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Foreword	  
 

We are pleased to present the ninth volume of the Therapeutic Recreation Ontario (TRO) Journal 
and with its new name, Therapeutic Recreation: Practice and Research (TRPR) - Journal of 
TRO. We engaged in the name changing process because we felt the name of the journal needed 
to truly represent its purpose, which is to discuss therapeutic recreation practice and research 
happening in the TR profession in Ontario. Specifically, in 2004 the journal shifted from a focus 
on research papers to broadening this scope to include practice papers. We hope this change of 
journal name continues the tradition of informing TR professionals of the TRPR Journal as an 
opportunity to share practical experiences in addition to disseminating traditional research 
papers. Across the country, TR researchers and practitioners in Canada continue to work together 
to critically reflect on their practices and engage in research to transform the field of TR. 
Alongside these shifts, TRO continues to work to make research more accessible to practitioners, 
students, and people with whom we work. We hope to be able to reach practitioners across 
Canada and encourage them to become more involved in research in our field.  
 
The objectives of the TRPR Journal of TRO are as follows: 

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

2. to provide a venue for TR research in Canada, and more specifically Ontario; 
3. to highlight research that contributes to the body of knowledge and scope of practice of 

Therapeutic Recreation in Ontario; 
4. to stimulate the continuous development of TR research to comply with TRO’s Research 

Standard of Practice; and 
5. to promote communication between researchers and practitioners. 

 
Since 2003, the journal has involved collaboration between TRO and the department of 
Recreation and Leisure Studies department at the University of Waterloo (uWaterloo). Editors 
consisted of Adrienne Gilbert, Sherry Dupuis, and Susan Arai. Previous volumes have also been 
edited 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). This year we as we made changes to the journal we felt a larger 
team was necessary. Toward this end, 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, 
and faculty members Susan Arai and Leeann Ferries provided support as Associate Editors. 
 
In working to expand the reach and scope of the TRPR Journal, this issue embodies perspectives 
from academics, students, and practitioners. The paper by Bowers-Ivanski and Stephens 
discusses the use of reflective practice within the Recreation Therapy team at Sunnybrook Health 
Sciences, and the development of the quality indicators. Decloe discusses advantages and 
disadvantages of the Special Olympics and provides some implications of the games for TR 
practice. Hopper discusses how physical activity plays an important role in the lives’ and 
treatment of individuals who experience mental illness. Lastly, Sears describes her experience 
with the iPod for Memories program and discusses its use in TR practice. Additionally, we have 
included a feature article, which speaks to the R/TRO designation for emerging and existing 
recreation professionals.     
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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. They also encourage us to continue to find ways to bridge practice 
and research, by reflecting critically on our practice and the ways we evaluate the impact of TR 
services and interventions. 
 
After reading this issue, our hope is that you take these concepts away and reflect on their 
importance, and perhaps, take a different lens to your own practice. We hope that you will 
benefit from this volume and will consider sharing examples of your research or exemplary 
programs in the next volume of the TRPR Journal. 
 
Sincerely, 
 
Carrie Briscoe      Susan Arai	  
Kimberly Lopez      Leeann Ferries 
(Co-editors)       (Associate Editors) 
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About	  the	  Editors	  
	  

Co-‐Editors	  in	  Chief	  
 

Carrie Briscoe is currently is a first year doctoral student in the Aging, Health, and Well-being program 
in the Recreation and Leisure Studies department at the University of Waterloo. She completed her 
undergraduate degree in Therapeutic Recreation at UW. She has Therapeutic Recreation work experience 
with older adults at Chatham-Kent Health Alliance and Sunnybrook Health Sciences Centre. She has 
experience with children of all disabilities from KidsAbility and Holland Bloorview Kids Rehabilitation 
Hospital. Carrie’s Masters research was focused on therapeutic relationships and reflective practice. 
Under the supervision of Dr. Susan Arai, Carrie has completed a narrative research study that shows the 
complexity of relationships within TR. This project has highlighted the importance of both self-reflection 
and relational reflection in TR practice. In regards to the TRO conference, Carrie volunteered in Hamilton 
(2010) and Toronto (2011), and presented at the conference in Niagara Falls (2012), Ontario. She joined 
the Editorial team in 2013 and represented the TRPR Journal at the tradeshow in Kingston (2013). 

Kimberly J. Lopez is a second year doctoral student in the Department of Recreation and Leisure Studies 
in the Aging, Health, and Well-being interdisciplinary stream at the University of Waterloo. While 
pursuing her undergraduate degree, she gained experience in and around TR through CNIB, Sick Kids, 
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About	  the	  Cover	  Art	  

	  
In collaboration with graphic designers in 2013, TRPR developed the look you see in Volume 9. 

Theme: Trillium + Connecting Together 
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 people 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 old TRO 
logo with the trillium flower and illustrative touch. The mandala reflects each person's search for 
completeness. The people are connecting through practice and research in order to make the "circle" 
complete.  
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The Special Olympics: Advantages and Disadvantages of Participation 
Practice Paper 

 
Danielle Decloe 
______________________________________________________________________________ 

Abstract 

The Special Olympics has been known to be a worldwide leader in providing 
year-round sport training and competition opportunities for individuals with 
disabilities (Harada, Parker, & Siperstein, 2008). More than 3.1 million athletes 
in 175 countries participate in the Special Olympics (Harada et al., 2008). 
However, controversy exists within this sporting program (Storey, 2008). 
Special Olympics has been said to be beneficial to one’s overall well-being – 
physically, mentally, and socially; yet it also reinforces stereotypes, strengthens 
segregation, lacks in formal abilities, lack of consideration of age 
appropriateness, and lacks normalization (Marks, Sisirak, Heller, & Wagner, 
2010; Murphy & Carbone, 2008; Robertson & Emerson, 2010; Storey, 2004, 
2008). This paper explores the complexities of participation in the Special 
Olympics to reveal the various and multiple “truths” behind how individuals 
with disabilities are viewed. Understanding these “truths” is important for 
therapeutic recreation practitioners to be able to bring about change that benefits 
the lives of people with developmental disabilities in our communities.  

Keywords: Special Olympics, therapeutic recreation, stereotypes, disabilities, well-being 

______________________________________________________________________________ 
 
Danielle H. Decloe, Hon. BSc. (University of Guelph), Gerontology (Ryerson), therapeutic 
recreation (Georgian). Danielle is the Director of Tenant Activities at Holland Christian Homes 
in Brampton, ON. She enjoys learning about various issues relating to types of dementias, 
particularly Alzheimer’s disease. Her hobbies include scrapbooking, and spending time outdoors 
– cycling, hiking, swimming, and cross country skiing.  
 
Contact: Holland Christian Homes Inc., 7900 McLaughlin Road South, Brampton, ON L6Y 5A7 
(phone) 905-459-3333 ext. 5262 or 905-873-1580 (email) danielle.decloe@gmail.com 
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The Special Olympics: Advantages and Disadvantages of Participation 

Introduction 

For over 40 years, the Special Olympics has been a worldwide leader in providing year-
round sport training and competitive opportunities to children and adults with intellectual 
disabilities (Harada, Parker, & Siperein, 2008). More than 3.1 million athletes in 175 countries 
participate in this event (Harada et al., 2008). The Special Olympics, however, has been a 
controversial program for persons with disabilities (Storey, 2008). It has been reported that 
participating in the Special Olympics is beneficial for one’s overall well-being – physically, 
mentally, and socially (Marks, Sisirak, Heller, & Wagner, 2010; Murphy & Carbone, 2008; 
Robertson & Emerson, 2010). However, studies also report negative outcomes associated with 
Special Olympics, including reinforcement of stereotypes, segregation, lack of formal abilities, 
issues with age appropriateness, and lack of normalization (Storey, 2004, 2008). Understanding the 
advantages and disadvantages of participation in Special Olympics reveals insight into various ways 
individuals with disabilities are viewed in society. This understanding is vital for individuals in the 
therapeutic recreation practice. By creating awareness of these issues, change can be implemented 
to support individuals to equality participate in activities within the community.  

Advantages of Participation in Special Olympics 

Recreation therapists are aware that the benefits of physical activity have potential for all 
individuals (Marks et al., 2010; Murphy & Carbone, 2008; Robertson & Emerson, 2010). Murphy 
and Carbone (2008) believe that “participation of individuals with disabilities in sports and 
recreational activities promotes inclusion, minimizes deconditioning, optimizes physical 
functioning, and enhances overall well-being” (p. 1057). The term “participation” is defined by the 
World Health Organization (2011) as “the nature and extent of a person’s involvement in life 
situations and includes activities of self-care, mobility, socialization, education, recreation, and 
community life” (p. 1); this is a component of the World Health Organization’s International 
Classification of Functioning, Disability and Health model. 

The Special Olympics was created to provide opportunities for individuals, regardless of 
their disabilities, to participate in sports (Special Olympics, 2005). As described by Special 
Olympics (2005), they were “designed to offer direct service, support and a rare opportunity to 
people with intellectual disabilities, but, at the same time, to impact the perspectives of society at 
large toward this population” (p. 1). Weiss, Diamond, Denmark, and Lovald (2003) explain that the 
Special Olympics participants show increased self-esteem, physical competence, and peer 
acceptance when compared to nonparticipants with disabilities. The Special Olympics has 
influenced not only the athletes, but their families, volunteers, and the general public (Special 
Olympics, 2005). Ultimately, the Special Olympics provides opportunity to engage in sports and 
physical activity, which promotes overall physical, mental, and social well-being (Marks et al., 
2010; Murphy & Carbone, 2008; Robertson & Emerson, 2010). In the next sections of this paper, I 
explore the various benefits of engaging in the Special Olympics as described in the literature.  
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Physical Benefits of Participation in Special Olympics 

The current obesity epidemic associated with inactivity is a global health concern for all 
individuals, including those with disabilities (Marks et al., 2010; Murphy & Carbone, 2008). 
Individuals with disabilities are more likely than other individuals to be sedentary, and are therefore 
at a higher risk for obesity and associated health conditions (Marks et al.; Murphy & Carbone, 
2008). However, there is a strong connection between the Special Olympics participation and 
healthy physical activity. As Special Olympics (2009) describes, “based on their reported level of 
activity, the Special Olympic athletes are more physically active than members of the general 
population” (p. 2). Further, they advocate that “individuals with intellectual disabilities are serious 
in their endeavour to be physically active” (Special Olympics, 2009, p. 2).  

Stumbo and Peterson (2009) describe that physical activity, as seen in the Special Olympics, 
“has numerous physiological effects on the cardiovascular, musculoskeletal, metabolic, endocrine, 
and immune systems” (p. 6). Furthermore, participating in physical activity reduces the risk of 
depression and anxiety, improves mood, and enhances ability to perform activities of daily living 
(Stumbo & Peterson, 2009). Additionally, physical activity decreases a person’s chances of 
contracting a number of diseases and illnesses. Lastly, physical activity may allow the person’s 
symptoms of the disease to either plateau or even improve (Stumbo & Peterson, 2009).  

Improving Well-Being of Athletes 

Participation in Special Olympics provides the athletes with opportunities for personal 
development and improvement in their overall quality of life (Special Olympics, 2009). This was 
observed by the majority of athletes’ coaches (70%); who reported being able to notice “a great 
deal” of improvement in athletes’ self-esteem (Special Olympics, p. 2). These results are even more 
evident when athletes are personally asked about their feelings of themselves after participating in 
the Special Olympics. More than 90% of athletes reported “a lot” of improvement in their 
psychological well-being (Special Olympics, 2009). Special Olympics (2009) states that “the areas 
of improvement range from increased motor skills to increased social skills, communication and 
even cognitive skills” (p. 2). 

Stumbo and Peterson (2009) outline how “an individual flourishes when he or she feels high 
levels of well-being, is filled with positive emotion, and functions well emotionally and socially” 
(p. 8). Improved self-exploration, self-identification, and self-actualization; improved opportunities 
for planning, making choices, and taking responsibility; and improved ability to prevent, manage, 
and cope with stress, are seen in Special Olympic athletes as a result of achieving personal 
accomplishments and overcoming challenges (Special Olympics, 2005; Stumbo & Peterson, 2009). 
Similarly, Weiss et al. (2003) provide support for this belief, indicating that research suggests a 
correlation between components of Special Olympics, such one’s status of personal health and 
disability, and participants’ self-concepts, life satisfaction and adaptive behaviours.  

