into TR programs, will improve motor function, competence, 
and flow in participants. 

Conclusion

Augmented reality (AR) and virtual reality (VR) programs are effective in therapeutic 
recreation practice because of their versatility. As I have demonstrated through this review of the 
literature, AR/VR programs can produce a combination of physical, social, cognitive, and 
emotional improvements in participants. One of the many benefits of programs involving 
AR/VR is that they can be implemented with a variety of ages and populations. Some of the 
populations that have been studied so far include children with CP, individuals living with brain 
injuries, and older adults. Despite growing recognition of the benefits of AR/VR, it is important 
to continue studying and learning about alternative reality experiences, and how these programs 
affect the participants and practitioners involved. 
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Abstract

This integrative literature review is primarily focused on the use of animal-assisted therapy (AAT) 
and equine-assisted learning (EAL) within health and mental health care settings. The findings of 
the review provide recreation therapists with specific information related to the current use and 
benefits experienced by a variety of patient populations participating in AAT and EAL as treatment 
modalities. While many of the studies realized positive outcomes, limitations to the study 
outcomes and gaps in the literature are addressed. The findings substantiate both AAT and EAL
as promising practices, focused on quality of life (QoL) outcomes within health and mental health 
care services. The secondary focus of the review explores the possibility of a conceptual link 
between AAT, EAL, recreation therapy, and psychosocial rehabilitation purpose statements and 
goals; a shared purpose was found under the goal of improved QoL for patients. With this shared 
purpose, the discussion proposes recreation therapists as potential EAL facilitators within mental 
health care settings, and recommends further inclusion and research of AAT and EAL in general. 
Implications for recreation therapy practice are considered and include the challenges, cautions, 
and benefits of incorporating EAL certification into practice.

Keywords: animal-assisted therapy, equine-assisted learning, mental health care, psychosocial 
rehabilitation, recreation therapy, therapeutic recreation 
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Equine-Assisted Learning in Mental Health Care: A Natural Fit with Recreation Therapy?

Introduction

Integrative literature reviews provide an examination of current literature that is 
reviewed, critiqued, and summarized, thereby creating innovative viewpoints and perceptions 
regarding specific areas of interest (Torraco, 2005). This integrative literature review is primarily 
focused on analyzing the current state of literature regarding the global use of animal-assisted 
therapy (AAT) and equine-assisted learning (EAL) within health and mental health care settings. 
AAT is a goal-directed individual or group intervention facilitated by health professionals that 
involves the use of any animal for providing physical, social, emotional, and/or cognitive therapy 
to patients in a variety of settings (American Veterinary Medical Association, 2017, para. 5). As 
a specific therapy modality within AAT, EAL incorporates a range of counselling, education, 
and personal development approaches, strategies, and techniques used to bring humans and 
horses together within healing and learning environments (Canadian Therapeutic Riding 
Association, 2015, para. 1). EAL is also known in the literature as equine-assisted therapy, 
equine-facilitated learning, and equine-facilitated counselling or wellness; EAL will be used in 
this review to represent this specialized area of AAT. Both AAT and EAL therapy modalities 
may be used as an intervention for many patient populations including, but not limited to, 
persons living with anxiety, depression, affective disorders, dissociative disorders, autism, post-
traumatic stress disorder, addiction, dementia, and physical rehabilitation. 

The secondary focus of this review is to query the possibility of a conceptual link 
between recreation therapy (RT), AAT, and EAL within mental health care settings where 
psychosocial rehabilitation (PSR) is embedded as the foundational model underlying all 
treatment modalities. For the purposes of this paper, RT is defined as: 

A process that utilizes functional intervention, education, and recreation participation to 
enable persons with physical, cognitive, emotional, and/or social limitations to acquire 
and/or maintain the skills, knowledge, and behaviours that will allow them to enjoy their 
leisure optimally, function independently with the least amount of assistance, and 
participate as fully as possible in society. (Therapeutic Recreation Ontario, 2017, para. 1)

RT interventions are provided by trained health professionals in clinical and/or community 
settings that include hospitals, rehabilitation programs, long-term care settings, day programs, 
mental health centres, and children’s treatment centres (Therapeutic Recreation Ontario, 2017, 
para. 5). Within mental health care settings, PSR promotes personal recovery, resilience, 
successful community integration, and quality of life for persons who are living with a mental 
illness (PSR Canada, 2017, para. 1). 

