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Foreword	  

 
We are pleased to present the tenth volume of the Therapeutic Recreation: Practice and 
Research (TRPR) - Journal of TRO. In 2014 we engaged in a 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: 
 

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

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

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

Research Standard of Practice; and 
• 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). In 2013, Kimberly Lopez and Carrie Briscoe, two 
doctoral students in Recreation and Leisure Studies at the University of Waterloo took the lead 
as the Co-Editors-in-Chief, and faculty members Susan Arai and Leeann Ferries provided 
support as Associate Editors. This year with the changes to the journal and with increasing 
number of submissions, we felt it was appropriate that our team grow alongside the journal. 
With Susan and Leeann, we are pleased to welcome Kimberly Lyons and Shannon Knutson to 
the TRPR team 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 first paper by Hercules and 
Ashby brings home to a long-term care centre by describing a collaborative project that 
reallocated and re-designed unused space for the residents in hopes of creating more 
possibilities for interaction and a sense of community. Crealock, Hopper, and Singleton 
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diversify the selection of meaningful activities for both genders in long-term care by 
introducing Curling without Ice, a program for men and use a case study approach to highlight 
one man’s experience within the program. Brown describes multisensory environments and 
how they can be used as a program resource for therapeutic recreation professionals who work 
on interdisciplinary teams. Morellato and Ng-Gerritsen describe their experiences and 
outcomes of “Our Time,” a program geared to older adults living in community. Grounded in 
reflection, Hall and Mark describe their perspectives on the relational case review process that 
the Sunnybrook recreation therapy team have engaged to deepen their TR practice. Bos, 
Newmeyer, Ruocco, Whyte, and Woodbeck present perspectives of well-being described by 
family members’ as they support transitions into LTC homes. McCartney and Sage present 
findings from their research on Sit and Fit a program aimed to facilitate positive outcomes for 
individuals requiring mental health support through exercise.  Hopper and Singleton provide a 
comprehensive analysis of subjective mental health and leisure time engagement literature 
through a scoping study – a research approach that can be used to inform one’s understanding 
a particular substantive area in TR and beyond. Stevens used a qualitative descriptive 
approach to look at how Certified Therapeutic Recreation Specialists (CTRS) used flow 
theory in their practice. Lastly, Swartz and Rose describe the implementation of an 
interdisciplinary Gentle Fitness Program, which incorporated personal support workers 
(PSWs) in the delivery of the program in the long-term care facility. 
 
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. These authors, through their manuscripts 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 interventions, services, learning, lenses, and 
research approaches. 
 
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 of TRO. 
 
Sincerely, 
 
Carrie Briscoe      Susan Arai 
Kimberly Lopez      Leeann Ferries 
(Co-Editors-in-Chief)      Kimberly Lyons 
       Shannon Knutson 

(Associate Editors) 
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About	  the	  Editors	  
 

Co-‐Editors	  in	  Chief	  
  

Carrie Briscoe is currently is a second 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). Carrie presented at the conference in Niagara Falls (2012), and at the conference in Blue 
Mountain (2014). She joined the Editorial team in 2013 and represented the TRPR Journal of 
TRO at the tradeshow in Kingston (2013) and Blue Mountain (2014). 
 
Kimberly J. Lopez is a third year doctoral student in the Department of Recreation and Leisure 
Studies in the Aging, Health, and Well-being interdisciplinary program at the University of 
Waterloo. While pursuing her undergraduate degree, she gained experience in and around TR 
through CNIB, Sick Kids, Holland Bloorview Kids Rehab., Centre for Addiction and Mental 
Health, and Toronto Grace. After her Hon. B.Sc. at the University of Toronto, she went on to 
pursue a TR post-graduate certificate from Georgian College in Orillia, ON. While completing her 
internship at Baycrest, she grew interested in research with older adults. Her MA research focused 
on meanings and experiences of "wellness" from perspectives of residents living in long-term care 
(LTC) homes under the supervision of Dr. Sherry Dupuis. She has volunteered with the TRO 
conference in 2009 and with the TRO Registration Committee since 2010. Kimberly has 
presented her collaborative research at TRO conference 2011 and 2013. She joined the TRPR 
Journal Editorial team in 2013 and to help promote the new face of the journal in various 
capacities across Ontario.  
 
Associate	  Editors	  

Susan M. Arai is an Associate Professor in Recreation and Leisure Studies at the University of 
Waterloo and a practicing psychotherapist. Central in her work are processes of healing, 
transformation, and empowerment, and critical explorations of oppression and marginalization 
within social systems and institutions with the aim of social justice.  Sue has twenty years of work 
and research experience in therapeutic recreation, health, and human services with hospitals, 
municipal and regional governments, federal corrections, community health centres, healthy 
communities initiatives, social planning councils, and disability organizations. She has been 
conducting research with the Program for Traumatic Stress Recovery at Homewood over the last 
decade and also serves as the Academic Advisor to the recreation therapy team at the Sunnybrook 
Health Sciences Centre. Research topics include therapeutic recreation and therapeutic 
relationships, reflective practice, trauma and healing, diversity and community inclusion, and 
poverty and health promotion. Susan is also a member of Therapeutic Recreation Ontario, a 
qualifying member of the Ontario Society of Psychotherapists, is completing a diploma with the 
Toronto Institute for Relational Psychotherapy, and has received training in Psych-K® and 
mindfulness-based stress reduction®.	  
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Associate	  Editors	  

Leeann Ferries is part of the Therapeutic Recreation faculty in the Department of Recreation and 
Leisure Studies at the University of Waterloo, and is the Associate Chair of Undergraduate 
Studies. After 10 years of practice, Leeann returned to the University to begin teaching in the 
Department of Recreation and Leisure Studies integrating her experience and passion for 
therapeutic recreation. Leeann has been a member of Therapeutic Recreation Ontario’s Risk of 
Harm Committee and is currently a member of the Therapeutic Recreation Provincial Educators 
Steering Committee. She is an advocate of therapeutic recreation and is invested in advancing the 
profession. In addition, Leeann is a Certified Therapeutic Recreation Specialist, a Registered 
Professional with TRO, a Professional Member (CTRS) with the Canadian Therapeutic 
Recreation Association, and a member of the Therapeutic Recreation Association of Waterloo 
Wellington. 
 
Kimberly J. Lyons is a Recreation Therapist and Ph.D. student in the Recreation & Leisure Studies 
program at the University of Waterloo. She has five years of co-operative, volunteer, and 
professional work experience as a recreation therapist engaging with people of all ages and 
abilities in a multitude of environments including long term care, respite, palliative, outdoor and 
community based settings and is a past member of Therapeutic Recreation Ontario’s Risk of 
Harm Committee. Her interests are diverse and include spiritual well-being, nature as a 
therapeutic partner, and the medicalization process of people who identify as queer and 
differently-abled. Fundamental to these interests are the concepts of awareness, intention, 
transition, empowerment, transformation, and social change. As an advocate of therapeutic 
recreation, Kimberly is invested in moving the profession from the medical model of healthcare 
into a more holistic, community based position that addresses sex, spirituality, pain, and death.  
 
Shannon Knutson is a lecturer in the Department of Recreation and Leisure Studies at the 
University of Waterloo and a yoga instructor in the community. After working part-time lecturing 
in the department for two terms, Shannon is thrilled to be a full-time lecturer, a role she began in 
September 2014. Shannon’s role entails therapeutic recreation course development, teaching 
students on the topic of therapeutic recreation and other recreation and leisure courses, and 
supervising students doing various independent projects. Shannon is excited to bring the content 
she shares with students to life through in an engaging, interactive way tying in her practical 
experiences. Prior to being with UW full-time, Shannon worked at a community non-profit mental 
health agency as a community recreation therapist, where she developed a wellness program 
addressing the physical, social, emotional, psychological and spiritual needs of individuals 
through a variety of programming and one-on-one interventions she offered. Her Masters research 
focused on understanding more about adult family members who have loved ones living in long-
term care. She gained new insights on caregiver’s subjective experiences of wellness. She has also 
completed research on adventure therapy. Specifically, the impacts adventure experiences have on 
one’s mental health, self-management, sense of community and belonging, and self-efficacy 
beliefs. She is currently creating opportunities to teach yoga in her community, reaching out to 
individuals who might not otherwise be able to access yoga. She is driven to share the benefits 
and gifts yoga has given her in an accessible way. Shannon is a registered member of Therapeutic 
Recreation Ontario (TRO). She is also the treasurer and an active member of her regional 
committee, the Therapeutic Recreation Association of Waterloo-Wellington (TRAWW). 
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For Volume 9, TRPR developed the graphic theme in 2013, Trillium+Connecting Together, in 
collaboration with graphic designers, Guia Gali and Robert Tu. Volume 10 also features this graphic 
theme, described by our designers in more detail below.  

The TRPR Journal Cover design draws on the bouncing ball theme (inspired by TRO) 
incorporating the old TRO logo with the new colours and design. Two individuals on the back cover 
are connected together with their hands overhead to accentuate their trillium petal-shaped bodies. 
Aiming to represent connection (one figure is incomplete without the other) and social engagement and 
collaboration within TR in Ontario. The wordmark is comprised of a mandala that wraps around TRPR 
lettering. This wordmark is composed of people holding hands, forming a trillium. Once again, the 
word mark alludes to the previous TRO logo, the trillium flower, with an added illustrative touch. The 
mandala reflects each person's search for completeness. The people are connecting through practice 
and research in order to make the "circle" complete.  
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Bringing Home to Long-Term Care: The Impact of One’s Environment in Building a Sense 

of Community and Promoting Wellbeing 
Practice Paper 

 
Tina Hercules, BA, CTRS 
Jenypher Ashby 
______________________________________________________________________________ 

Abstract 
Creating a more home-like environment was put on the forefront when 
Therapeutic Recreation (TR) staff of the long-term care (LTC) Mental Health 
Support Unit at Baycrest realized that common areas were not being utilized by 
residents, which led to further examination: Why were residents not using these 
spaces? How can we make residents feel more at home? What does “home” 
mean, especially in long-term care? Inspired by Montessori methods for 
dementia approaches (Elliot, 2012), a collaborative project was created and led 
by the unit TR staff in reallocating and re-designing unused space for the 
residents. Further research of this topic as well as facilitating resident focus 
groups, allowed TR staff to more clearly define the need for change in the 
physical environment, in hopes of creating more possibilities for interaction and 
a sense of community.  
 

Key words: Long-term care, physical environment, culture change, wellbeing, Montessori 
Methods for Dementia, supportive environments. 
______________________________________________________________________________ 
 
Tina Hercules (BA, CTRS) has a Social Service Worker Diploma from Centennial College, a 
BA in Sociology from York University, and a Georgian College Post Graduate Diploma in 
Therapeutic Recreation. Tina has worked in Long-term Care for 12 years as a Recreation 
Therapist and Recreationist with many different populations including Cognitive Support and 
Mental Health Support. 
 
Jenypher Ashby has a Social Service Worker Diploma from Centennial College, and is currently 
working towards a Post Graduate Diploma in Therapeutic Recreation at Georgian College. 
Jenypher has worked as a Recreationist in Long-term Care for the past 6 years with many 
different populations including Cognitive Support and Mental Health Support.  
 
Contact: Jenypher Ashby at Baycrest, 3560 Bathurst Street, North York ON, M6A 2E1 
(phone) 416-785-2500 ext. 5490 (email) jashby@baycrest.org  
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Bringing Home to Long-Term Care: The Impact of One’s Environment in Building a Sense of 
Community and Promoting Wellbeing 

Introduction 

This paper discusses a therapeutic recreation (TR) lead project undertaken to increase the 
use of community spaces by residents on a Mental Health Support Unit in long-term care at 
Baycrest, with a focus on making the environment feel less institutional and more like “home”. 
This project was co-led by the Recreation Team assigned to these particular units, the Recreation 
Therapist and Recreationist.  

Baycrest is a large campus, consisting of many different programs and care areas such as 
assisted living, community day programs and day treatments programs, a hospital, and long-term 
care (LTC) (Baycrest, 2015). Baycrest strives to enrich the quality of life of the elderly, guided 
always by the principles of Judaism on which Baycrest was founded. The Apotex, Jewish Home 
for the Aged (JHA) is home for 472 men and women. The JHA consists of six floors; each floor 
has 3 home units with 23-28 rooms. Each floor has a recreation room, and every home unit has 
several common areas including two dining rooms and living areas. The JHA continues to be the 
home for many Holocaust survivors. 

Home Sweet Home – Welcome to Our Mental Health Support Unit 

The following project took place on a Mental Health Support unit within the home. The 
age range on the unit varies from 60-104. Residents all must have a pre-existing mental health 
diagnosis for admission to this unit, which can include major depression, anxiety, bipolar, and 
schizophrenia. Each resident has access to a specialized psychiatry and mental health team rather 
than receiving psychiatry services on a referral basis as practiced elsewhere in the home. The 
community spaces on the unit were observed by the TR team as not being utilized by the 
residents. Furthermore, the community spaces and the unit in general felt very institutional, and 
for this reason the TR team felt there was a need to change and improve these areas.  

Inspiration for Environmental Changes 

The motivation to start this project stemmed from two sources, Montessori Methods for 
Dementia (Elliot, 2012) and a site visit to another long-term care facility. 

Montessori Methods for Dementia 

Baycrest initiated Montessori Methods for Dementia (MMD) training for all long-term 
care staff in July of 2012, which was facilitated by Gail Elliot (2012). For Elliot (2012), the goal 
is “to create an environment that is based on needs and tailored to the individuals interests, 
abilities, and skills with the objective of providing meaning and purpose to each and every day” 
(p. 73). Part of the Montessori training spoke about the prepared environment, with an emphasis 
on creating a “home-like environment”. According to Montessori Methods, the prepared 
environment provides opportunities for: strengthening social roles, expression, supports, and 
interpersonal connections; improving or maintaining social abilities that provide social 
confidence; creating an atmosphere of caring and being cared about; and supporting, 
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maintaining, or enhancing abilities, self -confidence, and independence (Elliot, 2012). Based on 
this, the TR team started to think about what could be done to help residents feel more 
comfortable in their environment, and to make use of the community spaces in order to create an 
environment that supports social roles, social interaction, and to feel more "at home" within their 
home. 

Site Visit 

A visit to another long-term care home that truly created a home-like experience for its 
residents provided insight into what Baycrest could be doing better. The other facility felt like a 
visit to a grandparent’s home – from the era of the furniture and the wallpaper chosen, to the 
items in hutches and cabinets. The use of space was designed to encourage social interaction, and 
for its residents and visitors to truly feel at home. This led to further exploration of how the 
physical environment currently supported the population, the philosophical concept of “home”, 
and the concept of a LTC environment as one’s home. 

An overview of the research and theories found to support the project of enhancing the 
unit's physical environment will be discussed, followed by the TR team's process of making 
changes to enhance the environment. We focus on resident involvement in the changes made 
which included an environmental assessment and resident focus group. We also discuss the 
challenges we incurred and offer recommendations for future direction in TR as well as 
implications to be considered in the field.  

Literature Review 

To help guide the project and to attain evidence to support the initiative, a literature 
review was completed on “home” and the physical environment in LTC. Home means different 
things to every person and is difficult to define. According to the Merriam-Webster online 
dictionary (2014) home is defined as “the place…where a person lives” or “a family living 
together” or “a place where something naturally or normally lives” (para. 1-3). Feeling "at-
home" is defined as feeling relaxed, comfortable and at ease, and in harmony with one’s 
surroundings, or being on familiar ground (Merriam-Webster online dictionary, 2014). In 
contrast the existential antonym for home is homelessness, “which denotes experiences of being 
displaced, unsafe, lost, and alienated from oneself” (Evardsson, 2008, p. 39). Florence 
Nightingale, the first nurse theorist to focus on the role of the environment in health care settings, 
proposed that people are multidimensional, comprised of biological, psychological, social, and 
spiritual components (Nursing Theory, 2013). Nightingale felt the environment could be altered 
to improve conditions and allow healing to occur (Nursing Theory, 2013), recognizing the 
importance of looking at the whole person and the environment and how the environment can 
impact wellbeing. 