Social Skills and Relationship Building through Leisure 

Social support networks are essential to an individual’s health, wellness, and quality of life 
(Stumbo & Peterson, 2009). Special Olympics (2009) reports that “the improvements athletes make 
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in social skills and social relationships are often dramatic” (p.2). Having the opportunity to 
construct team building skills, practice being competitive, and developing, practicing, and applying 
social interaction skills, assists athletes in creating relationships with others; these include social 
support networks, competitors, teammates, significant others, and familial relationships (Stumbo & 
Peterson, 2009; Special Olympics, 2009). Leisure, which is a central part of the Special Olympics, 
is known as a social phenomenon – a time where social skills are developed and social exchanges 
occur (Stumbo & Peterson, 2009). Additionally, Stumbo and Peterson (2009) describe how 
connections or relationships may also be challenged during leisure times. For example, competition 
between athletes tests social relationships through experiencing winning and losing. These social 
interactions assist in relationship building during and after the Special Olympics (Special Olympics, 
2009). Therefore, it is concluded that “leisure, then, plays a vital role in the development, 
continuance, and enhancement of social relationships” (Stumbo & Peterson, 2009, p. 9).  

Challenges Special Olympics Poses to Understanding the Complexity of  
Developmental Disability 

 One of the most widely known recreational programs for people with intellectual disabilities 
has been the Special Olympics (Harada et al., 2008; Storey, 2004, 2008; Special Olympics, 2005, 
2009). However, over the years, several concerns regarding the Special Olympics have become 
evident in society (Storey, 2008). At the heart of these concerns is the continued negative 
stereotyping of people with developmental disabilities. 

Critiques of Segregation and Integration in Special Olympics 

 Some authors argue that as Special Olympics receives more funding and popularity, the 
result is increased segregation for individuals with severe intellectual disabilities (Storey, 2008). 
Carter and Van Andel (2011) describe how segregation of people with disabilities is seen by 
separating them away from things and/or people. Segregation is “often a result of focusing on the 
impairment, rather than seeing the person as a developing human being who has the capability to 
learn and to contribute to society” (Special Olympics, 2009, p. 6).  
 In contrast, integration is an attempt at acceptance of minority groups (i.e. people with 
disabilities) into society (Carter & Van Andel, 2011). There is an attempt at social integration 
within Special Olympics, which is displayed through social interaction within different sporting 
events between people with and without disabilities. These relationships, however, are likely to be 
short term and not likely to develop into true friendships because the Special Olympics only run for 
a short period of time (Storey, 2004). Smart (2001) supports Storey’s (2004) thought by stating that 
casual interactions, such as those that occur in the Special Olympics, do not result in a reduction in 
prejudice, and may even contribute to negative stereotypes regarding people with disabilities (as 
cited in Storey, 2004). Johnson (2003) notes that: 
 

Events such as the Special Olympics foster the ‘us against them’ attitude with ‘us’ being 
people with disabilities. There has been a backlash against disability rights in part due to 
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people with disabilities being in segregated settings and events and not being part of 
mainstream society. (as cited in Storey, 2004, p. 36)  
 

Ultimately, the Special Olympics are a segregated event, as it separates people with disabilities 
from the norm (Storey, 2004).  

Diminishing Functional and Age Appropriate Achievements among Athletes 

It has been observed that many Special Olympics events devalue an individual’s functional 
abilities and do not challenge athletes to make gains in these areas (Storey, 2008). A term known as 
learned helplessness, where an individual becomes reliant on another source to complete a task, 
results in an inability to function independently without assistance (World Health Organization, 
2011). Storey describes that, for example, the Special Olympics helps a participant to learn a skill 
(e.g. kicking a soccer ball), but not the purpose of the skill (e.g. passing the soccer ball to a 
teammate, and kicking the ball while running). Storey (2008) describes how “[i]n the Special 
Olympics, there is a lack of skill acquisition, and much precious teaching time of functional 
activities is lost” (p. 136).  
 The Special Olympics categorizes both adult and child participants in the same 
competitions, which undoubtedly leads to the infantalization of adult participants (Storey, 2008). 
Infantalization is a term used to describe the act of being treated like a young child. This stereotype 
restricts adult participants from being able to obtain adult status and dignity (Storey, 2008). Not 
only does this stereotype devalue adult participant’s image of self and self-esteem, but it reinforces 
the stereotype of the external child for the general public (Storey, 2008). As Storey describes, the 
atmosphere of Special Olympics is centered around children, rather than all ages (for example, 
clowns handing out stickers, costumes, and balls). After viewing this type of juvenile, carnival-like 
event, the general public at the event (including friends, family, neighbours, members of the media) 
are prone to view adult participants as children rather than as adults who are part of society (Storey, 
2008).  

Mixed messages contained in the “huggers”  

  ‘Huggers’ are volunteers who stand at the finish line and wait for a particular athlete to 
complete his/her event (The College of Brockport, 2010). Regardless of how or if that athlete 
finishes, he/she is greeted with a big hug. Many of these athletes are being hugged by complete 
strangers. Not only do the huggers reinforce age-degradation of adults with disabilities in the 
Special Olympics, it reinforces the idea that people with disabilities need to be “helped” by 
nondisabled people (Special Olympics, 2005, 2009; Storey, 2008). The huggers also create 
confusing messages for athletes who experience difficulties in engaging in appropriate social 
behaviour, by encouraging inappropriate social behaviours, such as hugging individuals they do not 
know (Odom, Horer, Snell, & Blacher, 2009). This can become a challenging situation if 
participants oversimplify the application of this practice to other surroundings by hugging people in 
public places.    
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The idea that “everyone is a winner” challenges normalization 

In the Special Olympics, everyone is a winner. After advocating that individuals with 
disabilities should have equal rights and be treated fairly when compared to others in society, the 
fact that the Special Olympics allows everyone to win counteracts this idea (Storey, 2008). Always 
winning is not the case in real life. Therefore, the Special Olympics set up an artificial environment 
where the rules are not the same as in integrated settings, which can limit the oversimplification of 
skills (Storey, 2008). Perske (1972) explains: 

 
Overprotection endangers the person’s human dignity and tends to keep people with 
developmental disabilities from experiencing the normal taking of risks in life, which is 
necessary for normal human growth and development, and in which winning an event is a 
common occurrence. Learning how to accept and behave in these circumstances can be 
helpful for an individual. (as cited in Storey, 2008, p. 37) 
 

Ultimately, the Special Olympics are exposing the athletes to an artificial view of how society 
functions. When the Special Olympics is completed, the athletes expect to succeed in various areas 
of living (for example, in relationships, school work, employment, etc.), and are unaware of how to 
handle failure. Treating athletes in the Special Olympics similar to individuals of various abilities in 
society would minimize this issue.  

Conclusion  

Overall, this paper has explored the controversy and some of the multiple truths behind how 
individuals with disabilities are viewed and treated in the Special Olympics. It has discussed how 
participating in the Special Olympics is beneficial for one’s physical, mental, and social well-being 
(Marks et al., 2010; Murphy & Carbone, 2008; Robertson & Emerson, 2010). Yet, it has shown that 
there is also a more challenging aspect to Special Olympics, including the reinforcement of 
stereotypes, segregation, lack of formal abilities, issues with age appropriateness, and lack of 
normalization (Storey, 2004, 2008). By having a greater knowledge of both the strengths and 
weaknesses of the Special Olympics, individuals in the therapeutic recreation practice are better 
aware of the multiple and often conflicting ways individuals with disabilities are portrayed in 
society. Through this awareness, change can be implemented to minimize negative stereotypes and 
segregation; encourage more thoughtfulness about what it means to be a flourishing participating 
adult by challenging our default to infantalization and discrimination; and supporting the physical, 
mental, and social benefits of participating in Special Olympics.  
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iPods® for Memories Program 
Practice Paper 

 
Jeanette Sears 
______________________________________________________________________________ 

Abstract 
The following paper outlines the iPods® for Memories program implemented in 
two facilities for older adults in January 2013 by the Alzheimer Society of 
Huron County. An iPod®-focused program can provide a valuable music 
intervention uniquely tailored for each client through the use of personalized 
music playlists. Specific client goals such as enhancement of self-identity or 
providing an opportunity for positive engagement may also be addressed. 
Finally, an iPod®-focused music program can also facilitate modulation of client 
affect – acting as a positive redirection for aggressive behaviour, a mood 
enhancer for depressive behaviour, or a focusing technique for chronic anxiety. 
For the recreation therapist, an iPod®-focused music program offers flexibility 
and efficiency in meeting a wide variety of client goals with a singular 
intervention tool. While iPod®-focused music programs have been documented 
in terms of success with clients exhibiting agitated behaviour, I find it an 
effective method for addressing another common behavioural component of 
dementia: apathy. The literature review in this article supports my rationale for 
using an iPod®-focused music program as an intervention to address apathy in 
late stage dementia. I will define apathy, discuss methods for measuring aspects 
of engagement, and address the effectiveness of using personalized stimuli to 
enhance the client’s quality of life. Finally, I will present my experience with 
using the iPods® for Memories program, followed by a discussion and some 
recommendations for practice.  
 

Key words: apathy; engagement; personalized stimuli; individualized music; dementia; late 
stage dementia. 
______________________________________________________________________________ 
 
Jeanette Sears (B.E.S., Univ. of Waterloo) is the Public Education Coordinator at the Alzheimer 
Society of Huron County. Her job is to provide education and support for persons with dementia, 
their families, and their professional caregivers. She joined the recreation field while working for 
12 years with the Activation Department at the Huron County Homes for the Aged.  She is 
completing the Therapeutic Recreation Graduate Certificate Program at Georgian College in 
April 2014.  
 
Contact: Alzheimer Society of Huron County, Box 639, Clinton, ON N0M 1L0 
(phone) 519-482-1482 or 519-482-7295 (email) jeanette@alzheimerhuron.on.ca 
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iPods® for Memories Program 

Introduction 

The following paper outlines the iPods® for Memories program implemented in two 
facilities for older adults in January 2013 by the Alzheimer Society of Huron County. This 
program highlights the impact of personalized music intervention in addressing apathy, a 
common symptom of dementia. The literature review focusses on defining apathy, exploring the 
concept of engagement, the effect of a personalized stimuli-based intervention, and describes the 
benefits of creative arts therapies.   

Exploring Apathy, Engagement and Cognition and the effect of Music as an Intervention 

This section presents an examination of apathy and related symptoms. The link between 
cognitive engagement and its effect on cognitive function is introduced. Recent research linking 
music and cognitive function is also presented. 

Defining Apathy  

While apathy is a common symptom of dementia, a clear diagnostic criterion remains 
difficult to identify. Because studies do not often address apathy as a targeted behaviour, 
isolating apathy-specific information is difficult (Lane-Brown & Tate, 2009). Furthermore, 
apathy often appears in combination with depression or fatigue, making it difficult to attribute 
specific characteristics to one condition (Lane-Brown & Tate, 2009). According to the 
Alzheimer Society of Canada (2012), apathy describes a loss of interest, motivation and/or 
persistence. In persons with dementia, apathy may present as a sense of not caring and decreased 
social activity (Alzheimer Society of Canada, 2012).  
    According to Lane-Brown and Tate (2009) “diminished motivation” occurs on a 
continuum of disorders. At the severe end of the scale, “akinetic mutism” represents a “total 
absence of speech or movement in the presence of visual tracking” (Lane-Brown & Tate, 2009, 
p. 2). “Abulia” exists at the middle of the scale and is a “lack of goal directed behaviour” and 
“severely impaired ability to communicate” (Lane-Brown & Tate, 2009, p. 2). “Apathy” is the 
least severe condition on Lane-Brown and Tate’s (2009) continuum. Apathy represents a 
“substantial” decrease in activity as well as a reduction in initiation (Lane-Brown & Tate, 2009, 
p. 2). A study by Leone et al. (2009) lists four specific criteria as identifiers for apathy: 

1. Diminished motivation 
2. Behavioural, cognitive, and emotional dimensions of apathy 
3. Functional impairment attributable to apathy  
4. Absence of specific characteristics listed as exclusion criteria. ( p.384) 
Lane-Brown and Tate (2009) further operationalize apathy by identifying eight 

behavioural components: activity selection, activity level, responsiveness to stimuli, initiative, 
effort, level of engagement in given activity, social withdrawal, and participation in activities.   
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Measurable aspects of engagement 

In a study by Cohen-Mansfield, Marx, Regier and Dakheel-Ali (2009), the authors review 
the impact of engagement on the cognitive status of nursing home residents with dementia. Each 
resident was offered one of 22 predetermined stimuli, 4 times daily. The 22 predetermined 
stimuli included 20 items such as a lifelike doll, an expanding sphere, music, or a print magazine, 
and 2 items based on the client’s past activity patterns and personal interests (Cohen-Mansfield 
et al., 2009). The study recorded baseline patterns of engagement and measured changes in levels 
of engagement over a 3 week period. Levels of engagement were described and measured 
according to four variables:  

• Attention was measured on a 4-point scale according to visibly paying attention, eye 
movements, manual manipulation of the stimulus, following instructions, and physical 
reaction without visual contact.  