According to Ferrans (1996), quality of life (QoL) is defined by an individual’s self-
reported level of satisfaction regarding their health and functioning, psychological and spiritual 
life, current social and economic influences, and family relationships. As an aspect of QoL, 
Berget, Ekeberg, Pedersen, and Braastad (2011) attribute decreased social functioning to high 
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levels of anxiety and depressive symptoms that are usually present following a psychotic 
episode. These symptoms are traditionally addressed with medication in combination with 
profession-specific group and individual therapies based on the PSR model. As members of the 
interdisciplinary team, RTs may provide both group and individual interventions within mental 
health care hospital settings. Following discharge from hospital, patient recovery and QoL is 
highly dependent on social interaction, network building, and community integration skills that 
are key to guarding against depression, anxiety, potential suicide, and re-hospitalization 
(Corring, Lundbery & Rudnick, 2013; Downes, Dean & Bath-Hextall, 2013; Killaspy et al., 
2014).

The third and last focus of this integrative literature review considers the potential 
implications for RT practice should RTs pursue EAL certification with the intention of 
incorporating this treatment modality into their practice in mental health care settings. The 
challenges, cautions, and benefits to pursuing and practicing EAL within mental health care 
settings are explored as well. Given that there are limitations within each study outcome, the 
reviewed studies collectively reveal outcomes that propose a reduction of limiting symptoms 
related to a variety of diagnoses, with a coinciding increase in the physical, emotional, cognitive, 
and social skills that positively contribute to an actual or perceived improvement in QoL. 

The research articles examined for inclusion in this review were found using computer 
database searches. Databases included Academic OneFile, Academic Search Complete, 
Cochrane Database of Systematic Reviews, Cumulative Index for Nursing and Allied Health 
Literature (CINAHL), CINAHL Plus, PsycINFO, ScienceDirect, and SocINDEX.  Search words 
included animal-assisted therapy, animal-assisted activities, pet therapy, equine therapy, equine-
assisted learning, equine-facilitated counselling, and equine-facilitated wellness. To offer current 
information, articles selected for this review reflect both qualitative and quantitative studies
published in peer-reviewed English language journals between 2006 and 2017.

Literature Review

Animal-Assisted Therapy in health care settings

To outline the current use and benefits of AAT in health care settings, papers have been 
selected to highlight the diversity of AAT delivery, recipient patient populations, and evidenced 
outcomes. Marcus (2013) focused on the objective (reduced stress hormones, increased 
endorphin levels) and subjective (self-reported) benefits for pain reduction in a review of studies 
where AAT with a dog was included within several health care settings (inpatient surgical and 
rehabilitation units, outpatient chronic pain clinics). Based on the review, Marcus (2013) 
determined that AAT with a dog is a valuable intervention that assists patients to experience pain 
relief. Engelman (2103) also looked at pain management in a palliative care patient population in 
California where the use of AAT with a dog was studied over the course of a year. According to 
Engelman (2013), pain within a palliative patient population may include physical and emotional
pain that is experienced with feelings of loss, fear of death, and spiritual concerns. While both 
Marcus (2103) and Engelman (2013) found decreased pain in the populations studied, Engelmen 
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(2013) also found that all palliative care patients in the study (n=19) experienced increased QoL
while their care staff anecdotally reported reduced stress due to their interactions with the 
therapy dog.

In Norway, researchers studied the effect of dog-assisted AAT among 42 community-
based persons living with dementia who attended day programs (Olsen, Pedersen, Bergland, 
Enders-Slegers, & Ihlebaek, 2016). Participants received 30-minute AAT sessions twice a week 
for 12 weeks. Balance and QoL scales were completed pre- and post-intervention. Compared to 
the control group (n=38), Olsen et al. (2016) found that while there was no effect on QoL, AAT 
had a statistically significant effect on static and dynamic balance scores; a result that could 
positively contribute to a reduced risk of falls within this population. Colombo, Buono, Smania, 
Raviola, and Leo (2006) examined the psychological well-being and QoL among 
institutionalized elderly patients who participated in unconventional AAT. Set in northern Italy, 
48 subjects received a canary, 43 subjects were given a plant, and the third group of 53 subjects 
received nothing beyond standard care. Following a three-month observation period, Colombo et 
al. (2006) found that the patients who cared for a canary experienced increased psychological 
well-being and perceived QoL while also reporting decreased depressive symptoms.