Person-environment Theories 

Social ecological approach. The social ecological approach “attempts to understand the 
impact of the environment from the perspective of the individual” (Werezak & Morgan, 2002, p. 
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19). Based on this insight, a focus group was conducted with the residents exploring how the 
residents perceive their environment, which will be discussed further in the methods/process 
portion of this paper. This approach also “attempts to examine the physical and social 
environments together” in that the physical environment plays an important role in the 
psychosocial environment by facilitating social interaction and psychological well-being 
(Werezak & Morgan, 2002, p. 19). The social ecological approach looks at the organization of 
space to maximize functioning and one’s control in the environment. 

According to Werezek and Morgan (2002), in order to maximize functioning the 
organization of the environment must be examined so that residents may maintain as much 
independence as possible. In LTC loss of ability due to aging and illness often limit and restrict 
the environment, which can lead to withdrawal and limitations in growth. Choice and sense of 
control is important for individuals living in LTC as many decisions are made for residents. For 
example what time meals are served, what types of food are offered, or when one is able to use 
the washroom. According to Werezek and Morgan (2002) increasing individual freedom in the 
selection of one’s environments is also of importance to “provide residents with a choice in 
environments that will most appropriately meet their needs, including need for control over their 
environment” (p. 20). One example given is the ability to withdrawal from overstimulation or 
move into a more social space to resolve feelings of boredom, isolation, or under-stimulation. 

Human habitat model.  
Many LTC homes are designed and function as institutions that lack a home 

environment. The human habitat model “advocates creating positive living environments and is a 
tool for improving the quality of life of long-term care residents” (Nussbaumer & Roland, 2007, 
p.15). Shifting from a provider driven medical model towards a social or client-centered model 
promoting independence and health maintenance is proven to decrease morbidity and mortality 
rates in nursing homes (Nussbaumer & Roland, 2007). 

Person-environment research. In examining research to support the initiative it was 
found that most research thus far focuses on dementia care units, but many of the outcomes 
could possibly apply to other populations. Research has shown that the environment can be used 
as a therapeutic tool in dementia care. Familiar objects and symbols of home are used to create a 
homelike and safe environment where interaction is encouraged and supported. Additionally, the 
progression of intellectual deterioration in people with dementia cared for in a home-like care 
unit was slower, and that creating a home-like environment can positively affect interaction and 
behavior and lessen anxiety and confusion in dementia care (Evardsson, 2008). 

Evardsson (2008) looked at how the environment contributes to experiences of being 
cared for in several different care settings and the interrelationship between human beings and 
their environment. It was suggested that health and wellbeing could be improved by supportive 
surroundings as people are in constant interchange with the environment.  

The physical environment was described as contributing to experiences of the overall 
environment in five ways (Evardsson, 2008). First, the physical environment was found to be 
symbolic and containing symbolic meanings of caring and uncaring that had existential and 
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social meanings. For example, dust balls and empty hooks with no paintings were described as 
symbolizing uncaring and therefore the care received may be mistrusted. In contrast, familiar 
objects, such as curtains, flowers, etc. conveyed symbolic meanings of everyday life where 
illness was less in focus. Second, the environment can support the possibility of creating and 
maintaining social relations by providing space to receive visitors or creating areas for the 
possibility of social interaction to occur. Third, objects or activities that attract interest were 
described as providing a chance to shift focus from oneself to the environment. For example, 
paintings, flowers, or a window with a view can provide an opportunity to forget oneself and 
one’s situation. Fourth, scents and sounds were found to contribute to impressions of the 
environment and influence the wellbeing of residents and staff. For example the smell of urine 
was described as uncomfortable and could symbolize lower quality care. Non- institutional 
familiar scents (e.g., baking, coffee brewing) can contribute to recognizing oneself in the 
environment and feeling more at home. Finally, participants all acknowledged that the 
environment influenced their wellbeing. This suggests that therapeutic environments can support 
existential at-homeness for residents, family members and staff (Evardsson, 2008). 

In summary, the environment was found to contain symbolic meanings of caring and 
uncaring, can create opportunities for social interaction to occur and meaningful relationships to 
grow, has the capacity to shift focus and encourage relaxation, and can allow residents to feel 
more at home within LTC. 

Method/Process 

The process of the TR team’s initiated changes included an environmental assessment to 
look in more detail at the specific areas in need of improvement, and a focus group which was 
developed to incorporate the residents’ wishes for the community spaces and ensure that the 
project was resident-centered. 

Environmental Assessment 

An environmental assessment was conducted to identify the areas most in need of 
improvement. All areas chosen were identified as “empty space” and not utilized by residents. 
The overall goal was to reallocate spaces back to the residents and design the areas based on 
resident’s needs and requests. Additionally, these areas were toured with the Director of Care 
and the Unit Director outlining concerns. Research in support of the initiative was discussed and 
a small budget was agreed upon for each area. Additionally the need for culture change on the 
unit was discussed in order to provide an experience of care that includes connecting on a 
personal level and provides more than assistance with activities of daily living, such as spending 
time with residents for a coffee, talking about news in the community, or watching a shared 
favourite show on television (TV) during down time. 
  Children’s area. This common area is not designated to a specific unit, and is close to 
the main elevators. It is one of the first areas you see when you arrive on the floor. The concept 
when the building opened was that this would be a child friendly space for families to visit with 
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grandchildren off the units, which can be scary and unfamiliar for young children. This area was 
not observed by staff to be used by residents or visitors. 
  Window seating areas. On both ends of a hallway on the unit there are windows with a 
nice view that allowed for lots of natural light. The rest of the unit is very dark with limited 
natural light due to the layout of the unit. At the time of the assessment the areas were cluttered 
with furniture, allowing no wheelchair or walker access to the windows. Staff was often 
observed taking breaks in these areas but residents did not utilize them. 
  Hallways. The hallways on this unit were empty and felt very institutional, with bare 
white walls that held no paintings or artwork. 
  Quiet room. This area was dark and too small for residents to move comfortably with 
assistive devices. This area previously had been part of a larger living area, which on other floors 
was used as a TV lounge. The unit, prior to being a Mental Health Support Unit, was designated 
as a Behavioral Support Unit. The living area had been divided and a quiet room created. The 
door to this room remained closed and residents did not use this space. 

 Living room. This area was leftover from dividing the large living area. Only one or two 
wheelchairs could fit in this area safely so programs were unable to take place here as they did 
on other floors. 
  Dining room/living room. The dining room was not a main focus for change but it was 
acknowledge that it could use some changes. The living room off of this area was a concern. 
This area contained the only TV on the unit. The only time the lights in this area where on was 
when it was mealtime, otherwise the doors to the area were closed and the lights off. Staff used 
this area to store all of their personal belongings and to have their lunches and breaks. The area 
was cluttered, not warm or inviting, and years worth of supplies and unused articles were piled 
and stored here. 

Focus Group 

All 23 residents from the unit were invited to participate in a focus group and 15 chose to 
participate, with the goal being to gather information to help guide changes to be made on their 
unit so that it could feel more like a home. Specifically, the TR team wanted to explore why 
these common areas were not being used, what could be done to make them more inviting, and 
how the residents envisioned these areas being used more appropriately. A tour was given 
pointing out the areas in question. Some residents required prompting and questions to be re-
worded so they could understand and share their thoughts and feelings. Their responses gave a 
lot of valuable information. All responses were written down and summarized to the residents 
before concluding the group to ensure accuracy. Results were reviewed with the Unit Director on 
the floor. The following are the questions posed to the residents, and a summary of their 
responses. 
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Do you use the common spaces on your unit? Residents reported they did not use 
common areas. Reasons that were given were that the doors to the living room/dining room and 
quiet room were often closed, locked, and the lights were turned off. Additionally, some 
residents thought these areas were for staff and not residents since staff commonly used these 
areas for breaks and to store their personal belongings. 

How do you feel about the common living spaces on your unit? Residents reported 
that they felt the areas were cluttered and messy, and that they did not feel welcomed or warm in 
these spaces. 

What do you like about the common areas? One resident reported liking the TV. No 
other feedback was given for this question. 

What do you dislike about the common areas? In the dining room/living area residents 
reported disliking the clothing covers for mealtime being stored in the wall unit in the open for 
all to see, and the soiled bin for clothing covers left out in the dining area, which they felt was 
unsightly and had a bad odour. Residents also mentioned kitchen staff cleaning off the tables 
while people were still eating meals, causing them to feel rushed and less inclined to stay and 
socialize with other residents. 

What changes would you like to see to make these areas more comfortable/usable? 
Residents reported that they would like to see more colour such as painting the white walls and 
having some art on the walls. Residents also requested a larger TV area to gather and watch 
common interest television shows together with a remote secured so that it would not go missing 
and a card or game table/area with activities available (examples included Rummy Q, Monopoly, 
Scrabble, Mahjong, cards, crosswords, trivia, magazines, and newspapers). 

Results 

 In this next section the process of change will be discussed. This includes a request for 
donations, how paint colours were chosen, strategies for change on a budget, and a description 
on the before and after for each of the areas that were focused on. 

Requesting Donations 

With a vision of the project ahead, a request for donations and resources to staff and 
families was made to help make the living environments more home like, to increase use of 
living spaces, and to increase opportunities to enjoy leisure in one’s spare time (e.g., puzzles, 
games, etc.). The first donation was from a family member whose mother lived in the 
neighbourhood that was going to be affected by the change. This resident was an artist, and 
pieces from her collection were offered to support the initiative. Staff were able to choose pieces 
from her large collection and, as a thank you, the TR staff hosted an art exhibit to honour the 
resident’s donation. 

Paint Choices 

The administration wanted to keep all walls standard white to make it easier for 
maintenance. Approval to paint the different areas something other than the standard white was 
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something that was advocated for. To ensure the environmental changes being made were client-
centered, staff made a conscious effort to involve residents in the change process and provide 
opportunities for choice and input, including the paint colours. Five samples of paint colours 
were chosen from a vast variety of colours as to not overwhelm the residents. All residents voted 
on which colour they would like to see in the different areas. Votes were tallied and the majority 
ruled. 

Change on a Budget 

With the small budget that was given for this project staff had to be creative. The 
majority of items were donated from families and staff, and the creative arts studio (including 
items such as a jukebox player, a supersized remote for the TV, knick knacks and art work, 
magazines and books, games, furniture, afghans, plants, etc.) or purchased at a dollar store 
(including items such as vases, silk flowers, frames, baskets, etc.). Wall decals were purchased 
online that fit the vision for different areas, and accounted for a larger piece of the budget. 
Lastly, art was hand chosen with the assistance of an art installer from the Baycrest art vault, 
which holds a large collection of art that has been donated over time and stored for future use. 

Before and After: Children’s Area Transformed into the Fireplace Lounge 

What once was the children’s area has been transformed into what was renamed the 
“Fireplace Lounge” (see figure 1). The fireplace is a wall decal that was purchased with art hung 
above, secured from the Baycrest art collection. On the shelves different activities that were 
requested (games, crossword puzzles, puzzles, take a book leave a book) were added for 
residents to use and enjoy independently in their leisure time. This area, which was not 
previously used, became a place for people to sit and relax or have a conversation with visitors 
and friends. The toys were removed and the chairs were added as well as the coffee table with 
magazines. Suddenly, people began using the area within the hour. Residents, families, and staff 
continue to use the area daily. 

 

 

 

 

 

 

 

 

Figure 1. Before - Image of the children’s area. After – The Fireplace Lounge 
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Plant Care Areas 

The seating areas at the end of the hall were turned into plant care areas and a space 
where one can sit and enjoy the view of outside (trees, people, animals). Extra furniture was 
removed, and the chairs pulled back to allow access for wheelchairs and walkers. Shelves, plants, 
decorations, and decals were also added to make the area more inviting. A few residents on the 
unit take great pride in caring for the plants, and express enjoyment in caring for and taking 
ownership of the area. 

Artwork 

The hallways in the neighbourhood, previously empty, are now lined with the pieces 
donated from the resident, as well as ones that came from the Baycrest art collection. Every hall 
is its own gallery. A conscious effort was made to choose “happy” smiling faces, bright colours, 
and familiar scenery to create an overall uplifting and positive feel to the unit. Additionally, 
Baycrest utilizes art throughout the centre as a way finding tool, since all floors generally look 
the same. For example, the resident who donated paintings, her pieces were strategically placed 
along the wall leading to her room. As her cognition declines she uses these pieces to aide her in 
finding her room daily.  

Seating Areas 

Additional seating nooks were created throughout the neighbourhood to offer additional 
places to rest and provide an option of a change in environmental stimulation. 

Before and After: Quiet Room/Living Room Transformed into Dining Room Lounge 

This area took the most work to coordinate and complete. The wall dividing the two areas 
(the quiet room and small living area) was taken down to open the area up. The walls were 
painted a soft yellow, and the large screen TV was removed from the dining area and mounted 
on the wall. Unused furniture and the staff workstation were removed to de-clutter the room. The 
space is now large enough to host neighbourhood activities and exercise groups regularly with 
ample room for participants. The storage unit under the TV has lots of room to store away 
resources (i.e. games, cards, trivia, etc.). The fish tank, which seemed lost in the area before is 
now a nice focal point. A supersized remote, which was donated, is secured to the wall with 
velcro so that it would not go missing. This remote is easier for individuals with visual 
impairments to use. Decals, afghans, and other items also decorate the room making it feel more 
like one’s home (see figure 2). 
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Figure 2. Before - Image of the quiet room/small living area. After – The large living area 

Dining Room Lounge  

Once cluttered and dingy, the dining room/living area is now a welcoming small TV 
lounge. Although chosen by most of the residents, the bright lime green paint colour was a 
controversial topic for one resident in particular for some time. This individual was one of the 
few who did not choose the colour, hence the controversy. In the resident focus group complaints 
were made that the dirty clothing cover bin was unsightly, had an unpleasant odor, and affected 
the dining experience. For one resident in particular this was a source of stress. The bin was 
removed from the area and moved into a locked storage room.  

Quotes from Residents and Staff 

The changes made to the neighbourhood and common living areas were well received by 
residents, staff, and families. Some examples of feedback received include: 

“It feels like home!” Resident 
“This is so pretty! It feels so welcoming…” Resident 
“I love the plants! Who will take care of them? Because I can…” Resident 
“It’s beautiful!” Private Companion 
“The institutional feel of the unit has been removed, and it now feels more home-like.  
You can actually see the changes in the resident overall wellbeing and emotional state.” 
Unit Director 
 “I love that there is a plant care area that some residents take care of daily.  It seems to 
provide meaning and purpose to daily routine.” Registered Nurse 
Additionally, many staff from other areas now seeing the changes commented that they 

would like to implement changes in their own areas.  
“I think this is amazing! Can you help us do this to our unit?” Unit Director 
“This room looks bigger than ours on our side, more like home” Resident from another 

neighbourhood 
“It’s really nice to see residents take pride in these new community spaces.” 
Housekeeping 
“I love coming to this unit now.  What a change!” Porter 
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Discussion  
After the environmental changes were complete, special community programs were 

implemented to promote the new areas to the residents, and to help foster a sense of community.  
Next these community programs will be discussed, as well as some of the challenges of 
maintaining and improving the new areas. 