• Attitude toward the stimulus was ranked on a 7-point scale ranging from very negative to 
very positive.   

• Duration, measured in seconds, recorded the amount of time the person was engaged 
with a particular stimulus. 

• Refusal rate was measured by the number of total stimuli refused divided by the number 
of stimuli presented. (Cohen-Mansfield et al., 2009, p. 757) 

This study verified a direct relationship between client cognitive function and client initiation 
and engagement with environmental stimuli (Cohen-Mansfield et al., 2009). In other words, 
clients with higher cognitive status interacted more frequently with their environment than 
clients with lower cognitive status. The authors postulate that in order to stimulate and maintain 
on-going cognitive functioning in clients presenting a higher degree of impairment, a greater 
amount of encouragement is required from the caregiver (Cohen-Mansfield et al., 2009). 

In a study conducted by Rylatt (2012), the author identifies and measures three positive 
aspects of creative therapy intervention:  

• Communication is defined as the extent to which participants actively communicate with 
other group members, including individual social skills and ability to connect with others 
around them. 

• Creative self-expression is measured as the extent to which the participant is able to 
express him or herself during a group session.  

• Engagement is measured as the extent to which the participant expresses an interest in 
activity. This measurement includes verbal and non-verbal responses such as head 
nodding, observation of others, alertness and body movement. (Rylatt, 2012, p. 44)     

Identification and importance of personalized stimuli 

In Cohen-Mansfield et al.’s study (2009) the authors provide insight into their selection of 
personalized stimuli. The objects were chosen based on the person’s role, identity or 
demographics and modified if necessary to meet the individual cognitive, physical, and sensory 
abilities of the participant. The authors validate the importance of the personalized stimuli in 



Sears 

	  

11 

terms of directing attention and attitude toward the stimuli (Cohen-Mansfield et al., 2009). This 
increased attention and engagement improved functional levels in cognitive aspects such as 
“cognitive functioning, ability to perform activities of daily living, and speech clarity” (Cohen-
Mansfield et al., 2009, p. 762). The authors found that physical agitation is a result of boredom 
while verbal agitation is more often a result of other etiologies, such loneliness or pain. Based on 
this conclusion, they propose that the use of personalized stimuli is more effective in addressing 
physical types of agitation than verbal agitation (Cohen-Mansfield et al., 2009).  
    According to an article written by Treusch et al. (2011), apathy is “promoted and 
exacerbated” through reduced stimulation and lack of meaningful activity (p.161). The authors 
recommend using the client’s biographic information to determine activities and topics in order 
to motivate the client. Furthermore, they suggest that focusing on improving a client’s emotional 
well-being, as opposed to only focusing on cognitive strength, may be more effective in 
increasing client motivation. It is proposed that this increased motivation may in turn encourage 
physical activities and motor skills as well as cognitive pursuits such as memory exploration and 
communication. Unfortunately, studies exploring the effectiveness of non-pharmocological 
approaches are often difficult to obtain due to lack of research funding (Treusch et al., 2011).  

Cognitive benefits of music intervention 

Several studies have pointed to the effectiveness of music in providing cognitive 
stimulation. Mizrahi and Starkstein (2007) assessed the efficacy of both live and pre-recorded 
music in treating apathy in subjects with moderate-to-severe dementia. Live music showed the 
greatest improvement in terms of immediate positive engagement, regardless of the severity of 
the dementia (Mizrahi & Starkstein, 2007). According to Gerdner (2010), the author of the 
Evidenced Based Guideline for Individualized Music for Elders with Dementia, music remains 
an effective form of communication throughout the progression of dementia, including the point 
where the client has limited ability to interact verbally or interpret environmental stimuli. 
Presenting music based on personal preferences, offers an opportunity to access the client’s 
remote memory. Individualized music refers to music that has been influential and integrated 
into the person’s life history and is based on personal preference. Information can be solicited 
from the client or, if the patient is unable to verbalize personal preference, can be solicited from 
well-informed family members and close friends (Gerdner, 2010). Personalized music provides 
an opportunity to redirect the client’s focus toward an interpretable stimulus and away from a 
confusing and meaningless environment. By prompting memories associated with positive 
feelings, music may also have a positive influence on the client’s affect and promote a positive 
emotional response (Gerdner, 2010).  

Implementing the iPods® for Memories Program 

In January 2013, the Alzheimer Society of Huron County implemented the iPods® for 
Memories program at two facilities for older adults. I was involved as the Public Education 
Coordinator because of my experience and education in Recreation Therapy. I initially designed 
the program as a program protocol assignment for Georgian College’s therapeutic recreation 
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program. During the pilot project, the Alzheimer Society of Huron County provided the iPods® 
and headphones, and was committed to providing 12 weekly listening sessions with each client. 

Program design 

The following section describes the participant selection, playlist selection and 
development, and a description of the listening sessions. Program modifications based on 
participant response is also included. 

Selection criteria. The program managers at the two facilities each chose 8 participants. 
All participants had a diagnosis of cognitive impairment and limited or impaired participation in 
social programs. Client selection reflected (but was not limited to) the following scores on three 
scales within the Resident Assessment Instrument-Minimum Data Set (RAI-MDS); an Index of 
Social Engagement (ISE) score of 3 or lower; a Cognitive Performance Scale (CPS) score of 3 or 
higher; a Depression Rating Scale (DRS) score of 3 or higher. Potential exclusion criteria 
included hearing impairments that interfered with the client’s ability to listen to the music.  

Individualized Music Playlists. Playlists refer to a series of selected songs that are 
stored on an MP3 device. In the iPods® for Memories program, each client has a unique song 
playlist based on their individual music preferences digitally loaded onto their music device.   

Personal Playlist Song Selection. The Recreation Managers facilitated a “Personal 
Music History” interview with each client to determine personal music selections. If the client 
was unable to participate in the interview, the program managers conducted the interview with a 
knowledgeable family member prior to the onset of the program. The Personal Music History 
Interview questions were drawn from the “Singing for the Brain” program from the Alzheimer’s 
Society of the United Kingdom (2011): 

1. Which songs are special to you? 
2. What type of music do you love? 
3. Which songs remind you of the place where you grew up? 
4. What was the first record you bought? 
5. Please share whatever else you feel is important to your musical history.  

Additional information gathered includes the client’s location of birth and culturally 
significant ethnic and religious background. Birth year was documented as music that is popular 
when a person is 18 – 25 years is identified as significant (Tourin, 2006). Based on the above 
data, a personalized playlist was created for each participate using iTunes® technology.  

Initial listening session. During the initial listening session, the facilitator listened to the 
music playlist with each client with the iPod® attached to speakers. The speakers allow the 
facilitator to assess and record the client’s reactions to each musical piece. Client reactions are 
gauged by verbal response (speaking, humming, or singing), non-verbal response (eye contact, 
physical movements, facial expression) and affect (facial expression). 

Implementation of listening sessions. During the 12- week program, the participants 
listen to their music playlist a minimum of two sessions per week. The sessions range from 10-
30 minutes in length, allowing the participants to become gradually familiar with listening to 
music with headphones. The clients are monitored carefully for any obvious verbal or physical 
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signs of discomfort, and if present, the music was discontinued. The clients are introduced to the 
concept of wearing headphones through modelling by the facilitator.  

Playlist Modification. The playlists were modified over the course of the 12-week 
sessions based on the observed client response. If a client expressed (verbally or nonverbally) a 
definite preference for a particular artist or type of music, we reflected this in the playlist. These 
preferred songs or artists were dispersed throughout the playlist to maintain engagement.   	  
On average, the final version of the playlist was determined by the third session. For the duration 
of the 12-week program, the participant playlists included 10-15 songs to ensure a balance 
between variety and familiarity.  

Recording Responses. After each listening session, the facilitator recorded the client’s 
attention levels, memory recall, indicators of self-expression, engagement levels, listening 
duration and refusal rates in the iPods® for Memories Program Log Sheet (see Appendix A). 
The log sheet provided a record of the change in resident response over time as well as serving as 
a communication tool between the recreation departments and the Alzheimer Society of Huron 
County. 

The following table is a guideline to the program content areas and detailed action steps 
(see Table 1).  During the study, the Program Content Areas were assigned timelines and 
allocated to specific agencies (i.e. Alzheimer Society or care facility).  
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Table 1: Program content areas and action steps 
 
Program Content Areas Action Steps 

1. Selection of 
program 
participants and 
initial assessments.  

-  Select suitable clients based on participant criteria. 
- Obtain necessary consent from clients and/or family members. 
- Include written consent forms in client charts. 
- Interview client and family to determine past musical interests and 
cultural influences.  (See Participant interview sheet in Appendix B).  

2. Create playlist 
based on 
participant’s 
assessment. 

- Create playlist from iTunes Library and load chosen songs onto 
iPod® Shuffle. 
 

3. Provide music 
sessions using 
iPod® Shuffle and 
headphones. 

- Listen to initial playlist with client using speakers (allowing the 
music to be heard by participant and facilitator) to monitor client 
response to each musical selection.  
- Provide headphones and iPod® Shuffle with individualized playlist 
for each client.  
- Modify individual playlist based on participant’s feedback 
throughout study duration. 

4. Program duration 
with required 
amount of listening 
time. 

Week 1: 10 minutes, 2 times per week. 
Week 2 - 4: 10 minutes, 3 times per week. 
Weeks 5 - 12: 20 minutes, 3 times per week 

5. Monitor and record 
participant response 
to program. 

- Record client responses in log book before, during and after 
program. 
- Record facial expressions, gestures, words or dancing that occur in 
response to the music. 
- Record use of staff prompts during the listening session, 
highlighting which prompts are most effective. 
- Record if any particular type of music elicits a greater response. 
 

 

Discussion 

The iPods® for Memories program garnered positive engagement and response from the 
participants, including those with apathy symptoms. An additional benefit was the generation of 
excitement beyond those immediately involved, including the other staff members, family 
members, and the wider community.  
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Benefits 

By providing an environment that can sustain attention and engagement, the iPods® for 
Memories program provides many client benefits. Clients with advanced dementia benefit from 
increased stimulation, as evidenced by nonverbal responses such as smiling or other facial 
expressions and body movements. The “noise blocking” headphones, designed to limit 
surrounding environmental noise, create a focused listening experience that maintains the 
attention of easily distracted clients. For clients who exhibit withdrawal, the headphones create 
an environment that draws the participants in. 

For many clients, the personalized playlists reinforce self-identity and stimulate 
memories or conversation about past events in a positive way. This was evident through clients 
verbally reminiscing about music memories from their childhood (participating in church choir, 
family singing, and square dancing), as well as other significant family and community events 
(family vacations, Wingham radio show). Clients who are non-verbal respond in ways that imply 
similar effects. For example, a bagpipe enthusiast routinely smiled during a rousing bagpipe 
melody. As mentioned in Gerdner’s article (2010), personalized music can direct the client’s 
attention towards an “interpretable stimulus” (p.6) by providing them with a recognizable 
landmark in an environment that may otherwise seem meaningless and unfamiliar.   