Animal-Assisted Therapy in mental health care settings

AAT is practiced and has been studied in many countries within mental health care 
settings. In an investigative review of AAT interventions commonly used in mental health care 
settings, O’Callaghan and Chandler (2011) determined that mental health professionals 
frequently include AAT with dogs in their interventions with the primary intent of enhancing 
patient’s social interaction skills and developing their relationship-building capabilities. This 
frequent use of AAT prompted a Cochrane review (Downes et al., 2013), that is currently in the 
protocol stage. The goal of the review is to examine AAT and determine if it is an effective 
approach to increase patient well-being, shorten hospital stays, and reduce the need for 
medication for patients with serious mental illness (SMI). SMI is characterized by changes in 
thinking, mood, or behaviour associated with significant distress and impaired functioning, 
typically diagnosed as mood disorders, major depression and bipolar disorder, schizophrenia, 
anxiety disorders, personality disorders, eating disorders, problem gambling, and substance 
dependency (Government of Canada, 2015, para. 1). SMI alters a patient’s ability to think, feel, 
relate to, and interact with others on a daily basis (Downes et al., 2013). Only AAT with dogs 
and cats are included in the review due to the frequency of AAT with these animals compared to 
the infrequency and logistics associated with the use of horses and other animals within mental 
health care settings (Downes et al., 2013).

In Italy, Stefanini, Martino, Bacci, and Tani (2016) studied the use of AAT with a dog for 
20 youth (aged 11-17) who were hospitalized with severe psychiatric diagnoses. AAT 
interventions consisted of 10 weekly sessions; five group and five individual therapy sessions. 
When compared to the control group (n=20) who received traditional treatment only, the AAT 
study group experienced a decrease in internalizing symptoms, a major increase in total 
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competence, and significant improvements in global functioning (Stefanini et al., 2016). Also 
within a psychiatric care setting, Nepps, Stewart, and Bruckno (2014) found that 218 inpatients 
on a short-stay mental health unit (mean stay 7.13 days) experienced decreased depression, 
anxiety, and pain levels following weekly AAT sessions with a dog. Over the course of the study 
observation time (one year), the AAT sessions typically drew the most number of participants 
when compared to all other therapeutic programs offered on the unit (Nepps et al., 2014). 

Both Chu, Liu, Sun, and Lin (2009) in Taiwan and Villalta-Gil and colleagues (2009) in 
Spain studied the inclusion of AAT sessions with a therapy dog for hospitalized participants 
diagnosed with chronic schizophrenia. Chu et al. (2009) found with weekly AAT sessions 
studied over the course of two months, the treatment group (n=15) showed improved self-
esteem, self-determination, positive psychiatric symptoms, and emotional indicators when 
compared to the control group (n=15); the study investigators also noted that the patients 
appeared happier and more engaged during the AAT sessions when compared to their 
participation in traditional treatment programs. Villalta-Gil et al. (2009) offered AAT sessions 
within a long-term care setting, twice a week for three months, and found that the AAT group 
(n=12) demonstrated improved social skills and reported improved QoL when compared to the 
control group (n=9), who received the same psychosocial intervention without the therapy dog 
present. Also within a long-term care setting, Moretti et al. (2011) concluded that through 
participation in weekly AAT sessions with a therapy dog, ten geriatric patients, all diagnosed 
with a mental illness, experienced decreased depressive symptoms, improved cognitive 
functioning, and reported better QoL when compared to the control group (n=11). In addition to 
these findings, 80% of the participants, all with a diagnosis of dementia, depression, or 
psychosis, sought to continue the AAT experience past the six-week intervention period. While 
all three studies demonstrated positive outcomes following AAT with a therapy dog, the small 
sample sizes are a limiting factor when attempting to globalize study findings.  