Community Programs 

Once the changes in the main living areas were finished the TR team along with a TR 
intern implemented different neighbourhood programs over the course of a month with two goals 
in mind. The first goal was to encourage residents to use the new area and recognize it as their 
own space, and the second goal was to create a sense of community and togetherness among the 
residents living in the neighbourhood. One of the programs that were offered was a community 
art project called “Piece of the Puzzle”. Each resident who participated chose a puzzle piece to 
design any way they wanted. In the end each piece was so different and unique, but they came 
together to make the puzzle – much like each individual living in the neighbourhood. Each 
resident is unique, but all live together to create this Baycrest community. Residents chose where 
the art project was placed in the new living space – and it was literally the last piece of the 
puzzle. 

Challenges 

Quite often items in these community areas go missing. There is also an ongoing need to 
add new resources to capture and maintain the interests of all residents who reside in the area. 
Replacing and adding supplies is costly and time consuming. Keeping the areas tidy is another 
challenge. They often get messy and disorganized because they are being used, which is a good 
thing.  

Although it was noted that maintaining the areas was identified as a challenge, it is also 
recognized as an opportunity to consider ways in which residents can continue to contribute as 
active participants in their community through initiatives such as assigning resident roles to help 
keep the areas tidy, and have a volunteer leader to assist residents as required.  This would foster 
a sense of pride and continued ownership of the community areas in which they helped to build.  

Future Directions/Considerations for TR 

The physical environment, the people in the environment, and the organizational 
philosophy of care are interwoven and interacting dimensions, which work together to create the 
spirit, climate, or atmosphere of the environment (Evardsson, 2008). Moving forward, the goal is 
to improve the sense of community for residents and staff and promote awareness of the impact 
that the environment has on wellbeing throughout the facility. In order for this to occur a culture 
change is necessary. This would require direct care staff to participate in maintaining and 
improving quality of life and creating more meaningful relationships with residents beyond 
assisting with activities of daily life, such as having a coffee with a resident and engaging in 
conversation, or watching a shared favourite TV show during down time in these spaces. This is 
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not currently part of the culture of the unit but is seen in other areas of the facility to varying 
degrees. It is believed that this would not only improve the community atmosphere but also 
improve care relationships as well as staff’s enjoyment of their day-to-day work experience. To 
promote staff buy-in of the environmental and cultural changes, TR staff plan to develop an in-
service to educate staff which will include: fostering an understanding that the unit is a 
workplace but is the residents home first, the role of the environment in influencing wellbeing, 
and ways to improve staff/resident relationships and the community and work environment. 

Implications for TR Practice 

This project was inspired by another facilities’ efforts to create a “home”.  Perhaps this 
may inspire TR professionals to look at their “home” workplaces, the importance of feeling at 
home and at ease in one’s environment, and advocate for changes in the environment where 
needed, no matter how big or small these changes might be. 

It is also important for TR professionals to consider the sense of community and culture 
of care in the home. “The physical environment interacts with the characteristics and behavior of 
the people therein to create the overall environment” (Evardsson, 2008, p. 36).  Ways in which 
this can be done is to help in fostering friendships among co-residents, and promoting the 
importance of care staff’s role in assisting with the day-to-day quality of life. Also, TR’s can 
encourage the use of the common spaces and provide resources so that residents can participate 
in independent leisure when there are no structured programs taking place. 
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Abstract 
As part of the aging process, many people experience functional decline and 
require full-time supportive living. As a result, people move into a long-term 
care facility to receive support services. The transition to long-term care can be 
difficult and often results in sadness and depression, which negatively affects 
one’s quality of life. Conversely, engagement in meaningful activity through 
therapeutic recreation contributes positively to quality of life. Non-
pharmacological treatments for depression, such as engaging in therapeutic 
recreation programs, holds promise as they have been shown to positively affect 
mood without the side effects of medication. The experience of men in long-
term care is not a well-researched area. Discovering activities that are 
meaningful and preferred by men will influence therapeutic recreation service 
delivery in the long-term care setting by diversifying the selection of meaningful 
activities for both genders of the population. This article highlights the 
experience of a therapeutic recreation intervention, Curling without Ice, for a 
man who is a 92-year-old WWII veteran living in a long-term care facility.  
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Curling Without Ice: A Case Study of Men’s Leisure 

Introduction 

An aging population is widely recognized both in Canada and globally (Bloom & 
Canning 2006; Chen 2010: Genoe & Singleton, 2006; Genoe & Singleton, 2009, Tamiya et al., 
2011).  In 2006, 13.7 percent of Canada’s population was 65 years of age and older (Statistics 
Canada, 2011). Statistics Canada (2011) projects that in 2031 approximately 24 percent of 
Canada’s total population will be over 65 years. Through the process of aging, individuals begin 
to experience declines in functional abilities, such as physical strength, cognition, hearing and 
vision (Baltes & Smith, 2003; Chen, 2010; Fitzsimmons, 2011). Declines in physical and 
cognitive health of older adults can result in an individual requiring support in long-term care 
facilities for the following reasons: the individual requires care with activities of daily living, the 
person becomes faced with a serious illness, the individual lacks sufficient social support to 
assist with care at home, and the death of a spouse or caregiver (Kao, Travis & Acton, 2004; 
Lysack, Neufeld, Macneil, & Lichtenberg, 2002; Walker, Cox Curry & Hogstel, 2007). Long-
term care (LTC) facilities, as defined by Health Canada (2011) are residential homes where 
people, primarily frail, older adults, or those who have physical or mental disabilities, live. LTC 
provides 24-hour nursing care, other medical treatments, as well as a variety of professional, 
non-medical services to residents (Health Canada, 2011). LTC facilities will need to be 
adequately prepared to deal with the demand of the aging population. 

   Buettner (2001) discusses the positive benefits of therapeutic recreation in the long-
term care setting. It has been shown that older adults, with a variety of conditions, can improve 
their physical condition, psychological well-being, cognition, and quality of life by participating 
in therapeutic recreation programs (Buettner, 2001; Buettner, Fitzsimmons, & Atav, 2006; 
Fitzsimmons, 2011; Leahey & Singleton, 2011; Richeson, Janssen, McMahan, Van Puymbroeck, 
& Buettner, 2008). Gleibs and colleagues (2011) as well as McGuinn and Mosher-Ashely (2000) 
bring to light an area of potential concern in the older adult long-term care setting. The authors 
discuss that often recreation in long-term residence is focused on activities and programs 
preferred by women, as a result of women, on average, living longer than men (Gleibs et al., 
2011). As a result, women are often more engaged in leisure participation, and programming for 
men is lacking. As both men and women are now living longer (Genoe & Singleton, 2006), 
developing LTC programming to engage men in leisure activities is becoming more important. 
Gleibs et al. (2011) found that men who participated in gender-based social groups showed less 
symptoms of depression and anxiety, as well as improving their social identity and well-being. 
Consequently, the focus of this paper is on exploring the leisure experiences of men in long-term 
care. Specifically, the paper provides a framework for an approach to discovering leisure 
activities that are meaningful to and preferred by men.   

A Framework for Thinking About the Activity Preferences of Men in Long-Term Care 

Through the process of assessment (Stumbo, & Folkerth, 2004; Stumbo & Peterson, 2009) 
specific leisure needs of LTC residents can be determined and often met through outcome-based 
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programming (Buettner, 2001). As individuals age, activity interests remain relatively stable 
(Genoe & Singleton, 2006; Scott & Willits, 1998, as cited by Kracker, Kearns, Kier, & 
Christensen, 2011 p. 111). This theory supports the idea that favoured activities should be 
adapted to accommodate changing abilities of people as they age, which would allow individuals 
continued enjoyment of an activity.  

 Using the selective optimization with compensation theory (SOC) (Baltes, 1997), we can 
further understand activity selection among men. The SOC is a developmental framework which 
examines how individuals use resources they have at any given time to select preferred activities. 
Once activities are selected, overcoming barriers and constraints that may be present optimizes 
the experience.  

Jenkins, Peinta and Horgas (2002) write that activities need to be designed to target 
resident preference and health status, and that involvement in such activity positively affects the 
quality of life. Matching skill and abilities to activities is important, but people also want to 
participate in activities they enjoy. When planning activities, it is recommended that residents in 
LTC should be able to choose leisure activities that are meaningful and enjoyable (Kracker et al., 
2011; McGuinn & Mosher-Ashely, 2000). Kracker et al. (2011) summarize activity selection 
well by stating that to fully enjoy activities, the activities people participate in need to be 
meaningful, within a person’s control, and fits to the participant’s level of functional ability. For 
example, Buettner, Kolanowski, and Yu (2007) studied the effects of recreational games on 
cognition of older adults. They reported that for games to have a positive effect, game 
instructions and cuing from recreation therapists to assist participants with play needs to be 
provided at the functional level of the participant.  

To ensure a good fit between individual and activity, assessment and task analysis are 
tools employed by recreation therapists to enable residents to engage in self-selected, 
meaningful, and enjoyable leisure activities.  

Task analysis requires recreation therapists to examine each component, step or task, of 
an activity (Stumbo & Peterson, 2009). Once all the tasks in an activity are identified, recreation 
therapists are able to determine if a resident’s skills and abilities match those needed to engage 
fully in the activity. If a resident is not able to perform one or more of the tasks, the activity will 
need to be modified or adapted in order for the resident to participate (Stumbo & Peterson, 
2009).  

In addition, Fitzhugh, Klein and Hayes (2008) encourage recreation therapists to work 
with people to determine their capabilities, help to eliminate barriers, and work with residents to 
develop self-efficacy and self-esteem with the aim of increasing physical activity. If people 
develop a change in resources, such as a decline, then they may have to compensate by changing 
how they perform the activity, or how the activity is experienced (Baltes, 1997; Caldwell, 2005). 
For example, a study by Kracker et al. (2011) examined the leisure preferences of a primarily 
male LTC facility for war veterans. The authors found that several activities, such as watching 
television, playing cards, and listening to music, were activities ranked high in interest, both past 
and present. They call these activities “activities for a lifetime” (Kracker et al., 2011, p. 112) and 
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should be recognized as important in the leisure experience. Kracker et al. (2011) point out that 
although sports were rated high in previous leisure interests, residents’ current interest in sports 
had declined significantly. They indicated the change in interest was probably due to a decline in 
physical functioning so that participation in the sport would no longer be possible. The authors 
suggested that in order to provide residents with the opportunity to enjoy sporting-type activities 
at their level of ability, recreation therapists could incorporate activities like a Wii gaming system 
(Kracker et al., 2011). Modifying games and sports, as well as individual adaptations tailored to 
resident abilities, are another way to make activities accessible. Activity selection is an act of 
choosing a meaningful activity. An example of activity selection and adaptation provided by 
Kracker et al. (2011) are super bowl parties at LTC facilities. These parties enable residents, who 
previously enjoyed football, to continue to enjoy the sport (selection of football as a sport). 

Case Study  

The case study presented in this paper demonstrates how the sport of curling has been 
adapted to be played in a LTC facility, and how potential engagement in a meaningful activity 
can increase an individual’s quality of life.  This case study highlights the positive benefits of a 
therapeutic recreation intervention for Mr. Cunard, a male resident in a LTC setting. Please note, 
Mr. Cunard is a pseudonym used to protect the anonymity of the individual.    

Mr. Cunard 

The focus of this case study is on Mr. Cunard who resides in Eastern Canada. He was 92 
years old when he moved from his home in the community to a long-term care facility 
specifically designed for veterans of WWII and the Korean Conflict. Residents who reside at this 
LTC facility are primarily males between the ages of 85 to 95 years old who are in need of 
assistance with activities of daily living. Individual diagnoses vary, however illnesses and 
diseases commonly diagnosed include arthritis, diabetes, dementias, cancers, cardiovascular 
disease, and depression. Mobility is very individual, and ranges from residents who use 
wheelchairs and walkers, to those who are ambulatory. Services provided in the facility include 
twenty-four hour nursing care, physiotherapy, occupational therapy, recreation therapy, dietetics, 
social work, spiritual and religious care, and consultants in specialty fields.  
Prior to admission, Mr. Cunard had been recently widowed. He had four children, one of whom 
was deceased, and several grandchildren. When Mr. Cunard entered long-term care he was at the 
beginning stages of functional decline including type II diabetes, arthritis, spinal stenosis, 
hearing loss (corrected with assistance of a hearing aid), and visual impairments caused from a 
torn retina and cataracts. Due to very poor balance, the Berg Balance Assessment (Berg, Wood-
Dauphinee, Williams & Gayton, 1989), which is usually conducted, was not completed. Mr. 
Cunard had experienced prolonged sadness since the death of his wife. He was assessed on the 
Geriatric Depression Scale (GDS) (Sheikh & Yesavage, 1986) and scored a 4/15, where a  score 
of 5/15 or greater is indicative of depression. Although Mr. Cunard’s score is not suggestive of 
depression, he reported that he had been lonely since his wife died. He frequently displayed 
symptoms of grief and had decreased coping mechanisms. In speaking with his family, they 
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indicated they thought he was depressed as he had disengaged himself from activities that 
previously brought him enjoyment and he continued to grieve the loss of his wife. In the 
community, Mr. Cunard belonged to a coffee club that met every Tuesday morning at a local 
Tim Horton’s restaurant. These men were lifelong friends who gathered together for company 
and conversation. Months prior to admission into LTC, Mr. Cunard began skipping coffee club 
and eventually no longer was participating. His family became concerned because they found he 
was isolating himself yet was unable to recognize these behaviours himself. 

Mr. Cunard’s Therapeutic Recreation (TR) Assessment 

After Mr. Cunard moved into LTC, he displayed signs of depression and his engagement 
in leisure activities decreased immensely. The facility medical director recognized the lack of 
engagement and referred Mr. Cunard to the TR department. Assessments completed with Mr. 
Cunard by the recreation therapist included interviews, the Farrington Leisure Interest Survey 
(Buettner & Martin, 1995), and the TR component of the LTC facility’s interdisciplinary long-
term care assessment (Tupper, Crealock, Huntley, Walker, & Camp, 2003). Mr. Cunard had also 
experienced several falls, one resulting in a fractured ankle. Mr. Cunard together with the 
interdisciplinary team had created a common goal of regaining mobility after his cast was 
removed. Mr. Cunard’s previous primary leisure activities included marathon running, biathlon, 
and curling. He ran his first marathon at 67 years old, a second at 68, and a biathlon in his early 
seventies. Mr. Cunard curled and golfed until he was 85 years old, at which point he stopped due 
to a torn retina in his eye. However, it was challenging for Mr. Cunard to integrate into 
recreation programming because he held past interests close to him. He was holding onto his past 
leisure interest and abilities, and he felt that the TR activities offered to him were childish in 
nature. As Curling without Ice and Wii Golf were activities offered by TR in the long-term care 
facility, these activities were both presented as program opportunities for Mr. Cunard.  

What is Curling without Ice? 

Curling without Ice is an adapted game of curling played on any flat surface such as 
concrete floors, vinyl flooring, and gymnasiums. This game can be played with players of any 
skill level. The rules and regulations remain similar to curling that takes place on an ice sheet. To 
participate in the opportunity, the following equipment is required: 4 red stones, 4 blue stones, 2 
curling sticks, and the house [circular target] (see figure 1). 

 
Figure 1. Curling without Ice House and Rocks.     
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Specific Program Plan 

The specific program plan was modified and formatted based on Stumbo and Peterson’s 
program plan template outlined in Therapeutic Recreation Program Design Principles and 
Procedures (2009). Included in the specific program plan for Curling without Ice are the 
following enabling objects (EO) and performance measures (PM):  

• EO 1: The resident will demonstrate the ability to work strategically with a teammate. 
o PM 1.1: To demonstrate the ability to encourage during the game through positive 

interactions. 
o PM 1.2: To demonstrate the ability to ask his teammate’s advice prior to plays. 
o PM 1.3: To demonstrate the ability to strategize game play. 