The Recreation managers and staff members found the iPods® for Memories program 
beneficial in providing a music intervention that is easily adaptable to meet a variety of client 
needs. Modifying personalized playlists can be done efficiently wherever the client is located. 
With training, the program can be utilized by staff from other departments during any shift after 
the client-specific playlist is created and downloaded on the iPod®. In our experience, the 
iPods® for Memories program was offered as part of the facilities’ existing Sensory Stimulation 
programs already in place. In other words, program staff did not have to find additional program 
space in an already busy schedule.  

Family members found the iPod® for Memories program a valuable opportunity to 
increase their involvement as care partners. When a person experiences cognitive decline, family 
members and friends often find it increasingly difficult to stay connected. Contributing to the 
iPods® for Memories “Personal Music History Questionnaire” acknowledged the valuable role 
they, as family members, can play in conveying their loved one’s personal story to facility staff. 
In addition, through observing or participating in the music listening sessions, families acquired 
an additional method of interaction during their visits. Several family members brought in music 
from their own libraries or accessed additional music resources in the community. Family 
members frequently expressed their appreciation for the provision of an individualized program. 
    While not an initial goal, the iPods® for Memories program became a source of positive 
media attention for the Alzheimer Society of Huron County and both of the facilities involved in 
the program. The local newspaper and radio stations ran clips about the program. The television 
station CTV included positive coverage with a one minute clip on the evening news (The Loop, 
2013).	  	  
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An important mandate of the Alzheimer Society (2011) is to reduce the stigma 
surrounding a diagnosis of dementia. The media coverage from the iPods® for Memories 
program sends a clear message that opportunities for enjoyable moments still remain for persons 
with dementia. The geriatric facilities involved in the program received positive attention from 
families, other residents, and the community at large, which shows that they are actively 
committed to improving the daily lives of their residents. 

Recommendations 

The following recommendations highlight considerations necessary for recreation 
therapists interested in implementing such a program. Also mentioned below are the 
improvements we are undertaking to continue to move the iPods® for Memories program 
forward. 
           When determining final client selection, allow for 2-3 listening sessions before excluding 
participants. In our experience, the final playlists took two to three sessions to finalize. After 
three sessions, all residents appeared to recognize (or not resist) the program and the intent of the 
sessions. This was true for all residents, including those with mid-to-late stage dementia.  
    When working with a participant with a high degree of agitation, it is essential to 
incorporate programming into an individual’s regular behaviour patterns. In our experience, the 
intervention is more effective as an early intervention before the behaviour starts. For example, if 
the behaviour often begins after 3:00 pm, the intervention should be attempted earlier in the 
afternoon. Once the client’s behaviour has escalated, this music intervention may be declined 
more frequently than it would during a less agitated state.  
    While this program does require the acquisition and use of technology, the size of the 
program can grow slowly, as funds and technological expertise allow. As the comfort level with 
technology increases, more playlists can be added to include more participants. In addition, one 
participant may benefit from more than one playlist – for example a soothing playlist for the 
evening and an active playlist for the morning.  
    We are looking at opportunities to streamline the feedback process. While the logbook 
format was useful for obtaining information between the facilities and the Alzheimer Society of 
Huron County, staff feedback suggests that it is not feasible to continue on a long term basis. We 
are exploring ways the iPods® for Memories program participant responses can be incorporated 
into the existing Point of Service (POS) documenting program used by Recreation and Nursing 
staff in Long-Term Care facilities. In addition to streamlining the documenting process, the POS 
documentation may encourage nursing staff to utilize the program as well.  
    As the Alzheimer Society of Huron County expands this program to include family 
caregiver and acute care settings, modifications will be made in terms of program application 
and record keeping.  

Conclusion 

I would highly recommend the iPods® for Memories program to recreation therapists 
looking to expand their repertoire of effective interventions for persons with dementia. While 
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current research documents the positive impact of music on the cognitive domain, the iPods® for 
Memories program offers a versatile musical intervention that can be used by recreation 
therapists, regardless of previous musical ability. The level of client engagement and response to 
this program is enhanced by family participation and involvement, allowing the recreation 
therapist to support the participant’s social domain. In addition, the enthusiasm this program 
generates helps further extend these social connections into the wider community. Finally, 
supporting an individual’s need for personal identity and self-expression lies near to the core of 
recreation therapy principles. By providing the client the opportunity to select, listen to, and 
experience their own music choices, the recreation therapist can help their clients put self-
efficacy into action. 

 
References 

 
Alzheimer Society Canada (2011). Stigma. Retrieved from: http://www.alzheimer.ca/en/About-

dementia/Alzheimer-s-disease/Stigma 
Alzheimer Society of Canada (2012). Apathy. Retrieved from  
  http://www.alzheimer.ca/en/About-dementia/Understanding-behaviour/Apathy. 
Alzheimer’s Society United Kingdom (2013). Singing for the brain. Retrieved from  
	   	   http://www.alzheimers.org.uk/site/scripts/documents_info.php?documentID=760 
Cohen-Mansfield, J., Marx, M.X., Regier, N.G., & Dakheel-Ali, M. (2009). The impact of  
 personal characteristics on engagement in nursing home residents with dementia. 
 International Journal of Geriatric Psychiatry, 24, 755–763. doi: 10.1002/gps 
Gerdner, L. A. (2010). Evidence-based guideline: Individualized music for elders with  
 dementia. Journal of Gerontological Nursing, 36(6), 7-15.   
Lane-Brown, A. T., & Tate, R. L. (2009). Apathy after acquired brain impairment: A systematic 
 review of non-pharmacological interventions. Neuropsychological Rehabilitation, 19(4), 
 481-516. doi: 10.1080/09602010902949207 
Leone, E., Duedon, A., Bauchet, M., Laye, M., Bordone, N., Lee, J., Robert, P. H. (2013). 
 Management of apathy in nursing homes using a teaching program for care staff: The 
 STIM-EHPAD study. International Journal of Geriatric Psychiatry, 28, 383–392. 
Mizrahi, R., & Starkstein, S. E. (2007). Epidemiology and management of apathy in patients 

with Alzheimer’s disease. Drugs Aging, 24(7), 547-554.  
Rylatt, P. (2012). The benefits of creative therapy for people with dementia. Nursing Standard, 
 26(33), 42-47.  
Tourin, C. (2006). Harp therapy manual: A cradle of sound. Mount Laguna, CA: Emerald Harp 

Productions. 
The Loop. (2013). Using music to help those with dementia. Retrieved from 

http://video.theloop.ca/watch/using-music-to-help-those-with-
dementia/2287180654001#.UtSs6PS1z0s	  

Treusch, Y., Page, J., Niemann-Mirmehdi, M., Gutzmann, H., Heinz, A., & Rapp, M. (2011). 
 Apathy and its nonpharmacological treatment in dementia. GeroPsych, 24(3), 155-164.  
 Doi:10.1024/1662-9647/a000041 
  



TRPR Journal of TRO 

	  

18 

Appendix A: iPods® for Memories Program Log Sheet 
 

 

 
  

 
 
 

Toll Free: 1-800-561-5012     Telephone: 519-482-1482     Fax: 519-482-8692 317 Huron Rd, PO Box 639      Clinton, ON N0M 1L0 

Website: www.alzheimer.ca/huroncounty     January 2013 

8 

 iPods for Memories Program Log Sheet 

Client: ________________________________  

In this treatment program, staff will create music 
playlists  based  on  client’s  musical  interests  to  enhance  
memory and support self-expression and identity. 
Client responses are monitored and the playlists 
adjusted to ensure an ongoing positive and stimulating 
listening environment.  

Date 
Time 

Date 
Time 

Date 
Time 

Date 
Time 

Date 
Time 

Date 
Time 

 
 

     

A. Attention to music 

0) Not attentive       

1) Somewhat attentive       

2) Attentive       

3) Very attentive (Responds with foot tapping, 
clapping or singing) 

      

B. Opportunity to Exercise Memory Recall 
0) No obvious memory recall.        

1) Shows minimal memory recall (slight curiosity 
but no concrete response) with staff prompts. 

 
 

     

2) Initiates memory recall: alert and appropriate 
responses - singing words, humming melody, 
gestures, etc. 

 
 

     

C. Attitude towards music (Excitement & Expressiveness) 
0) Negative- frowning or obvious displeasure        

1) Neutral        

2) Positive (Smiling)       

3) Very positive (Energy, Excitement)       

D. Opportunity for Engagement  
0) No verbal or physical response       

1) Resident is alert for more than half of music 
session 

      

2) Resident is alert throughout music session. 
(Nodding head, alert, body movement) 

      

E. Reinforces self-identity 
0) No verbal or physical response       

1) Exhibits minimal verbal or physical response.       

3) Strong response: sings along, stimulates 
verbal memory recall. 

      

F. Duration and/or Refusal       

Record number of minutes or R if refused.  
 

     

Staff Initials       
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Appendix B: Participant Interview Sheet 

 
Alzheimer	  Society	  of	  Huron	  County	  -‐	  iPods	  for	  Memories	  Program:	  	  	  

Personal	  Music	  History	  Questionnaire*	  

1.	   	  Which	  songs	  are	  special	  to	  you?	  

 

 

 

2.	   What	  type	  of	  music	  do	  you	  love?	  

 

 

 

3.	   Which	  songs	  remind	  you	  of	  the	  place	  where	  you	  grew	  up?	  

 

 

 

4.	   What	  was	  the	  first	  record	  you	  bought?	  

 

 

 

5.	   Please	  share	  whatever	  else	  you	  feel	  is	  important	  to	  your	  musical	  history.	  

 

 

 

*Adapted	  from	  “Singing	  for	  the	  Brain:	  Musical	  history	  form.”	  UK	  Alzheimer	  Society.	  	  Personal	  communication,	  
August	  20,	  2012 
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History of R/TRO 

 Therapeutic Recreation Ontario (TRO) is a membership organization that 

responds to the needs of its members. It has been clear since the start of TRO that 

members desire to become certified and ultimately part of a regulated body. TRO 

recognized that a long process would be involved to develop an Ontario certification 

process. Thus, in 2003, the registration (R/TRO) designation was developed as an initial 

step towards certification. Prior to developing the R/TRO credential, TRO pursued 

understanding how members could become certified though the National Council for 

Therapeutic Recreation Certification (NCTRC). However, due to differing educational 

opportunities available in Ontario for students studying therapeutic recreation, the 

NCTRC certification exam was not considered a viable alternative to regulation at the 

time. In addition, a majority of TRO members would not meet NCTRC’s eligibility 

criteria (NCTRC, 2013).  

The intention of the R/TRO credential was to assure clients, professionals, and 

organizations that a peer-reviewed process was in place for identifying established and 

formally educated therapeutic recreation (TR) professionals in Ontario. This process 

entailed TRO members to submit their portfolio and meet the required number of points 

in four categories (therapeutic recreation experience, formal education, professional 

affiliation, and professional contribution) in which they would receive an R/TRO 

designation from TRO and have an immediate and tangible credential. Members would 

also be eligible to write an exam for regulation administered by TRO, once developed.  

After extensive discussions and assistance from consultants, the work of the TRO 

board of directors, TRO volunteers, and a membership vote, the decision was made to not 

pursue a “made in Ontario” certification process. Therefore, it was decided to pursue 

regulation with both the R/TRO designation and the CTRS (Certified Therapeutic 

Recreation Specialist) credential being one of the requirements to work as a regulated TR 

professional in Ontario. The R/TRO designation is currently a voluntary registration 



Brown, Gibson, Ledrew, Ng, Wilkie, and Wilkinson 

 

21 

process for TRO members in the province of Ontario, which demonstrates a level of 

excellence in the field of therapeutic recreation. 