Equine-Assisted Learning in health care settings

With fewer studies to draw on, specific papers outlining the use and benefits of EAL in 
health care settings have been chosen to provide an overview of two populations involved in 
EAL delivery along with their respective study outcomes. Hawkins, Ryan, Cory, and Donaldson 
(2014) and Llambias, Magill-Evans, Smith, and Warren (2016) engaged children with autism 
spectrum disorder (ASD) in EAL horseback riding and groundwork interventions (i.e., 
grooming, feeding, saddling, leading, and horse-related art activities). Hawkins et al. (2014) 
found that involvement in EAL three times a week for five weeks created moderate to large gains 
in the areas of body coordination, strength, agility, and overall gross motor skills, as well as a 
noticeable increase in positive affect while the children (n=2) engaged with the horses. Llambia 
et al. (2016) assessed levels of task engagement (child’s response to requests) during EAL 
sessions once a week for 9-12 sessions with a follow-up one month post intervention. For young 
children with ASD (n=7), EAL riding and groundwork sessions appeared to increase their task 
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engagement levels within adult-directed activities (Llambia et al., 2016). Although the results are 
promising, limitations from both studies include small sample sizing within each study group.

Highlighting the use of EAL in a different population, Maujean, Kendall, Roquet, Sharp,
and Pringle (2013) used EAL in Australia with a group of 16 at-risk youth. The therapy goals 
were to improve self-esteem and self-efficacy levels, and facilitate the development of life skills.
Following ten weekly sessions, benefits of the EAL sessions emerged into five themes based on 
participant and case manager reporting: enjoyment, psychological and social benefits, 
engagement, transferrable life skills, and mechanisms of change through the participant/horse 
connection. Maujean et al. (2013) determined that although their sample size was small, EAL 
proved to be a viable therapy option for disengaged, at-risk youth who had not responded to 
traditional treatment interventions.

Equine-Assisted Learning in mental health care settings

The following papers were included as a means of highlighting a variety of patient 
populations, living in several countries, who engaged in EAL within mental health care settings.
With a primary focus on therapeutic horseback riding, Corring et al. (2013) conducted a 10-week 
study in Canada with six outpatients diagnosed with schizophrenia or schizoaffective disorder. 
Qualitative findings revealed five themes: having fun, bonding relationship with horse, increased 
confidence and self-esteem, relationship gains, and the discovery of patients’ learning potential 
by mental health care staff. Although the sample size was small, Corring et al. (2013) reasoned
that within a population experiencing SMI, EAL modalities may help increase adaptive social 
skills that could lead to the development of independent functioning and successful community 
integration.

In Norway, Berget, Ekeberg, and Braastad (2008a) and Berget et al. (2011) conducted 
two similar yet distinct studies that utilized AAT with farm animals for patients with a 
psychiatric diagnosis. The animals included: cows, sheep, horses, rabbits, chickens, pigs, cats, 
and dogs. In the initial study, Berget et al. (2008a) looked at the effect of a 12-week AAT 
intervention on self-efficacy, coping ability, and QoL measures for 60 participants. There was a 
statistically significant increase in self-efficacy and coping ability within the treatment group 
from pre-intervention to a six-month follow-up; however, no changes in QoL were noted. Using 
the same study participants, intervention type, and time frame, Berget et al. (2011) also looked at 
the effects of AAT with farm animals on anxiety and depression. Following the intervention, 
anxiety levels were statistically lower at follow-up compared to baseline measures; depression 
decreased significantly within both the treatment group and control group (n=30). Based on the 
two studies, Berget et al. (2008a, 2011) concluded that the inclusion of AAT with farm animals 
may be a beneficial addition to traditional psychiatric treatment within mental health care 
settings.

Linked to the studies completed in Norway, Hassink, De Bruin, Berget, and Elings 
(2017) authored a secondary data-analysis of six qualitative studies previously completed 
(between 2001-2015) with participants (youth with behavioural issues, people with SMI, persons 
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living with dementia) involved in AAT with farm animals. After completing a literature review 
and conducting focus groups with farmers (n=60), twelve potential benefits for participants were 
themed with the social benefits highlighted through their ability to create close bonds with the 
farm animals and an improved ability to develop relationships with people (Hassink et al. 2017).
When assessing attitudes towards AAT with farm animals among health care workers, Berget et 
al. (2008b) found that mental health therapists considered AAT with farm animals to have the 
ability to contribute to improved social skills and the potential to be more beneficial than 
traditional therapy modalities used within mental health care settings. Similarly, in a review of 
the efficacy of EAL on psychological outcomes, Kendall et al. (2015) evaluated 15 research 
papers and concluded that EAL should be considered a promising practice that may be especially 
beneficial for mental health patients who had not yet successfully engaged in traditional methods 
of psychotherapy.