• EO 2: The resident will demonstrate the ability to positively engage in the curling 
program. 

o PM 2.1: To demonstrate feelings of accomplishment through visual expressions 
during the game. 

o PM 2.2: To use appropriate verbalizations prior to and following the game. 
o PM 2.3: To demonstrate methods of communicating positively with players 

following each game. 
Task Analysis 

The following is a task analysis, which is a breakdown of an activity into specific tasks, 
of the Curling without Ice program. When an individual engages in an activity, action is required 
in four behavioural areas – physical, cognitive, affective, and social (Peterson & Gunn, 1984). 

In terms of physical skills, the resident must be able to complete one basic movement – 
using the curling stick. To complete this movement, resident must be able to: (1) grasp and hold 
the curling stick or rock, (2) have sufficient range of motion in elbow, shoulder and wrist 
movement to push the curling stick or propel the curling rock, and be able to extend arms to 
reach for curling stones with the curling stick; (3) have upper trunk control to lean into curling 
shot and lean to reach for curling stones with the curling stick or one’s hand, (4) possess hand-
eye coordination – aiming the rock and house simultaneously; and (5) have adequate sight to aim 
for the house. 

To successfully participate in the program, residents must be able to communicate with a 
partner (use of social skills); cognitive skills and abilities must include: (1) an ability to 
understand and follow basic curling rules, (2) an ability to strategize play, and (3) an ability to 
follow cues from recreation therapist and/or volunteers. 

The role of the recreation therapist during the curling activity is to assist residents in 
learning and applying different techniques in which the rocks can be maneuvered into the house. 
Residents may be in the seated position with the curling stick and use a one handed approach to 
propel the rock with the stick. A resident who uses a wheelchair with the curling stick must 
balance their upper body while leaning forward to propel the stone with one or two hands on the 
stick. An ambulatory resident standing with a four-wheeled walker may hold onto their walker 
with one hand and the curling stick with the other hand. The walker will be used to maintain 
balance while shooting the rock. 
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 A resident who does not have balance or gait limitations, and who does not need an 
assistive device, may hold the curling stick with one or both hands. This resident may also be in 
the seated position and lean to the right or left to throw the stone. This resident may also kneel on 
the floor to throw the rock. This position mimics curling from the hack. To use the kneeling 
position residents must have a good Berg Balance score (Berg et al., 1989) and no gait 
limitations. 

The Treatment Plan 

Based on assessment and discussions with the recreation therapist, Curling without Ice 
was chosen as an intervention by Mr. Cunard. As discussed above, curling was a longtime past 
leisure activity enjoyed by Mr. Cunard. Curling was also an opportunity for him engage in social 
interaction and physical activity. Including Mr. Cunard in the developmental stages of the 
Curling without Ice program increased his interest in the program, allowed him to see the skills 
needed to participate in adapted leisure activity, and the value in participating. A task analysis 
was completed on Curling without Ice to determine the necessary skills and abilities required to 
participate and the potential for a successful intervention. 

The following is the treatment plan that was developed for Mr. Cunard including 
Terminal Performance Objectives (TPO), Enabling Objectives (EO) and Performance Measures 
(PM) specific to his case:  
TPO 1: To participate in meaningful, planned activities with other residents.   

• EO 1: To demonstrate interest in unit programming by participating in a curling program.  
o PM 1.1: Participant will attend the curling program on Friday afternoons. 
o PM 1.2: Participant will strategize with team mate to play the game.   

TPO 2: Participant will increase physical strength. 
• EO 2: To demonstrate increased mobility and decreased falls by using curling as a    

strengthening medium. 
o PM 2.1: To demonstrate increased mobility by walking independently to and from 

his room for the curling program. 
o PM 2.2: To demonstrate increased use of core muscles strength by using the 

curling stick to propel the stones towards the house. 
Adaptations for Mr. Cunard 

As a result of balance and gait concerns, the physical therapist was consulted to provide 
adaptations for Mr. Cunard so he could fully participate in Curling without Ice. Mr. Cunard 
remained seated during the curling program and the recreation therapist worked with Mr. Cunard 
to teach him different ways to hold the curling stick. He was also prompted with verbal cues to 
maneuver equipment during game play. 

Implementation 

Mr. Cunard participated in an organized ten week, round robin style curling league 
involving nine teams. The program was implemented weekly for a two hour time period, which 
consisted of four half hour sessions. The recreation therapist explained the rules of the game 
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prior to each session with the participants. Mr. Cunard participated on a weekly basis for thirty-
minute sessions with a chosen partner. The recreation therapist closely monitored Mr. Cunard’s 
participation in the program. Verbal cues were used to prompt Mr. Cunard during his session to 
take his turn, to share the curling stick with his partner, and to encourage play. Verbal cues 
included “place the curling stick into the handle of the curling rock”, “sit up straight and lean 
forward to propel the curling rock”, and “pass the curling stick to your partner.” Physical cues 
employed to assist Mr. Cunard were how to hold the curling stick when propelling the curling 
stones and adjustment of the curling stick’s placement on the curling rock through hand over 
hand guidance. Once Mr. Cunard had mastered the skills associated with the curling stick, the 
recreation therapist reduced the use of physical cues. Mr. Cunard was encouraged to remain in 
the program area prior to and following his session to engage in the curling atmosphere.   

The recreation therapist discussed each session with Mr. Cunard as a form of evaluation 
following the program. Mr. Cunard was aware of his progress and it was reflected in his PM’s, 
EO’s, and activity analysis. The recreation therapist documented all of Mr. Cunard’s outcomes 
over the duration of the ten week round robin play. Outcomes reported by the recreation therapist 
included increased affect and decreased need for verbal and physical cues during the program. 
Mr. Cunard appeared happier and looked forward to the weekly matches as demonstrated by 
stopping the recreation therapist in the hallway to discuss the program with enthusiasm and 
cheerful affect. Mr. Cunard learned the skills of holding the stick and propelling the curling 
rocks on his own as demonstrated by the recreation therapist. He no longer needed the recreation 
therapist to set the stick and rock up for him nor to verbally walk him through his turn, as 
outlined above. 

Evaluation 

The recreation therapist completed an evaluation of the program. Evaluation was 
conducted by reviewing the PMs and EOs developed with Mr. Cunard in his treatment plan prior 
to participating in the Curling without Ice program. The objective of EO 1 was “to demonstrate 
interest in unit programming by participating in a curling program”. It was noted in week 3 in the 
program that Mr. Cunard was motivated and engaging willingly in the program. The recreation 
therapist observed him fulfilling the outlined PM 1.1: “Participant will attend the curling 
program on Friday afternoons” and PM 1.2: “Participant will strategize with team mate to play 
the game”. This was demonstrated by Mr. Cunard checking with his partner at lunch time to 
discuss participation in the program on Friday, arriving at the program during set-up and 
remaining for the 2 hour session without prompting by the recreation therapist or other staff 
members.  

Mr. Cunard’s overall accomplishment of TPO 1: “To participate in meaningful, planned 
activities with other residents overall” was demonstrated by the resident leaving his room by his 
own volition to join in an activity which had particular meaning to him. Engaging in this 
meaningful activity Mr. Cunard not only achieved improved quality of life from a successful 
intervention plan, but he was able to make connections with other residents in the LTC facility 
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through a common interest, and as a result this opened the door to participating in other unit 
programming. 

The focus of TPO 2 was “participant will increase physical strength”. The recreation 
therapist developed EO 2: “to demonstrate increased mobility and decreased falls by using 
curling as a strengthening medium.”  Mr. Cunard was to perform this EO by completing the 
following PMs. PM 2.1: “to demonstrate increased mobility by walking independently to and 
from his room for the curling program” and PM 2.2: “to demonstrate increased use of core 
muscles strength by using the curling stick to propel the stones towards the house”. The first 2 
weeks of the program, Mr. Cunard was using a wheelchair for mobility. As he gained strength 
and confidence, Mr. Cunard walked with assistance to and from the curling program. Due to 
poor balance, Mr. Cunard was seated during the program. The recreation therapist cued Mr. 
Cunard to sit up straight and lean into the curling stick as he propelled the stone toward the 
house. During the third week of the program, Mr. Cunard was maintaining balance in his seated 
position and required less cueing, and he had mastered control of his curling stick and was 
communicating effectively with his partner. As a result the recreation therapist provided cueing 
and support to Mr. Cunard as necessary during the program and on-going encouragement both 
prior to, during and following sessions. 

By participating in this meaningful activity, the recreation therapist began to see 
willingness on Mr. Cunard’s part to participate in other recreation therapy programs in the unit.  
Mr. Cunard became involved in Wii Golf and Glee Club (a weekly singing group). Over the ten-
week period, unit staff noticed improved coping mechanisms and decreased sadness. Staff 
reported through conversation and during unit medical rounds to the recreation therapist that they 
viewed changes in Mr. Cunard’s coping mechanisms. As he began to develop friendships with 
other residents on the unit, he was increasingly open to become involved in his care and began to 
use humor in situations that previously caused him distress. 

Implications 

As discussed in the literature review, activities preferred by men and opportunities for 
men to engage in meaningful activities are lacking in LTC (Jenkins, Pinta & Horgas 2002; 
Kracker et al., 2011; McGuin & Mosher-Ashely, 2000). Historically, a greater number of women 
have lived in LTC, and as a result, the focus of recreation activities has been on women. 
Traditional LTC programs, such as arts and crafts, may not offer the scope of activities necessary 
to accommodate the leisure interests of male residents. The facility where Mr. Cunard lived was 
a predominately male population. The Curling without Ice program represented a past leisure 
interest of the case study participant, in a group environment.  

As the field of recreation therapy continues to establish itself as an essential part of the 
interdisciplinary team in LTC settings, recreation therapists must continue to research and utilize 
appropriate and meaningful leisure programming for both men and women. Seeking out physical 
programs that appeal to the male population is essential to an enhanced quality of life. 

This case study demonstrates that participation in a meaningful, physically based activity 
had positive effect on mood, cognitive and physical functioning, and social skills. When 
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reassessed one year later, Mr. Cunard scored one point higher on the GDS (Sheikh & Yesavage, 
1986). Physical benefits seen from the Curling without Ice included: maintaining fine motor 
skills while holding onto the curling stick, increased mobility as a result of walking to and from 
the program area and changing seating between sessions, balance improved as Mr. Cunard had to 
maintain a position while seated in his chair during play, and improvement in upper body gross 
motor skills as posture needed to be maintained during play and arms were extended when 
shooting the rock with the stick. Cognitive improvements included strategic thinking skills while 
planning plays with teammate. Socially, Mr. Cunard encouraged others in a positive way, was 
not critical, and employed a coin toss to determine which team would go first. 

Conclusion 

One of the main goals of the therapeutic recreation department has been to create 
programs reflective of leisure opportunities and recreation activities that residents participated in 
prior to entering into LTC. Overall, the facilitation of the Curling without Ice program has been 
successful in the LTC facility. The league Mr. Cunard played in created an opportunity for 
people to feel a sense of belonging and accomplishment. Being a part of the league has decreased 
depression and social isolation by providing residents with a program to look forward 
to. Residents appear to have been intrinsically motivated by the program, as demonstrated by 
people arriving early for program and asking staff about upcoming games. Residents are 
connecting with each other through a familiar activity that is enjoyable to them. 
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Abstract 
Multisensory environments are described as an interdisciplinary resource to 
support patients’ needs in complex continuing care. This article offers a 
description of multisensory environments as well as their concepts, and how 
they can be used as a program resource for therapeutic recreation professionals 
who work on interdisciplinary teams. The process of implementing a sensory 
program is explained from assessment through to documentation including the 
achievement of goals and outcomes as observed by the interprofessional team. 
An interdisciplinary resource, such as multisensory environments, can be 
utilized effectively in many different ways. The healthcare team can identify 
common goals that can be achieved through the use of shared resources, or 
interventions can be delivered collaboratively to maximize the results from all 
professions. In order for this to be successful, specifically with the use of 
multisensory environments, all professions need to be trained and educated on 
the concepts of multisensory environments, and work in an interprofessional 
setting. 
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Multisensory Environments as an Interprofessional Resource 

Introduction 

Interprofessional collaboration is becoming more popular in healthcare settings (Steinert, 
2005). Interprofessional collaboration is being encouraged at the professional level as well as 
being taught at the academic level. This paper was written as a resource to share across various 
professions in healthcare, highlighting the use of multisensory environments as a program or 
intervention that can be delivered in collaboration with other disciplines to help support the 
achievement of patients’ treatment goals.  

The purpose of using multisensory environments as a therapeutic recreation intervention 
is to support patients’ need for sensory stimulation by creating a physical space that encourages 
patients’ involvement in a safe, sensory stimulating environment. In a complex continuing care 
setting, an interdisciplinary team (nursing, physiotherapy, occupational therapy, recreation 
therapy, speech and language pathology, dietary, spiritual care, psychology, etc.) work together 
with individuals who have chronic illnesses or long-term functional disabilities by providing 
assessment, education, training, intervention, guidance, and evaluation. Through each individual 
assessment, the patient and the healthcare professional create individualized goals, and then the 
healthcare team together creates a plan of care, with the overall goal of improving quality of life 
and maintaining good overall health for patients’ and their families. Throughout this process, 
multisensory environments can be used as a treatment modality or intervention to strive towards 
goals such as relaxation, increased range of motion, increased arousal, and/or autonomy.   

What is a Multisensory Environment? 

A multisensory environment offers a blend of sights, sounds, textures, aromas, gentle 
vibrations, and massage (Chitsey, Haight, Fann, & Jones, 2002). It includes a variety of 
equipment that is designed to stimulate the senses and promote pleasure and/or feelings of well-
being, as well as encourages exploration. A multisensory environment is a relaxing, safe and 
non-threatening space which requires no intellectual reasoning (Cox, Burns, & Savage, 2004). 
One does not need to think about engaging in this environment but simply experiences sensory 
stimulation for its own sake and not necessarily for a desired outcome (Ball & Haight, 2005). By 
identifying a patient’s goals and sensory preferences, the therapist can create a therapeutic 
environment for enjoyment and/or to meet treatment goals. A multisensory environment does not 
have to be in a specific room, or space, it is an activity that can occur anywhere. There is no 
analysis of the experience of engaging in a multisensory environment; the emphasis is simply on 
experiencing sensations (Fowler, 2008). The environment offers users the opportunity for self-
control and autonomous discovery and exploration, and the facilitator has the ability to control 
noise, space, temperature, and lighting in order to achieve desired outcomes specific to each 
individual. For example, for patients who find their regular environments over-stimulating, the 
goal of this activity might be to promote relaxation through an environment that is less 
stimulating. The therapist can choose to minimize the sensory inputs by introducing one element 
at a time (such as music, then lights, then tactile elements). For patients whose environments are 
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typically under-stimulating, the goal might be to increase arousal. The therapist can choose to 
introduce multiple components of the environment to maximize sensory inputs (such as bright 
lights and loud music with quick tempos). If one of the patient’s goals is to transition into group 
programs or programs in the community, multisensory environment intervention can assist 
patients in developing a level of comfort before making that transition. By spending time in a 
one-to-one intervention utilizing multisensory environments, patients are given the opportunity 
to bond with the therapist and build a relationship of trust and respect (Ball & Haight, 2005). 
This could help patients who are newly admitted or newly diagnosed meet initial treatment goals, 
build relationships with other disciplines and other patients. Once these relationships are 
developed, and the initial goals are met, patients may be ready to develop new treatment goals, 
including joining group or community programming. By facilitating a safe environment that the 
patient controls and enjoys (for instance, not leaving the patient in the room with an element 
turned on that they did not choose to have on), the patient develops a level of trust with the 
therapist, and this relationship can be instrumental in the development and achievement of goals. 
It is important that the therapist takes the time to learn what the patient enjoys and to allow 
patients to make independent choices regarding the sensory elements in the room, especially if 
they are unable to verbalize their preferences (Ball & Haight, 2005), since they are not often 
given the opportunity to make independent choices (Fowler, 2008).   