Benefits of the R/TRO Designation 

 To date, there are almost 400 TRO members with the R/TRO designation and the 

number of TRO members becoming R/TRO is continually growing. The R/TRO 

designation represents professionalism, competency, and advancement of the therapeutic 

recreation profession. To emphasize this, a tag line was developed to showcase the 

benefits of this designation: R/TRO: Promoting professionalism and quality Therapeutic 

Recreation services. By holding this designation, members are meeting a level of 

excellence dictated by the provincial leaders in unifying and directing the advancement of 

the therapeutic recreation profession in Ontario. Holding this designation also guarantees 

that TR professionals are meeting the minimum requirements in all areas of therapeutic 

recreation, specifically in regards to their experience, formal education, professional 

affiliation, and professional contribution. R/TRO is also an important way for 

professionals to stay current with any changes in their provincial organization.  

Future of R/TRO 

 In keeping current with the ever changing trends in healthcare, the R/TRO 

designation continues to grow and evolve. In September 2015, the R/TRO designation 

will expand to separately represent diploma and degree educated professionals. Our key 

stakeholders, including members, employers, and educators, continue to align and 

support the R/TRO credentialing process. The R/TRO maintenance process, which is 

being launched in 2016, will ensure that designation holders demonstrate their 

commitment to professional development, ongoing education, and best practice. As a 

professional organization, TRO will continue to educate and advocate for further 

credentialing in Ontario. Moving forward, more educational materials and campaigns will 

be developed to target professionals and employers in the field of therapeutic recreation. 

This is to increase recognition, value, and worth of a credentialing process that represents 

professionals working in the province of Ontario. 

For more information please visit: www.trontario.org/content/?page=registration 

Reference 

National Council for Therapeutic Recreation Certification. (2013). New application. 

Retrieved from http://www.nctrc.org/newapplication.htm 
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Amanda Brown is a recreation therapist at West Park Healthcare Centre in Toronto, 

working specifically with patients on the long term ventilation service. She’s been a TRO 

board member for three years and received her R/TRO designation in November 2008. 

She graduated with an allied health degree from the University of Toronto then went on 

to study TR at Georgian College.  

Contact: West Park Healthcare Centre, 82 Buttonwood Ave, Toronto, ON, M6M 2J5 

(phone) 416-243-3600 ext. 2131 (email) amanda.brown@westpark.org 
 

Jill Gibson is a Recreation Therapist and Professional Practice Contact for TR at St. 

Michael’s Hospital in Toronto. Jill has worked in acute care for seven years. Jill 

completed her degree at McMaster University in Gerontology and Sociology in 2002, 

followed by a Diploma in TR at Georgian College. Jill is the chair of the Registration 

Committee and has R/TRO. 

Contact: St. Michael's Hospital, 145 Wolseley Street. Toronto, ON, M6J 1K3 

(phone) 416-864-6060 ext. 3116 (email) gibson.jill.k@gmail.com 
 

Erin LeDrew completed her undergraduate degree from the University of Guelph and her 

post graduate certificate in Therapeutic Recreation from Georgian College. Erin went 

onto her career at CAMH working in both the mental health and addiction sector. She has 

also gone on to teach at Georgian College and sit on the board of directors for 

Therapeutic Recreation Ontario. 

Contact: Centre for Addiction & Mental Health, Medical Withdrawal Unit, 1001 Queen 

Street, Toronto, ON, M6J 2Y8 (phone) 416-535-8501 ext. 7070  

(email) erin.ledrew@camh.ca 
 

Yvonne Ng completed her undergraduate and Master’s degree at the University of 

Waterloo. Yvonne is the first recreational therapist at Etobicoke Services for seniors 

where the focus is on 'Aging at home' in the community. Yvonne values professional 

development by maintaining CTRS and R/TRO designations. She is currently sitting on 

the TRO board of directors and on the CTRA regulation committee.  

Contact: Etobicoke Services for Seniors (ESS Support Services), 2245 Lawrence Ave 

West, Etobicoke, ON, M9P 3W3 (phone) 416-243-0127 ext. 271 (email) 

ywng4tr@gmail.com 
 

Erin Wilkie is a graduate of the Therapeutic Recreation program at Dalhousie University 

with over 12 years of clinical experience and student internship supervision. Currently, 

she is a Therapeutic Recreation Specialist working with outpatient clients at Holland 

Bloorview Kids Rehabilitation Hospital. Erin is a member of Therapeutic Recreation 

Ontario’s board of directors and is vice chair of the Practice Review committee.  

Contact: Holland Bloorview Kids Rehabilitation Hospital, 150 Kilgour Road,  

Toronto, ON, M4G 1R8 (email) ewilkie@hollandbloorview.ca 
 

Christine Wilkinson is a Professor in the Recreation Therapy and Recreation and Leisure 

Services Programs at Niagara College. She was a member of the TRO Board of Directors 

for 14 years. She continues to be involved with TRO through her role on the Therapeutic 

Recreation Provincial Educators Steering Committee (TRPESC). 

Contact: Niagara College, 300 Woodlawn Rd., Welland, ON, L3C 7L3 

(email) cwilkinson@niagaracollege.ca  
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Therapeutic Recreation Practitioners’ Insights into the Efficacy of Physical Activity for Clients 
with Mental Illness Across a Continuum of Care 

Research Paper 

Tristan Hopper 
Leeann Ferries 
______________________________________________________________________________ 

Abstract 
The use of physical activity as a modality is on the rise within supports for 
individuals who experience mental illness.  This study explores Therapeutic 
Recreation practitioners’ insights into the efficacy of physical activity across a 
continuum of care with clients who had a mental illness. The study was based in 
a community in Canada. Participants of the study were affiliated with 
organizations, which represented a continuum of care. One practitioner was 
employed as Recreation Therapist on mental health inpatient unit, one worked in 
a mental health day hospital, and one was employed as a community Recreation 
Therapist. Looking across a continuum of supports—from clinical to 
community—provided further insight into the efficacy of physical activity with 
varying client groups within mental health. Practitioners described the use of 
physical activity as a modality that supports client success, engages skills that 
were easily transferred to other life domains, helps to reduce secondary health 
issues related to mental illness, and they also described some of the difficulties 
practitioners experienced using physical activity as a modality in their specific  
mental health setting. Barriers to participation experienced by clients included 
financial barriers, motivational barriers, and symptoms related to the clients’ 
illness. We suggest that physical activity plays an important role in the lives’ and 
treatment of individuals who experience mental illness.  

Keywords: Efficacy; physical activity; mental illness; continuum of care; Therapeutic Recreation 
practice 
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Waterloo and gained his CTRS designation in June 2013.  
Contact: 301-5320 Tobin St., Halifax, NS, B3H 1S2, (email) Tristan.Hopper@dal.ca
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Therapeutic Recreation Practitioners’ Insights into the Efficacy of Physical Activity for Clients 
with Mental Illness Across a Continuum of Care 

Introduction 

Mental illness impacts individuals negatively in many aspects of life, such as social 
relationships, employment and physical health (Hodgson, McCulloch & Fox, 2011). More than 
450 million people globally experience mental illness (Iwasaki, Coyle & Shank, 2010). In 1998, 
the economic cost of mental illness in Canada was estimated to be 7.9 billion dollars, 3.2 billion 
dollars of which went to disability supports and losses through early death (Canadian Mental 
Health Association, 2012). At any given time, 10.4% of Canadians have been diagnosed with a 
mental illness (Mood Disorders Society of Canada, 2009). There is a move towards transforming 
the mental health care system into a recovery-oriented system of care, and active living is at the 
forefront (Iwasaki et al., 2010).  

A mental health problem also interferes with how a person thinks, feels, and behaves, but 
to a lesser extent than a mental illness (Department of Health and Ageing, n.d). Mental illness 
affects people of all different races, ages, gender, and social economic status. Mental illness 
impacts the individual negatively with respect to employment, personal and social relationships, 
housing, and physical health (Hodgson, McCulloch, & Fox, 2011). Mental illness is socially 
debilitating and associated with suicide ideation and attempts, drug and alcohol abuse, and 
homelessness (Fox, 1999). According to Fox, these concerns are reduced through the use of 
physical activity. Mental illness is diagnosed to standardized criteria. According to Health 
Canada (2006), serious and enduring mental illness are mental illnesses that produce severe and 
debilitating symptoms that require significant healthcare service usage over an extended period 
of time. This would typically involve admission to a mental health unit due to a need for ongoing 
professional support due to an inability to cope with symptoms associated with the illness. At 
times, there may also be a Community Treatment Order that mandates daily interactions with a 
mental health professional and regular contact with community psychiatric care. Mental health 
care is a transition across a continuum from structural (acute) to chronic (serious).  

Bonsaken and Lerdal (2012) discussed how individuals with severe mental illness likely 
had inactive lifestyles that increase the likelihood of being overweight, far exceeding the 
likelihood of being overweight for those without mental illness.  Bonsaken and Lerdal (2012) 
discussed that individuals with major depression, schizophrenia and bipolar disorder, often have 
poor physical health and experience significant psychiatric, social, and cognitive disabilities. The 
authors further discuss the repercussions of these secondary health issues for the individual. For 
example, the use of antipsychotic drugs, the primary form of treatment, has been linked to weight 
gain and this weight gain and inactivity contribute to secondary health issues such as diabetes, 
hypertension and cardiovascular disease (Bonsaken & Lerdal, 2012) and the rate of these 
comorbid illnesses are as high as 60% among people with serious mental illness (Richardson, 
Faulkner, McDevitt, Skrinar, Hutchinson & Piette, 2005). Further, these early health concerns 
could be a factor in the premature death—10 to 15 years earlier than the general population—of 
individuals with serious mental illness (Richardson et al., 2005).  
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 According to Nyobe and Lund (2012), lack of physical activity is an independent risk 
factor for developing diabetes and cardiovascular disease, thereby increasing the risk of 
premature death. The symptoms of psychiatric diseases including anhedonia, fatigue and 
disturbed bodily experiences as well as the sedative effects of the antipsychotic medication all 
contribute to the sedentary lifestyle of these individuals (Nyobe & Lund, 2012). This population 
also experiences changes in metabolism, cravings for carbohydrates, dry mouth, and often 
consumes large volumes of high caloric drinks. Individuals with serious mental illness endure 
side effects of medication, lack of motivation, the mental illness itself, and societal 
stigmatization. These experiences may inhibit one’s ability to fully participate in physical 
activity programs (Hodgson et al., 2011). It has been reported that the physical activity needs of 
clients with psychiatric illnesses are underserved in settings associated with mental health which 
may include inpatient or community care (Faulkner & Biddle, 1999). Also, it has been noted that 
individuals with serious mental illness score well below the normal population on several 
measures related to physical activity and fitness (Faulkner & Biddle, 1999).    
 By identifying key factors that enable people with serious mental illness to be physically 
active in community-based programs, it may be possible to improve design of programs to 
increase participation rates (Hodgson et al., 2011). Key findings emerged from Hodgson et al.’s 
(2011) study of ACTIVE, a city-wide, community-based location and physical activity program 
that incorporated 15 sports and activity groups throughout the week. Each group was run by a 
qualified sports coach and supported by a mental health professional, which may include a 
Recreation Therapist, Nurse, or Social Worker. The researchers reported that the symptoms of 
mental illness itself and side effects of medication were the biggest barriers to participation. In 
addition, practical issues such as unemployment, dependence on benefits, or the difficulty with 
transportation were also expressed (Hodgson et al., 2011). Reported benefits of physical activity 
included: experiencing a sense of achievement and personal growth, a sense of normalcy, and 
developing a capacity to make decisions extending to other areas of their life. The qualities and 
experiences of staff running the program were identified as important to enabling clients to 
participate (Hodgson et al., 2011). According to the authors, having trained staff and ensuring 
opportunities for participants to experience a sense of mastery was key. Hodgson et al. (2011) 
reported that improved fitness could reduce the symptoms of mental illness and side effects of 
medication; however, maintaining engagement in activities can be the greatest challenge for 
people experiencing mental illness.  

Further research is needed to examine how mental health professionals can promote this 
very important form of leisure. This will help to inform Therapeutic Recreation practitioners 
about what these challenges mean for the use of physical activity as a modality when supporting 
individuals with mental illness. The TR literature provides insights into how to enhance 
wellbeing of persons with serious mental illness through leisure experiences such as physical 
activity and leisure education (Caldwell, 2005; Hodgson et al., 2011; McCormick, 2012; 
Nimrod, Kleiber & Berdycheysky, 2012). This paper explores three therapeutic recreation 
practitioners’ insights into the use of physical activity in Therapeutic Recreation programming. 
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There insights come from their experiences in different mental health care settings across a 
continuum of care.  