Based on the selected studies, AAT and EAL in health and mental health care settings 
share common themes. AAT in health care offers a positive therapeutic approach to diverse 
groups of patients with a variety of symptoms related to pain management, psychological well-
being, physical health, and QoL (Columbo et al., 2006, Engelman, 2013; Marcus, 2013; Olsen et 
al., 2016). The benefits experienced from AAT in mental health care settings include: decreased 
depression, anxiety, and pain levels as well as improved self-esteem, competence, global 
functioning, self-determination, social skills, emotional health, and QoL (Chu et al., 2009; 
Moretti et al., 2011; Nepps et al., 2014; Stefanini et al., 2016; Villalta-Gil et al., 2009). EAL 
interventions in health care settings provide positive benefits to the physical, psychological, and 
emotional health of children with ASD and youth at-risk (Hawkins et al., 2014; Llambias et al., 
2016; Maujean et al., 2013). While the number of EAL studies in mental health care settings is 
limited, commonalties exist within findings and echo those found in AAT studies: improved 
confidence, social skills, self-esteem, self-efficacy, and coping ability coupled with decreased 
anxiety and depression levels (Berget et al., 2008a; Berget et al., 2011; Corring et al., 2013;
Hassink et al., 2017). Additionally, use of EAL in mental health care settings is suggested as an 
augmentative and potentially an alternative therapy to traditional treatment modalities currently 
offered to patients (Berget et al., 2008a; Kendall et al., 2015). Both AAT and EAL are relatively 
new therapeutic modalities within psychiatric care and treatment. Despite this, the body of 
knowledge in AAT is expanding and contributing to many areas of mental health care 
(O’Callaghan & Chandler, 2011). 

Discussion

Through the emotional and social relationships developed between animals and humans, 
the purpose of both AAT and EAL is to provide therapeutic opportunities for people with 
physical, emotional, cognitive, and mental health issues (American Veterinary Medical 
Association, 2017, para. 5, Equine Psychotherapy, 2008, para. 5). Both AAT and EAL 
modalities may include goals for: improving communication, increasing trust and confidence 
levels, improving interpersonal and social skills, enhancing self-confidence, and increasing 
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physical abilities (Nimer & Lundahl, 2007; Equine Psychotherapy, 2008, para. 5). Similarly, the 
purpose of RT is “to enable all individuals an opportunity to achieve increased QoL and optimal 
health through engagement in meaningful recreation and leisure” (Therapeutic Recreation 
Ontario, 2017, para. 2). Specific RT goals may include: improving physical and cognitive 
abilities, increasing confidence and self-esteem, reinforcing interpersonal skills and relationships, 
and improving wellbeing (Therapeutic Recreation Ontario, 2017, para. 4). To facilitate a 
recovery approach to care, PSR principles are often incorporated into the delivery of mental 
health care services. The PSR approach promotes personal recovery, successful community 
integration, and improved QoL for persons who have a mental illness or mental health concern 
(PSR Canada, 2017, para. 1). Several of the core PSR principles and values that drive patient 
goals are: striving to help individuals improve the quality of all aspects of their lives; promoting 
health and wellness; and supporting evidence-based, promising, and emerging best practices that 
produce outcomes in alignment with patient recovery (PSR Canada, 2017). As the over-arching 
goal that is fundamental to each of the four therapy modalities, QoL encompasses a reduction of 
adverse symptoms related to specific diagnoses with increases in physical, emotional, cognitive, 
occupational, recreational, educational, spiritual, and social skills; all components that contribute 
to the overall goal of improved QoL (Ferrans, 1996).

Implications for Recreation Therapy Practice

When following the principles and values of PSR, clinicians (including RTs) are 
obligated to include promising and emerging best practices that have the potential to produce 
patient outcomes in alignment with patient recovery (PSR Canada, 2017). As a promising and 
emerging practice, EAL is acknowledged as a beneficial therapy within mental health care 
services for patients who have not successfully engaged in traditional methods of psychiatric 
care (Kendall et al., 2015). More specifically, EAL may be a natural fit within mental health care 
settings when facilitated by RTs who are well-positioned to provide this modality as part of their 
scope of practice (Hawkins et al., 2014). Along with numerous educational opportunities and 
certificate programs offered within Canada and the United States for EAL practitioner 
development (Equine Assisted Growth and Learning Association, 2017; Equine Connection, 
2017; Horse Spirit Connections, 2017; OK Corral Series, 2017), the Canadian Therapeutic 
Riding Association (2015) recognizes RTs as mental health professionals, along with psychology 
and social work, when outlining their basic certification process for EAL. In addition, as a 
practising RT in mental health care services, pursing EAL certification would be an individual 
choice that has the potential to expand role competencies and overall scope of practice.
Acquiring EAL certification as a professional development strategy to upgrade existing skills or 
expand role competencies has been suggested as a means for overcoming the stress of working in 
mental health care services (Bernacchio, 2012).