Engaging in a multisensory environment is about choosing how to interact with the 
environment and having an enjoyable, relaxing leisure experience (Ball & Haight, 2005). It is 
important that the patients are in charge of choosing the sensory elements of the environment for 
the purposes of autonomy and choice, and then other treatment goals can be achieved. Often, 
patients living with chronic illnesses or disabilities may be overwhelmed by ordinary sensory 
experiences. Therefore, there is a need for specifically developed or controlled environments for 
them to explore (Fowler, 2008). 

Multisensory Environment Concepts  

One key concept that is fundamental to multisensory environments is the pleasure 
principle. Sigmund Freud teaches us that we instinctively seek out experiences that promote 
pleasure and avoid pain (Cherry, n.d.). Therefore, the most important concept in facilitating a 
multisensory environment experience is to make sure it is enjoyable. In addition to the pleasure 
principle, a multisensory environment is based on five key concepts: choice driven, demand free, 
meaningful, empowering, and accessible (Messbauer, 2009). Patients are given the opportunity 
to choose the elements they experience in their environment without any expectations placed on 
their behaviour or response (Chitsey et al., 2002). The experience offers an intervention that is 
valuable, dynamic, and interactive at a level that allows the individual to control the sensory 
inputs that respond to their personal needs and goals. Multisensory environments provide 
opportunities to reach a variety of goals. Intervention sessions can be designed in collaboration 
with recreation therapists to allow patients to achieve their goals. Multisensory environments can 
be used for relaxation, stimulation of the senses, distraction, or enjoyment. By using soft, 
soothing music or nature sounds, scenes of nature, or any other image that elicits relaxation in a 
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particular patient, an environment of relaxation can be created. In contrast, using music with a 
quick or fluctuating tempo, vibrant images, and lots of stimulation that is constantly changing 
stimulates patients and increases their arousal levels. In collaboration with physiotherapy, 
multisensory environments can be used as a distraction, or a tool to promote relaxation, so 
patients can achieve greater success in passive range of motion exercises. For example, a patient 
with increased tone or muscle spasms might choose to engage in an environment of relaxation 
(their favourite music or visual stimuli) that is enjoyable, so that they are relaxed and distracted 
for their physiotherapy treatment. Fundamentally, a multisensory environment should be 
enjoyable by providing an experience for the patients to have fun.  

While the patient is not expected to respond in a certain way, there are many observations 
the facilitator can make that align with treatment goals that have been identified for that 
individual. One of the goals of multisensory environments is an altered level of arousal. By 
stimulating the senses one can increase or decrease arousal levels, depending on the patient’s 
personal needs. By constantly manipulating components of the environment, one initiates 
changes in the brain as patients must process the difference of the elements (i.e. an introduction 
of a new sensory element, change in colour of visual elements, or tempo of auditory elements) 
(Messbauer, 2009). When the therapist is seeking specific observable behaviours to measure the 
achievement of goals, it is best to try not to become a part of the environment the patient is 
interacting with, but just to observe how the patient is interacting with the environment and how 
they are responding to it. As an observer, you do not want to influence these responses. 
However, in some cases it may not be necessary, or possible for the therapist to remain invisible, 
if they are working on developing a trusting and respectful relationship, or if the therapist needs 
to facilitate the interaction with some of the sensory elements in the room (Lancioni, Cuvo, & 
O’Reilly, 2002).   

An Interprofessional Multisensory Environment Program 

A sensory stimulation program was launched at West Park Healthcare Centre to respond 
to an increasing population that had very complex medical conditions, leaving them under-
served and unable to get out of bed to attend recreation therapy group programs on a regular 
basis. In addition to the installment of a multisensory room, a mobile cart was purchased as a 
recreation therapy resource. This allowed the program to become accessible to patients who 
spend a significant amount of time in bed and who would greatly benefit from having a program 
that altered their environment and stimulated their senses. The opportunity for collaboration with 
other disciplines became evident as the recreation therapists became more educated on the 
potential of multisensory programs, and as the demand from many other patients to participate in 
the program increased. To respond to this, one recreation therapist collaborated with the 
occupational therapy team to deliver an interprofessional program. Working on an 
interdisciplinary team, serving complex continuing care patients, increased quality of life is often 
a common goal across disciplines. By collaborating and sharing this invaluable resource with 
occupational therapy, the goals of many more complex continuing care patients were met.  
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Interprofessional collaboration educates healthcare professionals to work with other 
disciplines with the purpose of improving health outcomes, providing the best possible quality of 
care, and increasing the overall experience for patients (Steinert, 2005). Any professional, family 
member, or patient can refer patients to recreation therapy services, including multisensory 
programs. Patients are included or referred to the sensory stimulation program if they are at risk 
for under-stimulation, over-stimulation, are non-responsive, or request relaxation interventions. 
These indicators can be found as a result of a standardized leisure assessment, or as a result of 
collaboration among team members. Once a patient has been referred to the multisensory 
program a sensory assessment is administered to determine if there are any deficits (in terms of 
sensory processing), any contraindications (such as seizures, which can be triggered from over-
stimulation), and the goals the patient hopes to achieve from the program. The assessment can be 
completed by observing how patients interact with the environment to discover what they like or 
dislike in terms of sensory inputs. The first few sessions are spent discovering the ‘sensory diet’ 
of the patient; that is, what multisensory elements they enjoy, if they have any negative reactions 
to any of the sensory outputs, and what behaviours they exhibit in response to the various 
elements in the environment. Patients are able to show through behaviours and responses if they 
are enjoying a sensory input or are becoming agitated by it (Fowler, 2008). Similar to the 
pleasure principle (Cherry, n.d.), a sensory diet is what we all do with our senses to seek comfort 
and avoid discomfort.  The goal here is to develop a program that will provide the most pleasure, 
as well as meet the identified needs of the patient. Ongoing documentation of observable 
behaviours throughout the program will contribute to the evaluation of achievement of goals 
throughout the treatment process. Observable behaviours are recorded on a tracking sheet that is 
divided into the 5 domains: motor, cognitive, social, sensory and affective function (see 
Appendix A). On the tracking sheet, each behaviour is described and recorded along with what 
element of the environment the patient was responding to. As we begin to recognize what 
behaviours are positive we can monitor the success of the program and through ongoing 
evaluation, we can adjust the program as needed to continuously elicit these positive responses. 
Any behaviour that indicates the patient is seeking out or enjoying an element would be 
considered a positive response. These behaviours could include things such as visually tracking 
visual input, smiling, and rocking or tapping along to the beat of the music. Any behaviour that 
indicates the patient is avoiding or disliking an element would be considered a negative response. 
These are tracked on the observation sheet as well, as the therapist would not want to introduce 
these elements in the session again. These behaviours could include grimacing, wincing, or 
closing the eyes. 	  	  	   

Interprofessional Goals and Outcomes 

An interprofessional multisensory environment program strives to create an environment 
that is filled with multisensory displays and equipment options to be seen, touched, and/or 
explored in a safe setting. Delivered by a recreation therapist, an occupational therapist, or in 
collaboration, it offers patients the opportunity to control elements of their environment, to 
maintain or improve cognitive functioning, to be engaged in an environment of increased sensory 
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stimulation to increase alertness, or to experience relaxation utilizing soft music, calming 
images, and gentle tactile stimulation, which are all common goals among both disciplines. 
Successful participation in this program can be found by observing a variety of behaviours. A 
change in arousal levels while attending to sensory displays through visual tracking, or watching 
the visual stimuli, or physical movement indicates that the patient is responding to the changes in 
the environment. Verbal responses and autonomous decisions about which elements to introduce 
to the environment, including, reality versus abstract visual elements, colour, and music selection 
indicate independent choices are being made to control the environment. The appearance of 
relaxation, such as closed eyes, deep breathing, or the cessation of negative behaviours such as 
crying, or nail biting, indicate that the patient has reached a state of relaxation (Messbauer, 
2013). 

Additionally, multisensory environments can be incorporated into goals identified by 
other professionals. For example, multisensory environments can be utilized in collaboration 
with physiotherapy during passive range of motion treatments as it could help relax the patient 
and reduce spasticity, therefore, increasing their range of motion. Multisensory environments can 
also be introduced while nursing is providing personal care, to relax and distract patients when 
they are agitated.  

Outcomes of an interprofessional program can be seen by everyone involved in the 
treatment process. Nurses may report that patients appear more alert, physiotherapists may report 
increased range of motion, recreation therapists may report increased enjoyment in leisure 
activities or an increase in self-determination and personal choice, occupational therapists may 
report increased relaxation and alertness, and patients may report increased ability to concentrate. 
Also, family members may appreciate the opportunity to be involved in the treatment as it 
provides another resource for interaction with their loved ones. Lastly, clinical practice leaders 
observe the benefit of interprofessional programming and acknowledge the initiative in setting an 
example of interprofessional collaboration across the facility.  

Discussion and Recommendations 

Multisensory environments can be utilized to reach many treatment goals, beyond the 
realm of and in collaboration with therapeutic recreation. These environments can be used to 
strive towards increasing arousal levels, decreasing stress and anxiety, relaxation, increasing 
range of motion, and overall, contributing to a positive quality of life that includes fun and 
enjoyable experiences for patients in complex continuing care (Lancioni et al., 2002). By 
collaborating with other healthcare professionals, one can share resources efficiently and provide 
an optimal level of care as a health care team. For example, because therapeutic recreation works 
so closely with the occupational therapy team, a process was put into place that new occupational 
therapy staff and students are given an orientation to the program by the recreation therapist. 
This is so that new staff and students can help facilitate the delivery of multisensory 
interventions and have access to a resource that could contribute to patient goals.  

A future recommendation is to have all staff included in an orientation to multisensory 
environments, and in the development of any resources utilizing multisensory environment 
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principles. All disciplines can use a multisensory environment to contribute to their treatment 
plan. If every team member was involved in the development of, or oriented to the resource, they 
would have an increased understanding of its uses and benefits. Team members then develop a 
sense of ownership and investment in the program and are more likely to include multisensory 
environments as one of their treatment options. Additionally, when including other disciplines in 
treatment delivery, it can help to define and understand each other’s roles. For example, by 
observing multisensory environment interventions, nurses have gained a greater understanding of 
the role of the recreation therapist on the team, and have a greater appreciation of the value and 
benefits of the profession. They see the benefits and the outcomes of the patients’ experience, 
long after the treatment is complete; patients might appear more relaxed, more alert, or sleep 
better. Team members who are involved in the treatment can benefit from the relaxing 
environment as well, this leads to strengthened peer relationships among all members of the 
healthcare team, contributing to a happy working environment, and ultimately better patient care.  

One challenge in delivering the program was helping everyone on the healthcare team 
understand the purpose and value of sensory stimulation as a therapeutic intervention. It requires 
education and explanation of the theories that support its benefits, and that it is not simply a party 
or a way to put patients to sleep. At West Park Healthcare Centre, we were fortunate enough to 
be able to hire a multisensory environment expert to come and do a workshop for members of 
the interdisciplinary team. For those who were unable to attend the workshop or for staff who 
express interest or curiosity in this treatment modality, recreation therapy staff offered our own 
orientation. Informal conversations in response to questions or inquiries are a great start to 
increasing awareness of the importance and purpose of multisensory environments. Once other 
professionals are formally educated, included in the program, and able to see the results, it 
becomes clear that multisensory environments are a great intervention that promote collaboration 
with team members to provide a meaningful and goal oriented contribution to patients’ quality of 
life.  

There is great value in interprofessional collaboration in the field of therapeutic 
recreation. Our practice is conducive to collaboration as we are able to provide therapeutic 
interventions that meet goals spread across a variety of domains. As an added benefit, we can 
introduce interdisciplinary resources such as multisensory environments that can be effective in 
facilitating interdisciplinary practice, maximize the success of patients meeting their treatment 
goals, and provide meaningful and therapeutic experiences for patients in complex continuing 
care. 
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Appendix A: Snoezelen Tracking Form 
 
Name/Unit: ___________________________________ 
Date/Time: ___________________________________ 

 
Goal(s): 
1.  ________________________________________________________________ 
2.  ________________________________________________________________ 
3.  ________________________________________________________________  
 
 
                         

Observable Behaviour/Function Comments 

Motor Function 
(Give examples, mention time behaviour was 
observed, what sensory element triggered 
response) 
 
 
 

 
 
 
 
 
 
 

Cognitive Function 
(Give examples, mention time behaviour was 
observed, what sensory element triggered 
response) 
 
 
 

  
 
 
 
 
 
 

Social Function 
(Give examples, mention time behaviour was 
observed, what sensory element triggered 
response) 
 
 
 

 
 
 
 
 
 
 

Sensory Function 
(Give examples, mention time behaviour was 
observed, what sensory element triggered 
response) 
 
 
 

 
 
 
 
 
 
 

Affective Function 
(Give examples, mention time behaviour was 
observed, what sensory element triggered 
response) 
 
 
 

 
 
 
 
 
 
 

Created By: Kim Harder, Recreation Therapist, West Park Healthcare Centre, April/2010 
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Abstract 
As Canada’s population increases and continues to age, there is great interest in 
helping older adults remain in their homes. High numbers of older adults are not 
adequately supported by our current health care system, and there is an increased 
need for creative solutions to help older adults within the community. Promoting 
active and healthy lifestyles for older adults is vital in preventative health care. 
This article describes a community-based program, Our Time, for older adults in 
private apartment buildings, run by a not-for-profit community agency in 
Toronto. An Aging at Home framework was developed based on the project 
goals of promoting active lifestyle, social connection, and education, to 
ultimately assist older adults to age in place. The overall aim of the project was 
to develop a social recreation program based on participants’ needs and interests, 
to foster independence and well-being, and ensure sustainability of the program 
by encouraging participants’ involvement and leadership. After recruitment and 
assessments, participants took part in on-site weekly programs led by recreation 
therapists at no cost. Program evaluation results indicated increased social 
connection, and the development of a strong self-supportive network within 
participant groups. Group programs are now being facilitated independently by 
volunteer participants without the leadership of recreation therapists. These 
findings indicate the success of the Our Time program. Implications of this study 
suggest the value of this type of program for use in other community housing to 
support isolated and frail older adults to live at home for as long as possible. 

 
Keywords: older adults, program, social isolation, community, independence, active aging 
______________________________________________________________________________ 
 

Anna Morellato obtained her post-graduate diploma in Therapeutic Recreation at Georgian 
College and works as a Recreation Therapist with older adults living in the community. She is 
currently volunteering on the TRO registration committee and is also sitting on the 2015 TRO 
conference planning committee. 
 

Yvonne Ng-Gerritsen is working as a Recreation Therapist in the community setting where the 
‘Our Time’ project was implemented. She completed her MA and undergraduate degree at the 
University of Waterloo. Yvonne is actively involved in TR by maintaining both CTRS and 
R/TRO designations, and has been on the TRO board of directors for the past three years. 
 