Methods 

The purpose of the research was to explore physical activity as a modality for use with 
persons with serious mental illness across a continuum of mental health care settings. One 
approach to gaining insight into the use of physical activity as a modality is through 
practitioners’ perceptions into the efficacy of the modality. The research was qualitative in nature 
and was based around practitioner interviews. The following research questions were created to 
guide the study:  

• What is the efficacy, and perceived and targeted outcomes of physical activity 
programs? 

• What is the experience of persons with serious mental illness during/following 
engagement in physical activity? 

The Office of Research Ethics at the University of Waterloo reviewed this study and ethics 
clearance was granted prior to commencing recruitment.  

Interviews were conducted with three Therapeutic Recreation professionals currently 
employed in a mental health setting within the province of Ontario. The three settings 
represented included an inpatient unit, transitional day hospital, and a community-based 
program. The three settings chosen were decided upon based on the most accurate representation 
of a facility within the continuum of care (see Continuum of Care model; McBryde-Foster & 
Allen, 2005). Three contacts at these facilities were obtained from course supervisors at the 
University of Waterloo based on their job responsibilities, positions, and experience. Participants 
were contacted by email for recruitment and sent a letter introducing the study and an informed 
consent form. Interviews were then conducted by Tristan over the phone. Interviews lasted 
approximately 20 minutes. Questions asked were guided by an interview guide, which contained 
open ended questions. The questions allowed participants the opportunity to explore other 
aspects of the topic aside from what was being asked. Conversations were recorded and later 
transcribed for analysis. Data analysis employed comparison of responses from the participants 
to determine the emergence of themes. Transcripts were coded using a systematic approach, 
which brought forward the key themes. Recordings were transcribed first, then key themes were 
identified by categorizing findings into colour classifications.  In the findings reported, 
pseudonyms are used in place of individuals’ real names to maintain confidentiality and they are 
as follows: Sara (inpatient unit [IU]), Jennifer (community client group [CBP]) and Samantha 
(day hospital [DH]). 

Findings 

 The themes that emerged questioned the efficacy of physical activity among this client 
group. In fact, participants indicated that the majority of their clients lead sedentary lifestyles. 
This was described as a result of, in most cases, a lack of resources or support in creating 
opportunities for individuals with mental illnesses to participate. However, practitioners all 
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identified noticed that their clients experienced a shift of symptoms associated with their illness.  
Challenges with social isolation and finding meaning from leisure engagement were also 
described.  Financial barriers associated with recreation participation were described as a 
constraint to participation for individuals with mental illness. The participants all described that 
clients experienced challenges imposed by financial barriers. Finally, the format in which the 
physical activity program was structured (i.e., as being supportive of opportunities for clients to 
engage) was described as an important theme. 

Experiencing Shifting Symptoms of Mental Illness 

Participants described challenges their clients’ experienced around symptoms associated 
with their illness. The practitioners described a lack of motivation, lethargy, and anhedonia. An 
inability to cope with daily routines and symptoms associated with their illness encouraged their 
clients, in most cases, to seek help. As Sara described it, “The illness takes over the clients 
ability to engage in everyday activities.” When reflecting on symptoms associated with their 
clients’ illness another practitioner asserted that, “The clients really struggle with motivation, and 
things like apathy and anhedonia.” Symptomology was considered an important aspect for the 
therapists to consider when working with their clients. As Sara described: “we (the team) really 
try and help the clients focus on where there at that current moment.  Maybe they are having a 
bad day, so working with what they can do that day, maybe it is just a light walk.” All of the 
participants identified the importance of assisting clients to identify the symptoms of their illness 
and to explore the influence on clients’ lifestyles.  

All participants in this study reported clients’ experiences of positive emotions. As 
Jennifer discussed, one client reported, “I feel alive again, I haven’t felt this good in a long 
time.” Symptoms of schizophrenia an individual may experience include auditory hallucinations. 
One client shared with Sara that, “It (the walks) just get me out of my head.” The practitioner 
reflected that this client, in particular experienced very persistent voices associated with his 
illness and the hour he spent walking helped alleviate these symptoms.  

Challenges with Social Isolation and Finding Meaning 

Feeling a sense of belonging and meaning from leisure engagement by clients living with 
mental illness was a theme that emerged from analysis of the data. Many individuals with mental 
illness have few social connections, thus making leisure companionship difficult. Samantha 
described that sedentary lifestyles, and the behaviours which result, can add to the burden of 
mental illness, “They struggle with social isolation, with very little social support.” This theme 
describes practitioners’ reflections on how their clients’ illness appears to contribute to isolation 
and loneliness, with Jennifer reflecting, “A lot of the clients have lost connection with friends, 
family and other social supports due to their illness, which has lead them to live on their own and 
in most cases, become isolated.” 
 The practitioners also described that many of their clients struggled with their roles in 
society, were often unemployed, and living in poverty. This societal status loss experienced by 
clients could be related to the client experiences of difficulty in finding meaningful activities and 
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employment. The importance of social role valorization and the normalization principle was 
described by participants as being important with this client group. As Sara, the IU practitioner, 
reflected:  

From a framework that we work from in our department, some of the aspects of life that 
we address would be living, learning, working and meaningful activities. So, a lot of our 
client’s struggle with finding secure and safe housing, returning to school, getting 
meaningful employment, and finding structure in their day through meaningful activities 
and leisure. Whether that is in the home, or in the community. 

Experiencing the Limits Imposed by Financial Barriers 

Financial barriers were a recurring theme associated with recreation participation. 
Samantha reflected on a conversation with a client in which the individual asserted, “Am I going 
to pay my bills to keep my apartment, or am I going to join the YMCA?”  This quote 
demonstrates the difficulty individuals with mental illness are faced with when determining how 
to distribute their limited funds. Physical activity tends to take a back seat for clients when they 
attempt to juggle their monthly finances. Jennifer, the CBP practitioner, also described how her 
clients have difficulty finding the resources to obtain proper equipment to participate, “Client’s 
need to have money to obtain proper equipment, [like] footwear.”  

Structuring Opportunity for Engagement 

 When asked questions about the format of physical activity programs practitioners 
facilitated, the majority of the programs described were structured, which entails being facilitated 
by a Recreation Therapist and use of a program protocol. The structured programs identified 
were walking groups, a formal fitness group that focused on cardiovascular fitness and strength 
training, and 1:1 sessions at local community organizations. Samantha also discussed her,  
“Morning walk program, it is offered three times a week and provides opportunities for clients to 
engage in a 20 to 25 minute walk supported by staff.” 

Two practitioners described offering 1:1 physical activity programs that involved 
participation with a community partner. Samantha reflected by stating:  

I will work 1:1 with a client on how to go the YMCA. Whether it is a one-time 
occurrence for them to get the info, or it is we go together on a weekly basis. I act as a 
support for the client and will show them how to use the equipment. We often utilize the 
trained staff at the gym with any questions we have. 

 Sara discussed the importance of introducing clients, when they are ready, to the idea of 
physical activity:  

When the clients are ready, I try and have them begin in the walk as soon as possible.   
This way they have more time to begin valuing physical activity and often continue on 
with it after they leave our unit. 
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Discussion  

 When working with persons with mental illness, it is important to understand the needs of 
the client. Consistent with the literature (e.g., Fox, 1999; Hodgson et al., 2011) participants 
reported their client group tends to be more sedentary than the general population. Results from 
this study revealed that sedentary lifestyles and symptoms related to mental illness lead to 
decreased involvement in physical activity programs. As the literature indicates, this in turn, 
results in secondary health issues (Bonsaken & Lerdal, 2011; Richardson, 2005). Assisting 
clients in identifying and overcoming barriers to physical activity may have implications for 
secondary health issues. Providing a broader range of physical activity based leisure activities 
may increase clients’ leisure repertoires and may help reduce future secondary health concerns. 

Physical activity interventions for people with mental illness are important. Across 
various mental health settings, practitioners in this study were enthusiastic about the importance 
of physical activity among individuals with mental illnesses. Among the participants in this 
study, all facilitated physical activity programs, often accounting for more than 50% of their 
facilitated groups. Practitioners in this study facilitated a much larger percentage of physical 
activity programs with this client group than what has been reported in the literature. As authors 
such as Nyobe and Lund (2012) revealed, physical activity programming with this client group is 
often lacking. All participants in this study also reported that physical activity interventions were 
much more difficult to facilitate with clients’ who live in the community. Providing weekly 
physical activity programs with a selection of times to suit availability may provide more 
consistency across the continuum of care. They also recommend the structuring of accessible 
opportunities so individuals can move along the continuum of care seamlessly. Of importance, 
the findings also revealed that if physical activity was introduced earlier in the client’s treatment, 
it often continued on across the continuum of care.   

In relation to outcomes of the physical activity programs, practitioners reported consistent 
findings including improved mood and energy. Further, improved social connections were also 
reported, which is consistent with findings in the literature (McCormick, 2012; Caldwell, 2005). 
Assisting people with mental illness to identify the importance of social connections through 
leisure is beneficial to their recovery, and can lead to further development of skills and social 
networks. However, it is important to identify with the client their preference between group and  
individual physical activity interventions. Some clients’ may not be seeking, or experiencing a 
readiness for, group intervention.  

Findings also suggest this client group values the support of the Recreation Therapist, 
which helps the practitioner utilize their interventions as a catalyst for other treatment groups. 
This means that through the clients’ participation in a physical activity programming, Sara, the 
IU practitioner, was able to encourage people to also participate in a Leisure Education program. 
As suggested in Leisure Ability Model of Functional Intervention (Stumbo & Peterson, 1998) the 
role of the practitioner should move from a high level of control (1:1 programming) and 
dependence to a reduced involvement of the practitioner. As this model suggests, control and 
dependence should be shifted with the client to increase independent functioning and 
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participation in the community. The recreation therapists in this study described the majority of 
clients involved in physical activity programs began to value the intervention, often carrying 
their active lifestyles over to other contexts. The importance of carry-over value of physical 
activity and intrinsic motivation in mental health settings should be further promoted.  

The results presented provide support for structured interventions that address not only 
measurable but also meaningful outcomes to the clients involved across a continuum. 
Encouraging activities of interest to the client prior to their diagnosis, or focusing on lower 
impact activities such as walking may be more appropriate to begin with for clients experiencing 
more acute symptoms, followed by gradual introduction of newer activity. Participants in this 
study describe building capacity by building on interests. There is a need for an expanded view 
that considers the nature of relationships, social roles and meaning of physical activity among 
this client group.   

Further, there was consistency among participants in this study revealing that informal 
client observation and interviews are the most common methods of measurement. With a few 
exceptions, formal pre-and-post measurement tools were used to capture formal results of the 
physical activity programs. It is suggested then, when conducting evaluation of the physical 
activity programs that practitioners consider not only reduction in secondary health conditions, 
but if the client has made a new social connection and what types of relationships have been built 
by their engagement. There is something to be said about including the meaning of physical 
activity to the client when conducting evaluation. 

Conclusion  

  Persons with mental illness present with a wide variety of symptoms associated with 
their diagnosis; however, physical activity may lead to outcomes in physical health and  
psychological and social health. Physical activity programs were described as impacting clients’ 
motivations and energy levels and provided opportunities for clients to engage in social activities 
and improve social support systems. In conclusion, physical activity based programs supported 
by recreation therapists, have significant and wide-ranging physical, social and psychological 
benefits in the lives of individuals living with a mental illness.  
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Abstract 

A desire to practice in a more resident-focused way prompted the Recreation 
Therapy team at Sunnybrook Health Sciences Centre to move its practice away 
from an activity-focused model of care to an experience-based model of care.  
This experience-based model revolves around a series of quality indicators that 
describe the experience and meaning of participation for residents in Recreation 
Therapy. The focus of this paper is to describe how we advanced patient-focused 
aspects of Recreation Therapy practice beyond the resident experience, and to 
demonstrate how we incorporated the quality indicators into program 
development, program planning, documentation and evaluation.  These 
processes ensure residents’ lived experiences are present in all aspects of 
Recreation Therapy practice at Sunnybrook. 
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Experience-Based Recreation Therapy Practice: Documentation, evaluation and program re-
design in the Sunnybrook Practice Model for Recreation Therapy 

Introduction 

How are we to know the quality and meaning of recreation therapy for the individuals we work 
with? The recreation therapy (RT) team at Sunnybrook Health Sciences Centre has spent many 
years reflecting on what patient-focused care actually means for our RTs and for residents and 
patients that we care for. What we believe, and the way we now practice, is grounded in 
Rosemary Parse’s theory of human becoming which encourages a practice which “relinquishes 
the roles of telling, advising, managing, and controlling and instead [we are to] become listeners, 
explorers, participators, and clarifiers for patients. Patients are encouraged to become the 
directors of their own care and ultimately of their health” (Pedlar, Haasen, & Hornibrook, 2001, 
p. 17).  