Recognizing that there may be challenges to pursuing EAL certification, barriers may 
include time and financial constraints, transportation issues, access to agency support and 
funding, and local access to EAL facilities. To explore EAL possibilities without prior horse 



95 TRPR Journal of TRO

experience, volunteering at an equine centre and/or participating in riding lessons may be the 
first step in determining when and if EAL certification is timely and feasible. If pursued by RTs 
in substantial numbers, this collective group could significantly impact the future direction and 
inclusion of EAL in mental health care settings, while simultaneously contributing to a growing 
partnership and research base between RT and EAL.

Conclusion

Within the current AAT and EAL literature, gaps are evident as the development of this 
body of research is in the early stages within health and mental health care settings, particularly 
within Canada. When considering the use of AAT with therapy dogs or cats in mental health care 
settings, an extensive and comprehensive review, such as the Cochrane review initiated by 
Downes et al. (2013), will eventually assist with highlighting current gaps in the literature while 
further clarifying the benefits and limitations of this therapy modality. As a specialized aspect of 
AAT, the inclusion of EAL as a therapy modality in mental health services has been critiqued for 
lacking a firm and consistent theoretical framework and for insufficient research to substantiate 
therapy outcomes (Bachi, 2013). While an increasing number of professionals and organizations 
include AAT and EAL as a therapy option, they are currently under-researched therapy 
modalities with outcome conclusions often based largely on anecdotal data and evidence 
(Kendall et al., 2015). Although EAL specifically is touted as a promising practice, well-
designed, rigorous research studies with robust samples are needed to standardize and document 
EAL interventions, inform areas of future research, and build a body of evidence to support or 
refute claims as to the benefits of this therapy modality (Kendall et al., 2015).

This integrative literature review provides an overview of the global use of AAT and 
EAL within health and mental health care settings to provide RTs with information related to the 
current use and experienced benefits within these treatment modalities. The findings of the 
review substantiate AAT and EAL as promising practices within both health and mental health 
care services. Purpose statements and goals of AAT, EAL, RT, and PSR were defined and found 
to have both a conceptual link and shared purpose of improved QoL for patients already engaged 
in traditional therapy modalities. This conceptual link suggests that further exploration and 
discussion of this innovative perspective is vital to the inclusion and advancement of AAT and 
EAL within health care settings, and particularly when positioning RTs as potential EAL 
facilitators within mental health care settings.
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Submit your manuscript as an attachment by email to:  trojournal@uwaterloo.ca
Deadline for Submission for Volume 14 – September 30, 2018

*Please note the Volume will be released in June 2019

CALL FOR PROFESSIONAL PRACTICE PAPERS (Volume 14, 2019)
We invite practitioners, students, and researchers to write about issues, experiences, and examples of 
innovative programs, interventions, or practices in TR service delivery. While manuscripts are accepted 
based on the judgment of our editor and associate editors, we make significant effort to work with authors 
to move their visions and insights into publication. No payment is made for articles published in the 
TRPR Journal of Therapeutic Recreation Ontario.

Manuscript Guidelines for Professional Practice Papers

Papers highlighting a program, practice, or 
intervention you have developed or are in the 
process of developing:

∑ Introduce your reader to the program, practice,
or intervention: describe and also provide a clear 
rationale (e.g., why this program is needed for a
particular client group). 

∑ Provide a detailed program description: include
the program purpose, goals/outcomes, client 
group, exclusion/inclusion criteria for referral to 
the program), and outline program procedures or 
content (i.e., techniques used, program modules). 
Discuss key literature (including citations) used to 
develop your program, intervention, or practice. 

∑ Further discuss: topics such as experiences of 
participants; outcomes related to participation;
challenges of implementing your program, 
intervention, or practice; and methods of 
evaluation you use.

∑ Recommend and discuss implications: discuss
how to advance the program, practice or 
intervention and implications for TR practice.