Contact: ESS Support Services, 2245 Lawrence Ave West, Etobicoke, ON M9P 3W3 
(phone) 416-243-0127 ext. 271 (email) ywng4tr@gmail.com 

  



Morellato and Ng-Gerritsen 

	  

35 

‘Our Time’ Program: Aging at Home 
Introduction 

Population aging is a growing challenge in Canada as our baby boomers, who account for 
the largest generation (people born between 1946 and 1965), continue to age. In 2011, the first 
baby boomers reached 65 years of age and by 2031, one in four Canadians will be older than 65 
years (Statistics Canada, 2011). Older adults accounted for 14.8% of the population in 2011, 
which rose significantly from 13.7% in 2006 (Statistics Canada, 2011), and will continue to 
increase as the baby boomer cohort ages. People are living much longer and the average life 
expectancy has risen to 81 years of age (Statistics Canada, 2012). This larger group of older 
adults who are living until a much older age will certainly place pressure on our healthcare 
system, suggesting an increased need for community programs, services, and facilities to keep 
older adults healthy, active, and living at home for as long as possible. 

According to Statistics Canada (2007), 60% of Canadians older than 65 years of age are 
inactive and 69% of waking hours are spent in sedentary activities. Therefore, the majority of 
seniors are inactive, placing them at further risk of social isolation as the risk factors include: 
being of older age, living in an urban area, living without a partner, experiencing activity 
limitations due to health, immigrating from outside of Canada, having lower levels of education, 
being a women (gender), and lacking access to transportation (The Nelson Allan Project, 2011). 
In addition to social isolation or long-term social exclusion, each of these factors may also lead 
to poor physical and mental health, and a higher likelihood to experience reduced access to 
health services (Cloutier-Fisher, Kobayashi, & Smith, 2011). This risk is especially tangible for 
older adults who downsize and move from their lifelong neighbourhoods into apartment and 
condo buildings after the death of a spouse, and among other factors, experience a change in 
income after retirement. These communities do little to help new tenants meet their neighbours. 
There is a much needed effort to help older adults living in community to feel socially connected 
and to reduce social isolation and its associated risks (Ashida & Heaney, 2008). Consequently, 
we are seeing an increase in the shift from therapeutic recreation in our institutions towards 
community settings (Kelland, n.d.). 

The purpose of this paper is to describe a program developed and implemented with older 
adults living in community high-rise buildings. The program is run by recreation therapists at a 
community service agency in the City of Toronto. The focus of the program is on physical 
activity, social connection, and education to maintain independence and reduce social isolation. 

Program Goals of ‘Our Time.’ 

This overall project is named Our Time, to emphasize participants’ active engagement 
and ownership of programs. The overarching vision is to develop an aging at home strategy that 
promotes sustainability, independence, and overall health and wellness for older adults living in 
the community. Using a framework that includes physical activity, educational workshops, and 
social connection, this project’s end result involves the participants taking over the program and 
leading it themselves. Currently there is no known social or recreational program in this area of 
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Toronto employing a community development approach for older adults living in private 
apartment buildings. 

Our aim was to facilitate the development of a self-help social and recreation program for 
older adults living in apartment buildings in Toronto who may experience social isolation and 
marginalization. Project goals for participants are to: reduce isolation and loneliness, keep older 
adults active and engaged, provide peer support, facilitate meaningful relationships, enhance and 
improve overall health and quality of life, improve accessibility, remove barriers to community 
supports, optimize mental functioning, and improve the level of independence.  

Within the community, the larger community project goals are to: (1) forge innovative 
partnerships with individuals and agencies who play an important role in the lives of older 
people; (2) build a marketing strategy to engage isolated older adults living in the community; 
(3) build a community-program-model of recreation and social connection that can be replicated 
in other communities;  (4) expand the model to include a cultural diversity and mental-health 
framework; (5) enhance our volunteer base; and (6) create a model that is self-sustaining. 

Program Description of ‘Our Time’ 

 The first step in developing this project was to approach various privately owned, high-
rise buildings in the community to see which would be the best fit to implement a program for 
older adults (ages 55 years and above). In collaboration with agency directors, the property 
management at potential sites were approached and introduced to the program. The feasibility of 
the site was based on the existence of isolated and frail older adults living in the building, the 
availability of space for programming, and the support of building management and board of 
directors. After many meetings, the project was narrowed down to two different buildings, in two 
different neighbourhoods. Each building had different demographics and dynamics and the 
programs were adapted accordingly. Building A was an older building with low accessibility and 
a small percentage of older adults. Most of these participants had lived in the building for 20 or 
more years, and ranged from being very independent to very frail, and some were isolated. 
Building B was a newly developed subsidized housing condominium with the incentive to be an 
independent living building mainly for older adults (ages 69 years and above). Most participants 
had moved from various parts of the city to this new neighbourhood. There was significant 
diversity among participants, and some language barriers were experienced. 
 These programs were to be offered at no cost and were open to all older adults living in 
the building with the goal of reaching out to those who are frail and socially isolated. Once 
partnerships and agreements were set with these buildings, a meet and greet session was 
arranged. The recreation therapists promoted this program by posting flyers throughout the 
common areas, and through door-to-door flyer distribution. At the meet and greet sessions, the 
purpose of the program was introduced and participants offered their ideas and interests in an 
informal brainstorming session. Residents who came to the session were encouraged to inform 
their neighbours of the program, and agency case managers who had been working in the 
buildings referred possible clients. After it was determined that there was sufficient interest in 
the program, registered participants were contacted for a one-to-one assessment conducted by the 
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recreation therapists. The assessment tool developed by the recreation therapists was 
administered as an informal interview, and included questions on physical needs, cognitive 
needs, social/supportive needs, past, present and future leisure interests, community 
supports/resources, medical conditions, and their personal goals for this program. During the 
assessment, information was also collected about how many people the participants knew in the 
building, and whether or not they had someone in the building to call for an emergency, or to 
socialize. 

Based on participants’ interest, this program was offered through different program 
components. A weekly exercise program was implemented and adapted according to 
participants’ needs. The recreation therapist was able to adapt the exercises so all interested 
residents could participate. Program development was also evidence-based as both recreation 
therapists are senior fitness certified through Canadian Centre for Activity and Aging (CCAA). 
Physical activity guidelines set by the Canadian Society for Exercise Physiology (CSEP, 2013) 
state that older adults should aim to achieve 150 minutes of moderate to vigorous intensity 
aerobic physical activity per week in ten-minute bouts or more. Being physically active helps 
older adults maintain independence longer and increases bone health and mental health (CSEP, 
2013). Some benefits include: stronger bones, muscles, heart, and lungs, improved cholesterol, 
blood sugar, and blood pressure, better flexibility, balance, endurance, and functional mobility, 
improved mood, sleep patterns, and confidence, feeling better, general well-being, reduced risk 
of falling, and overall improvements in quality of life (Toronto Public Health and York Region 
Community and Health Services, 2010). The benefits listed above confirm the importance of 
implementing a physical activity program to promote healthy aging for program participants. 

There were also social activities implemented each week that varied based on 
participants’ needs and interests. This included activities such as arts and crafts, bingo, trivia, 
potlucks, discussion groups, outings, and leisure education. Every month, there were health and 
wellness workshops where community services (e.g., registered dieticians, the Alzheimer 
Society, pharmacists) provided information to educate residents. The literature indicates that 
social connection is vital to healthy aging. Individuals with denser social network systems and 
more social network members living in close proximity reported higher perceived levels of social 
connectedness, which is positively associated with the health status of older adults (Ashida & 
Heaney, 2008). Forming and participating in a social group is connected to efficacy, 
empowerment, social engagement, and well-being in later life (Fisher & Gosselink, 2008). 
Creating environments conducive to developing relationships among participants is vital (Ashida 
& Heaney), and this evidence supported the need to build inclusive social and supportive 
networks for participants within the program buildings. 

‘Our Time’ Framework 

Based on the literature and the goals developed for the project, this framework explains 
how each component interconnects and leads to accomplishing the main goal of this self-
sustaining project. The components of this program are physical activity (e.g., exercise, walking, 
tai chi, aquafit), social connection (e.g., group activities, socials, discussion groups), and 
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education (e.g., leisure education, falls prevention, nutrition, community resources). When 
participants become more independent, they will have the capacity to help self-sustain their 
community, therefore applying skills and knowledge they have gained. 

 

Figure 1. A visual representation of the ‘Our Time’ framework. 

Discussion 

 Throughout the process of program development, participants continually provided input 
and feedback. For every 12-week exercise session, there was a pre- and post- assessment to 
measure participants’ physical improvements and/or maintenance. For example, the physical 
assessment for the walking and tai chi programs included a timed-up-and-go (TUG) test which is 
a standardized measure of walking speed and agility endorsed by the Canadian Centre for 
Activity and Aging in their Seniors Fitness Instructor Manual (CCAA, 2013). Educational 
workshops occurred approximately once a month and participants completed satisfaction surveys 
after each to determine if the session was beneficial, and which additional topics they may be 
interested in. Some examples of questions asked were: “I learned something new during this 
workshop” and “the workshop covered material that was relevant and practical,” which were 
based on a 5-point likert-scale. Throughout the overall program, all active participants completed 
ongoing formative evaluations every six months to assess goal attainment and to collect 
participant feedback and testimonials. Participants self-rated their physical, social, and 
educational experiences on a likert-scale questionnaire. Examples of evaluation questions 
include statements such as: “I have knowledge on how and where to get support in the 
community,” “my physical activity has improved,” and “I have developed new relationships.”  
Additionally, qualitative feedback was collected from questions such as “what changes will you 
make in your day to day life based on what you have learned in this program?” and “what is the 
best thing that can happen to you if you use what you have learned from this program?”  Re-
assessments of active participants are scheduled on a yearly basis. Other methods of evaluation 
included observations from the recreation therapists, ongoing progress notes, and attendance 
records. 
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 According to the most recent evaluation outcomes in May 2014, there has been an overall 
increase in meeting participants’ physical, cognitive, and social and supportive needs. From 
building A, results showed that: 89% of participants have increased their scores for the TUG test; 
100% are interested in learning more about community workshops; and 100% of the participants 
socialize outside of program. Some results from building B to highlight include: 84% have 
increased their scores for the TUG test; 95% of participants felt they learned something new 
from the workshops; and 89% of participants report having new friends in the building. The 
participants enjoy the social nature of all the programs including exercise and educational 
workshops. One participant said, “I especially enjoy the fitness programs. You always feel better 
after a little exercise and I get to meet other people.”  Another participant shared their experience 
saying: “I learn a lot about health and I have more mobility. The most important thing is more 
self-confidence.”  A participant from another building said, “These programs allowed me to 
know exercise, and neighbours and right now, I have support and friends.”  Some of the goals set 
by participants during assessment were: to meet new people and socialize with others in the 
building; to be helpful to others; to improve English skills; and to live in this building for as long 
as possible. It was very important that participants understand the overall goal of the program. 
One participant exemplifies this understanding by stating that the biggest learning from the 
program is, “how to better take care of my health to live independently longer.”  Another 
participant who actively volunteers throughout the program summarized that, “I feel it’s a good 
program not as yet am I in need thankfully, who knows what lies ahead. I keep myself active and 
have my own friends to socialize. But others here I do help.” 

Beyond program-specific goals, there are findings that suggest the wider contributions of 
Our Time in the development of ownership and leadership among older adults and in the 
development of community. Son, Mowen, and Kerstetter (2006) describe the relationship 
between volunteerism, health, and physical activity for older adults. Some benefits include: 
improved mental and physical health, greater life satisfaction, significant increases in physical 
and cognitive activity, and higher likelihood of meeting physical activity guidelines (Son et al., 
2006). Another study highlights additional personal benefits to volunteering such as: increased 
self-esteem, attitudinal changes, improved self-concept, decreased isolation, increased feelings of 
helpfulness, greater sense of social responsibility, reduction in problem behaviours, and 
increased sense of purpose (Miller, Schleien, Rider, Hall, Roche, & Worsley, 2002). Since 
beginning the program, participants are now independently running group activities that are open 
to all residents of the building such as board games, walking, and knitting. Participants are taking 
ownership and coordinating the programs on their own time. Program volunteers assist with 
door-to-door distribution of monthly program calendars throughout the building, set up and clean 
up before and after the programs, welcome and greet new participants, and contribute to planning 
and coordinating activities (e.g., regular potluck meals). Participants are also now supporting 
each other in many ways, such as accompanying one another to medical appointments, grocery 
shopping for each other, celebrating and socializing together.  
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 One initial challenge was to motivate older adults to join the program. It was especially 
difficult to identify and engage those residents who were isolated and frail. The recreation 
therapists proceeded by promoting with door-to-door posters to make the program known, and 
they held several meet and greet sessions for people to gather more information. Active 
participants were asked to spread word about the program to any neighbours not attending. 
Another barrier was language, as some residents in the building were newcomers to Canada who 
spoke little to no English. With limited access to resources, the agency was able to translate some 
of the posters to Polish, Spanish, and Chinese to introduce the program. Some program 
participants also helped with translations during assessment and program activities. Other 
challenges included transportation and finding programs that were sustainable for participants to 
continue on their own. Overall, for every challenge, the recreation therapists were able to 
brainstorm and strategize ways to overcome them and make the program appealing and 
enjoyable for participants to join. 

Recommendations/Implications 

As evident through the results of this project, there is great value in this type of 
programming for older adults in the community. The benefits observed in these buildings may 
also be applicable to other high-rise community housing for isolated and frail older adults. The 
Our Time project was supported through a private foundation to specifically run programs and 
activities within these two buildings; however, for this to be possible in other communities, some 
supplementary base funding support is required. The goal would be to gain support from the 
provincial government to facilitate this program within the majority of larger buildings in the 
community, and to provide older adults with the skills, education and resources needed to 
continue a self-sustaining program. More research is needed to better illustrate how this type of 
community-based intervention improves overall health and reduces health care costs. Increasing 
awareness and advocating about the success and rationale for this type of programming is vital 
for the expansion of this project to occur. 

Overall, there is a need to increase community therapeutic recreation services for the 
purpose of health promotion and prevention of illness and disease. If there was a larger focus on 
opportunities for older adults to be active and engaged while living at home, we may see a 
decline or delay in the number of older adults moving in and out of hospitals and into long-term 
care. This is especially significant as the upcoming baby boomer group is very motivated and 
focused on their leisure and health. There has been a shift to “active ageing” promoted by the 
World Health Organization (WHO) as “the process of optimizing opportunities for health, 
participation and security in order to enhance quality of life as people age” (WHO, 2012). It 
encourages people to activate their physical, social, and mental well-being throughout their lives 
and to participate in society with the provision of adequate protection, security, and care as 
needed (WHO). Recreation therapists’ roles will be to introduce and facilitate programs and 
activities, with the final goal for older adults to independently continue the provision of activities 
and lead a healthier and more active lifestyle.  
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Although there is still a gap in recreation therapy offerings in community, there has been 
an increase in not-for-profit agencies employing recreation therapists. The need for therapeutic 
recreation in the community must be made more apparent to the government in power, and to the 
general public to allow for a greater continuity of care. There is also a growing number of 
practitioners working in private practice where clients are purchasing recreation therapy services; 
however it needs to be more accessible to everyone in the community. It is our hope that as the 
therapeutic recreation profession continues to grow, there will be an increase in awareness of 
recreation therapy, and of recreation therapy services in the community sector that support 
quality of life and well-being for older adults living at home. 
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Abstract 

The following paper contains an overview of a guided recreation therapy 
relational case review process (cf. Briscoe & Arai, forthcoming) at Sunnybrook 
Health Sciences Centre in Toronto. The relational case review entails reviewing 
a current relationship a specified recreation therapist is having with a resident or 
client that they choose to discuss with their peers. The case review is based on 
relational theory, which is the development of individuals through relationships 
(Briscoe, 2012). The themes that come from relational theory and in our 
relational case review process is connection, disconnection and reconnection. 
Connection with clients is the initial goal of our practice in building a mutually 
beneficial relationship with our clients. The disconnection can occur through 
troubling psychological experiences within the relationship including dominance 
of one person over the other and negative feelings. Reconnection comes from 
overcoming the disconnection and taking actions to rebuild a connection in areas 
where problems occurred (Briscoe, 2012). This paper includes a description of 
the origins of the relational case review process, and reflections on this process 
by the narrator and one participant from the recreation therapy team. Finally we 
reflect on the outcomes of the process and include recommendations and 
conclusions. 
 