We believe this approach captures the essence of Recreation Therapy. Participation, in 
and of itself, is not what is most important in our view; instead, what we believe is critical is the 
meaningfulness of the experience for participants. The Sunnybrook Practice Model for 
Recreation Therapy (see Figure 1) re-envisions the APIE process—including assessment 
(Personal Leisure Profile), program development (Program Framework), planning, 
implementation and evaluation (Program Evaluation Tool) —using Parse’s theory as a 
cornerstone for our vision.  

 
Figure 1. The Sunnybrook Practice Model for Recreation Therapy (revised from Rotteau & 
Bowers-Ivanski, 2008, p. 63)  

4. INDIVIDUAL EXPERIENCES 
Individual may experience some of 

the quality indicators through 
participation in the different 

Recreation Therapy options. 

3. INDIVIDUAL PARTICIPATION 
The individual is given the 

opportunity to make a choice 
about participation. 

1. PLANNNG 
The QI are used to frame and 

design Recreation Therapy 
programs. 

5. PROGRAM OBSERVATION 
Through observation and 

conversation the Recreation 
Therapist develops a professional 

impression of the individual 
experience based on the quality 

indicators. 

8. PROGRAM RE-DESIGN 
Reflection on the experiences of 
the individuals plays a role in the 
evaluation, and re-design of the 
Recreation Therapy programs to 

better promote the potential 
experience of the quality indicators. 

7. EVALUATION 
The individuals provide feedback 
to the Recreation Therapists who 
can then evaluate which quality 

indicators are being experienced 
in Recreation Therapy programs. 

6. DOCUMENTATION 
Based on professional impressions, 
Recreation Therapist documents on 
individual experiences of the quality 
indicators quarterly in the individual 

charts. 

2. INTRODUCTORY 
CONVERSATION 

The Recreation Therapist engages in 
a conversation with the individual 

about their past and present leisure 
interests.  The Recreation Therapist 

provides the individual with 
information regarding Recreation 

Therapy programs. 

SELF-‐REFLECTIVE	  
PRACTICE	  
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In addition, during this process we have rooted our work in a self-reflective practice in 
which practice and research mutually inform each other. As a part of step 2 of Figure 1, we 
developed the Personal Leisure Profile as a conversation that occurs between Recreation 
Therapist and resident to “understand individual differences and motivations, an attempt to 
understand the needs and wants and the why” (Pedlar, Haasen, & Hornibrook, 2001 pp. 27-28). 
The conversation revolves around past and present leisure interests, details of the enjoyable 
aspects of those experiences, reflections about what brings joy and happiness, barriers to 
participation as well as hopes and dreams for the future.  

In addition, our patient-focused philosophy and engagement in self-reflective practice in 
2005 led to the reframing of the planning phase of the Sunnybrook Practice Model for 
Recreation Therapy (see Figure 1, step 1) and the development of a series of quality indicators to 
replace the more traditional therapeutic recreation assessment approaches that were previously 
used. The quality indicators comprise a list of experiences that may occur through participation 
in recreation therapy (see Table 1 for a description of the quality indicators). 

 
Table 1. Six Quality Indicators underlying the Sunnybrook Practice Model for Recreation 
Therapy 

Individual Indicators 
Enjoyment 

• A vital component of the leisure 
experience. 

• Enhanced by the ability to 
choose meaningful activities 
which is often associated with a 
sense of escape. 

• Enhanced through fun and 
laughter in recreation therapy 
participation. 

Being Yourself 
• A sense of identity can be enhanced 

through participation in recreation 
therapy. 

• Opportunities for self-affirmation 
through choice of participation. 

• Opportunity to maintain consistent 
roles throughout the lifespan. 

• Creation of new meaning in life 
through discovering new leisure 
interests. 

Developing Yourself 
• New skills and knowledge 

can assist in maintaining 
quality of life. 

• ‘Leisure becoming’ 
promotes re-creation in 
individual’s lives. 

• Experiencing a sense of 
achievement is promoted in 
recreation therapy. 

 

Individual-in-Community Indicators 
 

Meeting Others 
• Can range from friendship to 

companionship to general 
socializing. 

• Social aspect seems to be a clear 
motivating factor for 
participation. 

• Reminiscing with others 
encouraged in social programs. 

• May simply be associated with 
being in the presence of others 

 
Feeling Like You Belong 

• Can be divided into physical, 
social and community realms. 

• Associated with the existence of 
meaningful relationships. 

• Enhanced by connections people 
have with resources available in 
community. 

• Creation of a sense of belonging 
through being invited to 
recreation programs. 

Helping Others 
• Opportunities for small 

informal gestures to more 
formal volunteer activities. 

• Leads to a sense of purpose 
and a role to fulfil. 

• Opportunity to contribute 
to the well-being of the 
community as a whole. 

• Using personal skills and 
knowledge to feel useful. 
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Our vision for incorporating the quality indicators in the Sunnybrook Practice Model for 
Recreation Therapy is depicted in Figure 1. In an earlier paper by Rotteau and Bowers-Ivanski, 
(2008), we described more fully how the quality indicators were incorporated in to steps 1 
through 5 of Figure 1 including: how the recreation therapy team captured resident lived 
experiences in terms of program planning (see step 1 in figure 1), the introductory conversation 
(step 2), resident participation (step 3), resident experiences (step 4), and program observation 
(step 5).   

The purpose of this current paper is to focus on the progression of the Sunnybrook 
Practice Model as we moved to reflect the Quality Indicators in documentation (step 6 in Figure 
1), evaluation (step 7), and program re-design (step 8). These aspects of our Quality Indicators 
process at Sunnybrook were described briefly in our 2008 article and are discussed in more depth 
in the sections that follow. 

Revising Step 6 (Documentation): Incorporating Resident Voice and Quality Indicators 

Prior to the implementation of the quality indicators, documentation practices at Sunnybrook 
reflected a more traditional medical-model format. For example, “Mr. Smith attended the lunch 
group one time weekly for 60 minutes during the last four weeks.”  It was felt that this 
perspective did not reflect the lived experience or the meaning leisure opportunities held for Mr. 
Smith. The intent was to re-invent documentation procedures that would enable the recreation 
therapists (RTs) to reflect residents’ authentic experiences and their needs and desires for leisure. 
Also stressed was the importance for RTs to ensure individuals receiving care had the freedom to 
choose their leisure participation. The following is an example of a reviewed chart note that 
reflects the resident’s voice:  

Mr. Smith stated: “I love being a member of this group, it reminds me of the weekly 
dinners I had with my family at home.”  Based on this statement, Mr. Smith seems to feel 
like he belongs in his weekly lunch group.  

Thus, in keeping with the Quality Indicators, a framework was created to guide RTs in these 
revised documentation practices. The framework guides recreation therapists to document in the 
following five areas: 

1. Leisure and Recreation Participation: Document types of interactions in which the 
resident has chosen to be involved. 

2. Resident’s Perspective: Document direct quotes, information from conversations, and 
feedback from resident. 

3. Resident’s Hopes, Concerns and Goals: Document direct quotes, information from 
conversations, and feedback from resident. 

4. Impression of Resident’s Experience: Document observations around the six Quality 
Indicators using established prompts and probes, other experiences, and observed 
behaviours. 

5. Overall Observation of the Resident: Summarize clinical impressions of resident, 
observations in programming, interactions with residents and interprofessional 
contributions. 
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To measure understanding of our revised practices and compliance, a peer-review chart audit 
was undertaken. Audits were conducted on a quarterly basis with a random selection of resident 
charts. The five documentation framework components highlighted above, and evidence related 
to the Quality Indicators were audited for compliance. These audits were conducted over the 
course of four years, and provided RTs with a strong foundation for documenting in a way that 
reflected the lived and meaningful experiences of residents while engaging in recreation therapy 
programs. 

Revising Step 7: Evaluation Guided by the Quality Indicators 
The next step in our journey was to create a Program Evaluation Tool (PET) that 

captured our experience-focused approach to recreation therapy care (see Appendix A). Using 
the Quality Indicators as a foundation, we created questions that we adapted from the previously 
established prompts and probes, asking the residents what their experience was in a particular 
program. If residents felt they experienced the prompt, they would check the corresponding box.  

Our team piloted the evaluation tool for six months, completing two rounds and getting 
feedback from residents about the tool. The first round consisted of each Recreation Therapist 
evaluating one program with a minimum of five participants completing surveys. The result was 
that 15 different programs were evaluated with a total of 76 participants submitting evaluations. 
During the second round, 88 participants completed evaluations on 17 programs. Data analysis 
then occurred. We discovered in our initial pilot, that many residents required some level of 
assistance to complete. Only 17% were able to complete independently. We also discovered that 
family members were motivated to provide feedback on behalf of residents whose cognitive 
impairment impacted their abilities to provide feedback. Another important finding was that 
residents are overwhelmingly positive in their response to the programs that are offered and have 
voiced their gratitude about being asked for their feedback. As a result of the successful pilot, 
evaluations are now regularly scheduled to occur on a quarterly basis. Each staff is responsible to 
submit to the Professional Leader of Recreation Therapy for review. All recreation therapy 
programs offered at Sunnybrook have now been evaluated. 

As the final component of the evaluation process we created a staff summary sheet (see 
Appendix B), which requires the RT to summarize and interpret the findings that had been 
gathered from individual residents using the Program Evaluation Tool. This process of 
summarizing involves four main steps: 

1. The RT is asked to identify which Quality Indicators were present for the residents. 
2. The RT then reflects on the Quality Indicators RT they thought they would find and 

compares these to the Quality Indicators selected by residents.   
3. Based on feedback provided, the RT then offered their perspective on whether there 

was congruence between residents and their own point of view.   
4. If not, the RT then makes adjustments to the program to better reflect the residents 

lived experiences.  
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The following example is offered as an illustration: 
The RT predicated that in her dinner group, “feeling like you belong” would be one 
quality indicator that would be selected by residents so she identified that in her 
framework. In reality, the majority of residents selected “developing yourself”, which 
was a surprising outcome for the RT. To respond to those stated needs, the RT shifted the 
focus toward skill development. These were residents who wanted to learn how to cook 
theme dinners, try new recipes, and visit various restaurants in the city.  The residents 
took it a step further when they requested formal cooking classes offered by a 
professional chef.  By listening and responding to their experiences, we believe their lives 
are enriched, they feel valued and that their voices are heard. 

Revising Step 8: Program Re-Development in Keeping with the Quality Indicators  
An integral component of our recreation therapy practice is our process of re-developing leisure 
programs. When re-developing the programs, the RT takes into account stated leisure needs and 
interests based on results from the Personal Leisure Profiles (our clinical assessment, described 
earlier in the article), clinical judgments about the value of the program, existing programming, 
as well as available resources (both financial and physical). To formalize this process, the RTs 
are required to complete a Program Framework (see Appendix C).  

When creating the framework, staff are asked to identify the program name and goals 
related to the quality indicators, which is a process that aligns with Long Term Care Standards 
(Long Term Care Facility Program Manual: Standards and Criteria. Standards: Programs and 
Services: Section E. Recreation and Leisure Services E1.2, 2011). They then identify objectives 
(prompts and probes), which they believe will be present for residents when participating in RT 
programs. Lastly, they are asked to share these frameworks with colleagues who may be creating 
similar interventions on their units. The result has been the creation of a comprehensive database 
of resources that all staff can utilize.  