Papers exploring specific TR issues or topics of 
TR conversation (e.g., ethics, credentialing, insight 
into supporting a specific population, new treatment 
models, etc.):

∑ Introduce your reader to the issue: describe the 
purpose of the paper, and provide a rationale for 
the paper (i.e., why this issue is important to the 
development and growth of TR practice).

∑ Describe and develop the issue: in your own voice 
describe the issue and include citations from 
practice and academic literature that inform your 
insights into this issue.

∑ Provide specific stories or examples (where 
appropriate): describe how this issue arises in your 
TR practice, and in your specific setting.

∑ Outline the implications of the issue for the TR 
profession: recommend how we might advance 
conversations about this issue, further develop 
knowledge and insight into this issue, or other 
practices we need to develop to advance the 
profession in relation to this issue. 

All manuscripts should include the following:

∑ Title page: Include the title of your manuscript plus all author names, titles, institutional affiliations, 
and current contact information.

∑ Biography: Maximum 60 words per contributor.
∑ Abstract: Maximum 250 words. Also include 5-6 keywords that best describe content of your article.
∑ Length of manuscript: Normally, the maximum number of pages including references is 15. 
∑ Formatting: Type manuscripts in Microsoft Word, Times New Roman (font size of 12), double-

spaced, with 1-inch margins on all four sides. Tables must be original (created in your WORD 
document, or able to be edited in WORD), figures must be of high quality (i.e., jpg file, high dpi).

∑ Citations and Referencing: Please follow the guidelines laid out in the Publication Manual of the 
American Psychological Association, 6th edition guidelines for the text, labeling tables and figures, 
citations, and references. A tutorial of the 6th edition is available online at: 
http://www.apastyle.org/learn/tutorials/basics-tutorial.aspx

∑ For more details, please refer to www.trontario.org/trpr-journal-of-tro

http://www.apastyle.org/learn/tutorials/basics-tutorial.aspx
http://www.trontario.org/trpr-journal-of-tro


100

CALL FOR RESEARCH PAPERS (Volume 14, 2019)

To support engagement in the spirit of research, the TRPR Journal of Therapeutic Recreation Ontario
invites authors to submit empirical and conceptual research papers with relevance to the field of TR. 
Research papers are written to communicate information about research studies being conducted and 
encourages further initiatives in research. While manuscripts are accepted based on the judgment of our 
editor and associate editors, we make significant effort to work with authors to move their visions and 
insights into publication. No payment is made for articles published in the TRPR Journal of Therapeutic 
Recreation Ontario.

Manuscript Guidelines for Research Papers

Research-oriented manuscripts should contain: 

∑ A rationale for the study: include a clear purpose statement and/or research questions addressed 
in the paper, and a brief review of related literature including key citations.

∑ A methodology section: include a description of the following: your sample size, how the sample 
was selected and recruited, the methodology, data collection strategies used, and data analysis 
procedures

∑ Findings: highlight the key findings of the study making sure to address the study purpose and 
all research questions. Include any tables, graphs, and figures that help summarize the findings.

∑ A discussion of implications for TR practice: describe contributions the study makes to 
therapeutic recreation practice, and provide specific recommendations for practice.

All manuscripts should include the following:

∑ Title page: Include the title of your manuscript plus all author names, titles, institutional 
affiliations, and current contact information.

∑ Biography: Maximum 60 words per contributor.

∑ Abstract: Approx. 250 words. Also include 5-6 keywords that best describe content of your 
article.

∑ Length of manuscript: Normally, the maximum number of pages including references is 15. 

∑ Formatting: Type manuscripts in Microsoft Word, Times New Roman (font size of 12), double-
spaced, with 1-inch margins on all four sides. Tables must be original (created in your WORD 
document, or able to be edited in WORD), figures must be of high quality (i.e., jpg file, high dpi).

∑ Citations and Referencing: Please follow the guidelines laid out in the Publication Manual of 
the American Psychological Association, 6th edition guidelines for the text, labeling tables and
figures, citations, and references. A tutorial of the 6th edition is available online at: 
http://www.apastyle.org/learn/tutorials/basics-tutorial.aspx

∑ For more details, please refer to www.trontario.org/trpr-journal-of-tro

http://www.apastyle.org/learn/tutorials/basics-tutorial.aspx
http://www.trontario.org/trpr-journal-of-tro
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