Key words: Relational case review; recreation therapy; relational theory; connection; 
disconnection; reconnection. 
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Practitioner Reflections on Sunnybrook Recreation Therapy Relational Case Reviews  

A View from Recreation Therapists Engaged in a Relational Case Review Process 

In the specific relational case review process that will be described, Amber is the 
participant and gives her point of view as an observer and Nora is the narrator giving her point of 
view of her relationship with a current resident. Amber is working at the Sunnybrook Veteran 
Centre as a Recreation Therapist on a cognitive support unit. Nora also works at the Sunnybrook 
Veteran Centre on a physical support unit. The rest of the participants within the relational case 
review will be identified with pseudonyms for reasons of confidentiality, vulnerability, and 
respect.  

While other articles written from our relational case review process at Sunnybrook 
describe how relational theory helps us to reflect more deeply on our therapeutic relationships 
with residents receiving care at Sunnybrook (cf. Briscoe, 2012; Briscoe & Arai, forthcoming), in 
this paper we use relational theory to reflect on a moment of disconnection and reconnection that 
occurred within our recreation therapy team during the case review process.  Relational theory 
emphasizes the importance of mutual engagement in connections in life and the cycles of 
connection, disconnection, and reconnection that may occur (Jordan, Walker & Hartling, 2004; 
Miller & Stiver, 1997). Connection is marked by feelings of harmony together in relationship, 
and the individuals are able to relate to one another (Walker & Rosen, 2004). In contrast, 
disconnection refers to those moments of disagreement, conflict, or impasse in the relationship 
that may leave both individuals feeling a drop in energy in the relationship (Jordan et al., 2004). 
As the individuals negotiate conflict or impasses in relationship, reconnection, and enhanced 
connection, then occurs (Jordan et al., 2004). 

The Origins of the Relational Case Review Process 
Our story on relational case reviews began in September 2008, at our annual Sunnybrook 

recreation therapy retreat. We began to explore our therapeutic relationships developed with our 
residents using memory work. All members of our team wrote and shared memories of a 
therapeutic relationship we had with an individual in one of our programs, one memory was 
more positive in nature and the second more challenging. Much reflection and discussion took 
place at this retreat and anonymous written feedback from recreation therapists after these 
conversations indicated that talking about our practice was very important. Some wrote they 
enjoyed the “support”, “encouragement” and “problem solving techniques” that were discussed 
when reading each other’s memories. In April, 2010, at a follow-up retreat, we further examined 
common themes among our therapeutic relationships. We noted that in positive memories there 
were common themes of trust, comfort, being an advocate for the resident, going above and 
beyond and having openness and non-judgment. In the more challenging memories themes 
described by recreation therapists included their feelings of doubt, failure, safety concerns, 
distrust and struggles with challenging interactions. To delve more deeply into these findings in 
our practice, the Sunnybrook relational case review process was developed. The case review 
would support sharing between recreation therapists about challenges and valuable experiences. 
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It was agreed among the team the relational case reviews would be one hour in length and held 
over lunch. A template was followed for each case review with the following headings: 
Resident/Patient History, Personal Leisure Profile (PLP), Case Highlights, Relational Themes to 
be Highlighted, and Questions to be Posed to Team. After the information was presented there 
would be a chance for reflection and question/answer with the other Recreation Therapists 
attending, and any follow up to be discussed at the next review would be identified.  

In March 2012, Nora scheduled a meeting with the Sunnybrook team to present her case. 
On this day, the morning began with interruption after interruption. Team absences and a need to 
find last minute coverage for recreation therapy programs led to a flurry of phone calls and 
conversations. As Nora sat ready to start her relational case review, there was a knock on the 
door. Another interruption that meant one staff had to leave the case review to provide support 
for a bus trip. In some ways, this is a typical day in the recreation therapy department, as 
everyone worked a diverse schedule. Finally, Nora and the group were able to refocus on the 
case review at hand. Nora followed the case review template to ensure she included all the 
critical information upon meeting with the team, as well as follow-up questions to be addressed 
at the next case review meeting. 

As the narrator of this relational case review process, Nora described her therapeutic 
relationship with Bob. Nora explained that she and Bob had a friendly rapport. Nora would greet 
Bob with a friendly smile and ask how he was. Bob would reply pleasantly but often continued 
his fixation of trying to collect newspapers or other items that he enjoyed hoarding. Nora noted 
that their interactions were always brief, Bob had a short attention span and so it was also 
difficult to have Bob participate with the unit recreation therapy groups. Bob tended to talk over 
other residents. Nora explained that while many attempts were made to work with Bob to 
establish a more meaningful relationship and find out what Bob would like to be involved within 
recreation therapy, these attempts were not successful. Nora then posed her questions to the 
recreation therapy team under the themes of building therapeutic relationships, empowerment, 
being professional and relational theory. Under building therapeutic relationships, Nora’s 
questions to the team included: How do I create a positive foundation for my therapeutic 
relationship? (i.e. What kind of actions, communication?) How can my therapeutic relationship 
evolve? What are the priorities for the individual within this therapeutic relationship? Her 
question on empowerment included: What can I do to ensure this resident has an opportunity to 
exercise control? And, about being professional, Nora posed the question: How do I cope with 
challenges in my therapeutic relationships? Nora also posed several questions to the team, 
seeking their help in applying relational theory to the case. Her questions included: What 
concepts from relation theory apply to this case? How might relational theory help continue 
movement in this relationship? How would this be helpful in your practice?	  

In the following section, Nora writes about her experiences in the relational case review 
process. In the end, relational theory was not only helpful in understanding her therapeutic 
relationship with Bob, but perhaps equally important, it helped us all to understand more about 
our own therapeutic relationships and also how our team can support one another and reflect 
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more deeply on what happens during the case review process. 

Nora’s Reflection, Part One: Beyond Solution-Seeking to a Focus on the Meaning in our 
Relationships 

Presenting to the recreation therapy team meant having the opportunity to share my 
concerns, challenges and to gain insights from my team members. Following the questions I 
posed to the team, each member gave their suggestions on how they would try to handle Bob’s 
hoarding and rummaging behaviours. As the narrator, I appreciated the team’s support. It was 
helpful to know that other recreation therapy team members had expressed very similar 
experiences with other residents and they, too, are aware of the challenges. In addition, the team 
members can be empathetic, supportive and share their own knowledge in dealing with these 
types of situations or behaviours. I realized that it was fine to not feel like I had to solve 
something or realize that sometimes it is something that takes time. I felt the relational case 
review process brought about mutual empathy among the team members. Having this relational-
reflective case review process gave me an opportunity to build connections with recreation 
therapy team members. I realized many of my colleagues had similar frustrations within their 
relationships with individuals they work with at times. 

They tried to help me find a solution to Bob’s behaviours but at the same time I was 
looking at how to engage with Bob in a more meaningful way than just redirecting his hoarding 
or rummaging behaviours. I realized that what was important to me within the relationship I had 
with Bob, was to have the opportunity to share and to be authentic. At the time I stated, “It was 
the importance of Bob connecting and sharing with me by expressing his emotions and 
explaining when he is unhappy with something.” Drawing from Jordan, Briscoe (2012) describes 
that this is the ability for both members to share with each other and their openness to change 
allows for mutuality in the relationship. 

Amber’s Reflection as a Participant in the Relational Case Review Process: Shifting from 
Struggle to Acceptance 

After attending other relational case reviews, I saw overwhelming empathy coming from 
the team, as we all could relate to Nora’s case and understand her frustrations. Working in 
Recreation Therapy, we have such a unique relationship with our residents that it can sometimes 
lead us to second-guess ourselves in our practice. We wonder if we are doing all that we can to 
enhance our residents’ quality of life. When looking back at Nora’s relational case review in 
particular, I sensed she felt a lot of guilt about her relationship with the resident she talked about. 
She mentioned she felt she did not spend enough time with him, not as much as she did with 
many of her other residents. As much as the relational case review helped her to reflect, I also 
feel a sense of guilt when I thought about some residents I have not spent enough time with due 
to their behaviors, illness or because the resident is uninterested in programs offered. Knowing 
there are others on the team who share this guilt, I could come to a feeling of acceptance with 
these situations. Some residents may not need or want our assistance or guidance to achieve 
quality leisure time.  
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I found throughout all the relational case reviews, and Nora’s was no exception, that 
connections within our team were being built as we shared feelings and questions we have about 
our practice. We just never talked about it until now. During the relational case reviews not only 
did we reflect on the lead person’s situation; but we all were reflecting on our own very similar 
work experiences, either with the same resident or another. We realized a lot of consistencies in 
our concerns, and sometimes very different solutions. A lot of us discussed times where it felt 
like we were hitting a brick wall and all the ideas in the world could not work as a solution.  

After the lead person tells their relational case review story we take most of the time to 
reflect on relational themes and solutions within the therapeutic relationship discussed. We ask 
questions about power struggles in the relationship. I noticed at times the person leading the case 
review was not necessarily even looking for solutions, although many were always offered. 
Many times the person leading just wanted to talk about it, make sure they were doing their job 
to the best of their ability. Nora talked about not wanting to treat Bob like a child by asking him 
to stop rummaging through the garbage cans. She did not want him to feel their relationship was 
based on her being the authority figure. Instead she wanted to maintain a balance of power. We 
discussed ways to rephrase asking him to stop. Nora thought of redirecting the conversation by 
asking what he was exploring for. Often through the relational case review process the lead 
person is able to come up with their own solutions just by talking it through. Relational resilience 
was also picked up in the discussion. It questioned, is it the job of the Recreation Therapist to 
help with issues such as garbage picking? And, because the resident is empowered to make his 
own decisions, is there any way to even get him to stop? However, Nora did feel responsible in 
having the resident stop picking through garbage as she felt it was unsafe for Bob and for other 
residents affected by the spread of germs contained in the garbage.  

Most of all, from my perspective, I found the sessions to be a chance to learn acceptance 
for residents with whom we are not able to connect; that it is not about counting how many 
minutes or sessions we have with a resident, but the small moments of success with every 
resident. Our recreation therapy team has always been directed towards more qualitative than 
quantitative work; sometimes we just need a reminder of that. Working on an end of life 
dementia care unit: everything is about the small moments. This includes when a client is simply 
awake and alert to participate in a music program or will finally even just agree to leave their 
room for an off unit chat. From my perspective, I think it is a great way for all recreation therapy 
teams to reflect and receive assurance and awareness for our work. Looking back on my 
perspective of Nora’s relational case review, prepared me for my own case review in November 
2013. This, as well, occurred at Sunnybrook with my fellow recreation therapy team. It excited 
me to have an opportunity to discuss a therapeutic relationship I am struggling with and receive 
feedback from fellow Recreation Therapists. 

Nora’s Reflection, Part Two: A Story of Team Disconnection and Reconnection 

The relational-reflective case review process encourages me to reflect and develop 
meaning within my therapeutic relationships in practice, not just with Bob, but also within my 
recreation therapy team. Part of our intention in writing this article is to also describe how we 
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have worked through a more challenging moment that arose in the relational case review 
process. There were a few times during the relational case review process when I felt 
misunderstood. I wanted to increase the quality of interactions with Bob and not necessarily the 
quantity, but the misunderstandings had changed the momentum of the relational case review. I 
had wanted to say something to clarify myself so the case review may stay on track but I did not 
want to deprive the opportunity of my colleagues to say what they had wanted to express. For a 
number of reasons, I did not want to interrupt the individuals as I think that would be rude so I 
sat back and tried to process the moment. However, by not clarifying my needs I experienced 
feelings of disconnection that deepened as the relational case review process continued. For 
example, I had a comment by Rachel1 who suggested I shadow another team member who works 
on a cognitive support unit. Initially, I was upset by her comment as I felt Rachel implied I was 
incompetent in my job. After the relational case review process, some of my colleagues 
approached me to say they were surprised by Rachel’s comment to me.  

While at first I had felt a disconnection with Rachel, I later had the courage to speak with 
her to ask her to clarify her comment and to also express my feelings. Fortunately, Rachel 
clarified her comment and she reassured me that she did not think I was incompetent; rather, she 
commented that was the complete opposite of what she thought of me as a Recreation Therapist. 
After our conversation, I felt reconnected with Rachel and also that our relationship was 
strengthened.  

Recommendations Emerging from our Insights 

Overall, having relational-reflective case reviews not only helps us explore therapeutic 
relationships by enhancing connections with individuals receiving the care at Sunnybrook, it also 
enhances connections among the recreation therapy team. To further this process we have two 
recommendations to suggest. The Sunnybrook relational case review places the team in a process 
that brings forward feelings of vulnerability as we share our thoughts and feelings about our 
challenging stories. Consequently, our two recommendations focus on creating more structure in 
the relational case review process to support our engagement with this vulnerability. 

Our first recommendation is for the narrator to clearly identify the goals they would like 
to achieve through the relational case review process (i.e. find support or problem solve) prior to 
the case review. As described in this paper, an emphasis on support for the recreation therapist in 
addition to problem solving would have enhanced this experience for Nora. Within some of the 
challenging relationships recreation therapists have with their clients there is not always a “fix-
it,” and accepting that can be a large part of the challenge the recreation therapist experiences.  

A second recommendation for future relational case reviews would be to assign someone 
on the team as a moderator to keep the process flowing and on track. The moderator would open 
and close the session, state the goals of the case review made by the narrator, check-in 
sporadically with the narrator to ensure goals were being met and lead opportunities for 
reflection on relational theory to support the team to explore moments of connection, 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
1 The name Rachel is applied as a pseudonym to protect the identity of this member of the team. 
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disconnection and reconnection occurring within the team as the discussion unfolds. Each 
relational case review experience, from both the narrator and observer perspective, is unique. 
Having a moderator would help the team to have a better understanding of the self-reflective 
process of the lead narrator for the relational case review and also create space for the lead 
narrator to hear the experiences of her or his colleagues and gain knowledge and create meaning 
from those experiences. 
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Abstract 
The purpose of the research is to gain a firsthand account of the experiences that 
family members encounter during the process of transitioning a relative into a 
long term care (LTC) facility and determine the overall well-being throughout 
the transition. The researchers wanted to enhance their knowledge of the 
perspectives and experiences of family members who are moving a relative into 
a LTC home as well as explore how this transition affects their well-being.  
There were two female participants and one male participant from different 
families involved in the study. Qualitative interviews were conducted for each 
participant in order to hear about their thoughts, feelings, opinions, and lived 
experiences during this life transition. The research and results were divided into 
different categories that provided us with an overall picture of this type of 
transition. These categories include personal experience of the transition, 
experience within the LTC home, emotional experiences, changes in lifestyle, 
and supports. Findings showed that this type of life transition happens quickly, 
and there is a lot of additional stress put onto the caregivers. Of interest, 
participants in this particular study did not see a decrease in their personal 
leisure time as they used it as an escape from their additional daily stress. 
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Family Member’s Perception of Well-being during Transition to Long Term Care 

Introduction 

Ontario’s population is rapidly aging and admitting a relative into a long term care (LTC) 
home is experienced by an increasing number of family members (Pearson, Nay, & Taylor, 
2004). Relocation to a LTC facility is a major life event. Since it is considered a major life event 
and it is inevitable that everyone ages (Fraher & Coffey, 2011), there have been various research 
studies that have looked at the experiences of individuals and of their family caregivers during 
this transition. Families experience many factors when a relative transitions into a LTC facility 
that can impact the family’s overall well-being. Studies have found that some families have 
experienced challenges that include guilt about the placement (Bramble, Moyle, & McAllister, 
2009; Gaugler, Anderson, Zarit, & Pearlin, 2004); increasing burden and isolation (Bramble et 
al., 2009; Bramble, Moyle, & Shum, 2011; Gaugler et al., 2004); stress; witnessing the decline of 
a loved one (Bern Klug, 2008); anxiety due to the fast transition (Pearson et al., 2004); seeking 
connection with staff and negative staff/family relationships (Bramble et al., 2009; Gaugler et al., 
2004); decision responsibilities; a lack of information provided to families (Fraher & Coffey, 
2011); and leisure constraints (Rogers, 1999). In contrast, studies have found that families have 
positive experiences during the transition process. There is a sense of relief for the families when 
a relative is admitted into a LTC facility (Bern-Klug, 2008; Iwasiw, Goldenberg, Bol, & 
MacMaster, 2003) and the burden of care is lifted once in the facility (Wilkes, Jackson, & 
Vallido, 2008). 