Challenges of Implementation and Implications for Recreation Therapy Practice 
Development of the Program Evaluation Tool did not come without challenges. It was time 
intensive to create and implement and required several drafts and pilot studies on units. In 
addition to these development challenges, we identified further limitations with implementation. 
Some residents required additional support to complete due to physical or cognitive limitations. 
In addition there are possible issues concerning the reliability of reports from residents with 
cognitive impairments. There is also the real possibility that evaluation comments from residents 
could be impacted by their relationships with staff; the closer the relationship, the more likely it 
may be that residents would provide favourable feedback in their evaluation of the program. In 
addition, the qualitative nature of the evaluation made the data less easily measureable.  

We believe there is great value in the recreation therapy processes we have created at 
Sunnybrook Health Sciences Centre. Specifically, the creation of the Sunnybrook Practice Model 
for Recreation Therapy including the quality indicators, the assessment processes, program 
development, and the evaluation tool, has aligned our practice with our philosophy focused on 
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meaningful leisure experiences.  We have identified five main strengths of the Sunnybrook 
Practice Model for Recreation Therapy.  

1. We are confident that our philosophy demonstrates the value residents place on their 
experiences, and the meaning of those experiences in RT, which helps us advocate for 
and educate others about our practice. 

2. Feedback gathered from our residents also provides evidence of the uniqueness of 
their therapeutic relationships with RTs, recreation therapy programs, and the link 
with meaning making in their lives. Current research is centred on exploring these 
aspects of our practice. We also recognize the benefits of examining whether these 
processes are experienced in settings other than long term care. 

3. We feel strongly that our practice provides further support for the shifting of 
recreation therapy practice away from activity-focused programming and towards 
experience-focused programming. Further, the experiences of recreation therapy 
participation are intrinsic to each individual within the quality indicator framework. 
Participation in recreation therapy programs goes beyond the experience towards 
influencing the greater meaning of the resident’s life in long term care. 

4. An added, final benefit of our model of practice is that patient-centred care can be 
captured in a methodical way by applying each component of the Sunnybrook 
Practice Model for Recreation Therapy in a systematic way. 

5. This evidence-based and patient-centred process contributes to the meaningful 
validation of Recreation Therapy for our colleagues, residents, families and funding 
sources.  

Further Reflections on the Sunnybrook Practice Model for Recreation Therapy 
Reflective practice is central to recreation therapy practice at Sunnybrook and is a necessary 
foundation for the Sunnybrook Practice Model for Recreation Therapy. The deliberate attention 
to reflecting on all areas of our practice at Sunnybrook has allowed us to create innovative 
processes that have deepened the meaning and experiences of those in our care.  

To develop the revised documentation, evaluation and program re-design strategies (steps 
6, 7, and 8 in Figure 1); we created working groups within our team. These small groups worked 
in consultation with the Professional Leader to create the vision. Steps involved included 
external consultation with those offering similar services, reviews of TRO Standards of Practice 
and presentations by subject matter experts on evaluation. We have also been fortunate in being 
able to partner with the Department of Recreation and Leisure Studies at the University of 
Waterloo, in multiple research projects over the past 15 years. This partnership has been 
fundamental to the creation and advancement of our practice model.  

Information gathered was brought forward to our working groups to interpret and 
determine the application and efficacy to our practice.  Before implementation of each process, 
pilot tests were conducted with a small sampling of residents and recreation therapists. We were 
careful to ensure that the sampling included residents from our cognitive and physical support 
areas and when possible, from patients that are served by Recreation Therapists in the Geriatric 
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Day Hospital and our adult and adolescent psychiatry programs. Goals for the pilot tests were 
collaboratively established and opportunities for data collection were scheduled. Analyses of the 
results were brought forward to the working groups for discussion. Revisions were made based 
on feedback from staff and residents. Additional phases of data collection occurred until we were 
satisfied that the process was satisfactory. Following the pilot tests, implementation of the 
process was built into our practice by establishing expectations for completion. Completed work 
is submitted to the Professional Leader and shared at professional practice meetings and posted 
on a shared drive for all to see. We now have in place the components that link our practice with 
our philosophy. If we feel that revisions are required, this will unfold as the process is repeated 
and additional reflection occurs.  

The Sunnybrook Practice Model for Recreation Therapy has also been developed in 
relation to the broader practice of recreation therapy in Ontario. The recreation therapy team at 
Sunnybrook Health Sciences Centre participates in external professional initiatives such as 
Therapeutic Recreation Ontario (TRO).  Several team members have held executive positions on 
the TRO Board and our entire recreation therapy team hosted the TRO conference in 2011.  We 
believe this involvement with our professional association is important for two reasons. First, our 
representatives bring back to our group current trends that may have potential implication on the 
way we deliver services. Examples include MDS coding guidelines and documentation 
requirements set out in Long Term Standards. Second, we are also able to share the work that we 
do with others. These connections with TRO have led us to provide multiple learning 
opportunities to other organizations. Feedback from our recreation therapy colleagues has been 
positively received, with several organizations adopting our model. It has also been introduced 
into the Recreation Therapy curriculum at several post-secondary institutions. 

We believe the Sunnybrook Practice Model for Recreation Therapy has been successful 
in moving us away from an activity-focused model of care to an experience-based model of care.  
Our quality indicators, strategies for program development, program planning tools, 
documentation guidelines and evaluation methods all contribute to ensuring residents’ lived 
experiences are present in all aspects of recreation therapy practice at Sunnybrook. We feel the 
work we completed to date is comprehensive in that it incorporates all the standards of practice. 
We also believe our work is not done. We are committed to on-going self-reflective practice, 
which will lead us to further refinement of our practices and processes. We think it is critical for 
our residents, for us as recreation therapy practitioners, and for the advancement of the 
profession.  
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Appendix A: Program Evaluation Tool 

Recreation Therapy  
Program Evaluation Tool 

Program:  __________________________              Resident completed !  
Date:         __________________                           Assisted by staff !  
Resident name (optional): ____________________     Staff completed !  
Unit:         ____________________                   Family input/complete !  
 

Please check " all that apply: 

1. Enjoyment: 
    While participating in this program, I: 

• Had fun        ! 
• Enjoyed myself       !   
• Had a chance to escape the daily routine  ! 
• Felt comfortable and at ease    ! 

 

2. Being Yourself 
     While participating in this program, I: 

• Was able to express my opinions    ! 
• Had choice to participate in the program   ! 
• Felt that my opinions mattered     ! 
• Felt that I could be myself     ! 
• Was able to do something I used to do   ! 

 

3. Developing Yourself 
     While participating in this program, I: 

• Was able to develop a new skill/role   ! 
• Learned something new     !  
• Increased my confidence     ! 
• Had a sense of achievement    ! 
• Was proud of myself      ! 
• Had a meaningful experience    ! 
• Felt challenged       ! 
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4.  Meeting Others 

    While participating in this program, I: 

• Was able to chat with my comrades   !   
• Was able to reminisce      ! 
• Was able to meet new people     ! 
• Was able to reconnect with others    ! 

 
5. Feeling Like You Belong 
    While participating in this program, I: 

• Felt that I belonged in this group     ! 
• Was able to develop friendships     ! 
• Enjoyed being in a group setting     !  
• Was able to feel a part of a greater community   ! 
• Felt respected         ! 

 

6. Helping Others  

    While participating in this program, I: 

• Felt useful         ! 
• Was able to assist or support others    ! 
• Was able to advocate for others      ! 
• Was able to use my skills and knowledge to help others  ! 

	  

Closing Questions 
 

What is it about this program that you value the most? 

____________________________________________________________

____________________________________________________________

____________________________________________________________ 
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Do you have any suggestions that you feel would improve the program? 

____________________________________________________________
____________________________________________________________
____________________________________________________________ 
____________________________________________________________ 
 
Do you have comments or feedback that you would like to 
share?______________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________  

 

 

Staff Use only: 

Which quality indicators are present? 

Enjoyment                      !  Being yourself  ! 

Developing yourself       !  Meeting others ! 

Feeling like you belong  !    Helping others ! 

Is there a strong indication of one QI over any others? 

Yes !  No !   Which one(s)____________________________ 
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	  	   	   Appendix B: Staff Summary Sheet 
 

Recreation Therapy  
Program Evaluation Tool 

Staff Summary Sheet 
 

Program Name:     Unit: ______________ 

Date: 

Staff Name: 

1. Which quality indicators are identified by the residents participating in this program? 
Enjoyment                      !  Being yourself  ! 

Developing yourself       !  Meeting others ! 

Feeling like you belong  !    Helping others ! 

2. Do they correspond with the quality indicators that you have identified in your program 
framework/description?  

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

3. Please explain and offer your insights on how this fits with the future of the program 
framework.  

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________	  
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Appendix C: Recreation Therapy Program Framework 

	  

Recreation	  Therapy	  Program	  Framework	  

Program	  Name:	  	   	   	   	   	   	   Date:	  	  

Unit:	  	  

Program	  Description:	  

Program	  Purpose:	  

Program	  Adaptation:	  

Program	  Goals:	  	  

(Please	  check	  off	  the	  Quality	  Indicators	  that	  is	  applicable)	  

	  	  	  Being	  Yourself	  	   	  	  	  	  Meeting	  Others	  

	  	  	  Developing	  Yourself	  	   	  	  	  	  Helping	  Others	  	  

	  	  	  Feeling	  Like	  You	  Belong	   	  	  	  Enjoyment	  

Program	  Objectives:	  	  
(Please	  indicate	  how	  the	  objectives	  are	  met	  in	  the	  program)	  
Being	  Yourself	  
	  	  	  Sharing	  about	  self	   	  
	  	  	  Expressing	  themselves	   	   	   	  
	  	  	  Expressing	  choice	   	  
	  	  	  Being	  recognized	  and	  respected	  
	  	  	  Confidence	  in	  being	  
	  	  	  Fulfilling	  old	  roles	   	  
	  	  	  Finding	  a	  new	  role	  
	  
Helping	  Others	  
	  	  	  Supporting	  others	   	  
	  	  	  Assisting	   	  
	  	  	  Being	  useful	   	  
	  	  	  Advocating	   	  
	  	  	  Using	  a	  skill	  
	  	  	  Lending	  a	  hand	  
	  	  Volunteering	  
	  	  	  Chivalry	  
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(Please	  indicate	  how	  the	  objectives	  are	  met	  in	  the	  program	  –	  con’t)	  

	  
Meeting	  Others	  
	  	  	  Sharing	  and	  asking	   	  
	  	  	  Reminiscing	   	  
	  	  Conversation	  
	  	  Being	  in	  the	  presence	  of	  others	  
	  	  Use	  of	  humour	  
	  
Feeling	  Like	  You	  Belong	  
	  	  	  Developing	  relationships	   	  
	  	  	  Connecting	   	  
	  	  	  Being	  in	  a	  Group	   	  
	  	  	  Companionship	   	  
	  	  	  Mutual	  respect	  
	  	  	  Vested	  interest	  in	  community/group	  
	  	  Engagement	  
	  	  Friendship	  
	  	  	  Sense	  of	  contribution	  
	  	  	  Common	  heritage/experience	  
	  	  	  Continued	  relationships	  
	  	  	  Fellowship	  
	  
Enjoyment	  
	  	  	  Fun	  
	  	  	  Happiness/Joy	  
	  	  	  Evidence	  of	  Pleasure	  
	  	  	  Escape	  
	  	  	  Comfort	  
	  
Developing	  Yourself	  
	  	  	  Developing	  a	  new	  skill	  
	  	  	  Acquiring	  new	  knowledge	  
	  	  	  Increased	  confidence	  
	  	  Sense	  of	  achievement	  
	  	  Expressions	  of	  pride	  
	  	  Meaningful	  activities	  
	  	  Challenging	  the	  mind	  
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CALL FOR PROFESSIONAL PRACTICE PAPERS (Volume 10, 2015) 
 

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 co-editors 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 the 
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: 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.  

• 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   
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CALL FOR RESEARCH PAPERS (Volume 10, 2015) 
 

 
To support engagement in the spirit of research, TRPR 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 co-editors 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.  

• 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 

 



	  