Based on our review of the literature, some gaps in the research have been identified. 
Future research needs to be conducted to enhance our knowledge in regards to the experiences of 
family members placing a relative into a LTC home with the view of developing interventions 
that will reduce the challenges associated with this decision and process (Iwasiw et al., 2003; 
Wilkes et al., 2008). There are few studies that have researched the general population residing 
in LTC homes, as much of the research has focused on Alzheimer’s residents living in LTC 
facilities. In addition, there is a lack of support and preparation from health care professionals of 
the realities and experiences of LTC for family caregivers (Bramble et al., 2011). We as 
researchers want to enhance our knowledge of the experiences of family members who are 
placing a relative into a LTC home. As therapeutic recreation professionals, we specifically want 
to explore how this transition affects their leisure lifestyle. This research will look at the well-
being of family members who have recently placed a relative into a LTC home, and how that 
transition affects their leisure. We also want to determine what our role as therapeutic recreation 
professionals is in terms of assisting family members during this transition. The purpose of this 
research is to determine the overall well-being and more specifically, the experiences of family 
members during the process of transitioning a relative into a LTC facility. This article will 
review the supporting literature, provide details on the methodology that was used and the 
research findings and implications.  
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Literature Review 

Previous studies have focused on the resident’s experience of transitioning into a LTC 
facility. Although recently, more studies have emerged that focus on the family member’s 
perspective. One of the common emotions experienced by family members during this time is 
guilt (Bramble et al., 2009; Gaugler et al., 2004). A strategy noted by some family members that 
helps resolve feelings of guilt, is feeling optimistic during the transition (Pearson et al., 2004). 
Feelings of increased burden and isolation are also experienced when family members transition 
a relative into a LTC facility (Bramble et al., 2009; Gaugler, et al., 2004; Gilley, McCann, 
Bienas, & Evans, 2005; Wilkes, et al., 2008). In contrast, many family members experience a 
more positive emotional reaction such as relief when their loved one is placed in a LTC home 
(Bern-Klug, 2008; Pearson et al., 2004). Bern-Klug (2008) found that some participants 
experienced stress relief while others still had stress present in their lives after the transition. For 
example, some became more worrisome about their loved one’s care and needs being met when 
moving into the home, in addition to experiencing a sense of guilt for not being able to provide 
the amount of care they wish to give their family member. In contrast, others feel a sense of 
comfort and relief of stress as they feel they made the right decision in letting health care 
workers care for their loved one.  Before, during and after this transition many family members 
felt they did not have enough support (Bramble, Moyle, & McAllister, 2009). Once the relative 
is moved into a LTC facility the family members still experience a lack of social support from 
health care professionals who are working within the facility. Bramble et al. (2009) found that 
relatives were not encouraged by staff to continue to be involved with their relative’s care. The 
loss of the caregiver role that many family members experience during this transition leads to 
feelings of powerlessness (Bramble et al., 2009) as well as problematic relationships with staff 
(Gaugler et al., 2004). Family members often expressed that there was a lack of communication 
between staff and themselves (Bramble et al., 2009). They also often felt unwelcome within the 
home when their family member was admitted. Research has shown that there needs to be an 
improvement in communication with staff (Bramble et al., 2009). Bramble, Moyle and Shum 
(2011) emphasized the importance of creating interventions that help inform family members 
about their relative’s health conditions as well as cultivating an effective partnership between 
family members and staff. 

Residents in LTC facilities receive the majority of their social and emotional support 
from their family members. This support contributes to the resident’s well-being and reduces 
negative outcomes within their new environment (Frahm, Gammonley, Zhang, & Paek, 2010). 
Family members also need to receive support prior, during, and after transitioning their relatives 
into a LTC facility. Although support is uncommon prior to transitioning a relative into LTC, 
Davis, Tremont, Bishop, and Forstinsky (2011) found that caregivers who received support in the 
form of counselling showed a decrease in depressive symptoms and perceived burden. Within 
most facilities support groups exist. The majority of family members or caregivers fail to use 
community-based support groups throughout the transition process (Davis et al., 2011). Family 
members seem to wait until the transitioning process has already occurred to reach out for 
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support from friends, family members and support groups who may be able to relate to the 
experience. Another way for families to become involved in LTC homes is through family 
council, if one exists within the home. Family council allows family members an opportunity to 
express their thoughts, concerns, and address issues concerning residents to health care providers 
working at the home, such as a Social Service Worker (Persson, 2008). Foster’s (2011) research 
has shown that there is a need for families to have an opportunity to discuss their own feelings 
and develop realistic expectations regarding their loved one’s needs and/or care. The needs and 
difficulties experienced by family members are largely ignored by the facilities; therefore, it is 
essential to take this into consideration when a family member is being placed into a LTC facility 
(Persson, 2008). The role of leisure is also an aspect that we, as researchers, wanted to examine 
during this type of transition experience. Research has shown that caregivers tend to double up 
on their responsibilities and cut back on their leisure lifestyles (Dunn & Strain, 2001). In 
contrast, leisure has also been identified as a coping strategy to the stresses faced with 
transitioning a loved one into LTC (Dunn & Strain, 2001). It is important to examine the 
presence of barriers to the families’ leisure participation inside the LTC home and within their 
own lives in order to attempt to eliminate them. In addition, Rogers’s (1999) research showed 
that leisure for the family members dissolved due to an overwhelming sense of obligation to the 
relative residing within the LTC facility. Other family members feel that the cognitive decline of 
a relative makes it hard for them to visit (Port, 2004). Prior to the transition, leisure fostered 
relationships between family members, but that could be lost after the transition. Therefore, 
interventions are needed to maintain relationships between the family members and their loved 
one. The interventions that facilities need to target include, support groups, education and 
interaction techniques with staff and family members (Bern-Klug, 2008; Davis et al., 2011; 
Foster, 2011). This may provide the tools and support needed for family members to feel 
comfortable within the home, resulting in the potential for more leisure time spent with their 
loved one. The interventions may also decrease the feelings of caregiver burden, which can allow 
the family member to feel more at ease when focusing on their own leisure pursuits (Foster, 
2011). 

Methodology 

This study used a hermeneutical phenomenology approach in order to capture each 
individuals’ experience of transitioning a loved one into LTC. The purpose of phenomenological 
research is to describe the meaning of a lived experience of a specific phenomenon for a group of 
individuals (Creswell, 2013). In this case, the phenomenon was transitioning a loved one into 
LTC. Congruent with previous research, this study took a hermeneutical approach in order to 
learn and interpret what each participant experienced and how they experienced it (Creswell, 
2013). As therapeutic recreation professionals, the researchers had particular interest in how this 
transition affects the well-being of family members who transition a loved one into LTC. The 
researchers wanted to gain personal accounts from each participant’s lived experience in order to 
capture the overall essence of the experience of transitioning a loved one into LTC (Creswell, 
2013). For this study the population consisted of family caregivers of residents who reside in a 
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small LTC facility located in Southern Ontario, specifically within the Niagara Region. The three 
family caregivers were interviewed to describe their experiences of transitioning a family 
member into a LTC home within the last six months. Two participants were females and one was 
male, which represented a son, daughter and aunt of three different family members who were 
living within the LTC home.  

Participants were recruited by responding to advertisements that were placed throughout 
the facility or by responding to a letter that was sent out to Powers of Attorney of residents 
within the LTC home by the Director of the facility. The only criteria for participation was that 
their family member had to have moved into the LTC facility within the last six months. Both 
Brock University Research Ethics Board and the LTC home approved this study.  

The phenomenological approach allowed participants to describe their thoughts, feelings, 
opinions, and lived experiences around the transition of a relative into a LTC facility. Individuals 
who have lived through an experience are in the best position to speak about their perceptions 
and to inform others. These individuals will be able to provide the most accurate data since they 
know what the experience is really like (Pearson et al., 2004). This concept was used to guide 
our qualitative research, which produced results that reflected on these three participants 
personal accounts of transitioning a relative into a LTC facility. We obtained rich and personal 
data from each participant. This study gave us insight into what individuals experience 
throughout the transition process and what our roles as therapeutic recreation professionals could 
be in order to assist families that go through this transition.  

The data was obtained through face-to-face semi-structured interviews over two months 
in 2013. The interview questions (see Appendix A) reflect participants’ personal experiences of 
the transition, supports that were available to them and challenges/barriers to their leisure 
participation. These pre-determined set of open-ended questions were used to guide the 
participants, however, the interviews were flexible enough to allow the participant to cover any 
topics, perspectives, and meanings that were important to them. Each interview followed the 
same protocol and methods to keep the interview experiences consistent. The same verbal script 
and interview questions were used to guide the interviews. Probing questions were used during 
the interviews in order to prompt participants to express their personal experiences and views 
about the transition. Each interview took approximately 40 minutes in length and was voice 
recorded. All interviews were then transcribed, coded, and interpreted. Each student researcher 
transcribed their audio recordings. Each transcript was studied to gain an understanding of the 
data. The data captured each individuals lived experience and perspectives of transitioning their 
loved one into a LTC facility. Transcripts were labelled with dates, pseudonyms and line counts 
to keep the data organized and easily retrievable. Open coding was then performed on each 
individual transcript in order to condense and summarize the data into meaning units. Once the 
transcripts were coded, the researchers came together to combine each individual’s transcript to 
begin identifying categories and themes that emerged within the data. Categories were based on 
recurring ideas, perspectives, descriptions and experiences that participants stated in their 
interviews. Once the categories were identified, the researchers refined their coding to find 
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evidence within their transcripts to support the main categories. Categories were adjusted and 
refined based on the evidence that was available within the findings. We were able to draw 
conclusions and implications about a family member’s experience of transitioning a relative into 
a LTC facility. We separated our findings into five main categories including the transition 
experience, experience within the LTC home, emotional experiences, changes in lifestyle, and 
supports.  

Findings 

Transition 

Our participants described the transition process into a LTC home as sudden. The 
circumstances that lead up to the move often included the individual not being able to live on 
their own anymore or being hospitalized due to diminishing health condition and limited 
physical ability and then subsequently transitioning into LTC. The actual transition into the LTC 
facility was quick since they received an offer of admission and had to make a decision within a 
couple of days whether or not they would accept the offer. As stated by one participant, Susan: 
“Actually it was the first place that became available, so you really have no choice.” 

The transition for two of the participants was done in a crisis situation as described above 
where their family members could not return home on their own due to health concerns and 
needed to go to a LTC facility. Therefore, for these participants the transition was quick, hasty 
and a huge adjustment for the entire family. As a result, family members could experience 
feelings of helplessness due to lack of support and the structural time frames for beds in LTC, as 
well as feelings of insecurity due to fear of handling the situation incorrectly (Eika, Espnes, 
Soderhamn, & Hvalvik, 2013). Pressure is often placed on the family since they only have a 
short period of time to accept a bed offer and they have limited freedom of choice as to where 
their loved one will be accepted. According to CCAC’s client services policy manual (2006), an 
applicant has one day to accept an offer of admission to a LTC home. If the offer is accepted, the 
individual has until the fifth day after the day they received their offer of admission to move into 
the LTC facility.   

Well my mother has had a very long transition so there really wasn’t 
preparation because she went from shopping at the grocery store to the hospital 
for a couple months, then to a retirement home, then back to the hospital 
because she fell again. (Susan) 

Although the actual transition into LTC is quick, the circumstances leading up to that transition 
are long and can span over several months. These circumstances for our participants included 
diminishing health conditions and limited physical abilities leading to falls. Often times family 
members are juggled through different facilities such as retirement homes and hospitals before 
they finally decide it is time to transition into LTC (Eika, Espnes, Soderhamn, & Hvalvik, 2013). 
Once that decision is made, there is little time to prepare and decisions have to be made more 
quickly.  
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Experiences in the Long-Term Care Home 

Once in the LTC home, the participants mentioned both negative and positive 
experiences. Some of the positive experiences included a welcoming and comfortable 
atmosphere within the facility, helpful and genuine staff, and the ability to build a relationship 
with staff members. One participant stated:   

I think the type of work they have to do, they do an excellent job. I don’t expect 
perfection; I just expect them to be decent and humane and to do their best. I 
think they are an admirable group of people. (Robert) 

This shows how influential staff members are throughout the transition process. If the staff 
members were not very attentive and welcoming, it would most likely add to the levels of 
discomfort and negative experiences. Therefore, it has been made apparent that the attitudes and 
actions of staff members have a large impact on the perceptions of family members, as well as 
the resident. Some of the negative experiences included a lack of privacy within the home, 
number of interruptions during family visits, and the inability to participate in preferred activities 
with their family member due to a decline in their relative’s physical and cognitive functioning. 
One participant speaks about their levels of discomfort and the way that the LTC facility does 
not feel like home. 

People walk by and people walk in, it’s okay for the staff but there is other 
people wandering in and some of the other people are not totally there and they 
are more verbal and that makes it really uncomfortable, it’s not home. (Cathy) 

Emotional Experiences Towards the Transition 

Due to this transition there were several different emotional experiences that our 
participants faced. In this case, these emotional experiences refer to stress, conflict and decision-
making. All of the participants considered transitioning a relative into a LTC home to be a very 
long and stressful transition. The stress was mostly associated with waiting for an appropriate 
placement, being juggled through different facilities such as hospitals and retirement homes, as 
well as needing to make more sacrifices in their own schedules to make more time for their 
relative’s needs. Other factors that contributed to stress were conflicts or disagreements with 
siblings due to the transition, taking on more responsibility, decision making during the 
transition period, and witnessing their relative decline. As one participant, Robert, stated: “I’m 
68 years of age and I’m working and to have to care for an individual, it’s very stressful so it’s 
added an enormous amount of stress. This is like having a part-time job taking care of her.”  

In addition to stress, transitioning a relative into LTC also brought along conflict between 
family members. The conflict, which was produced, was based on how things should be done, 
what was important and what was not, and how certain matters should be handled. Lastly, there 
were a lot of decisions that had to be made during this transition that made it more stressful and 
difficult to agree upon things. During this transition decisions had to made about which LTC 
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home would be most suitable, how to handle the move, how to handle their relative’s 
possessions, and when it was time to actually transition their relative into a LTC home. 

Changes in Lifestyle 

 All of the participants in this study stated their lifestyles had changed in some way during 
and/or after this transition. The most common changes were made to their daily routines as well 
as their time management. However, participants did not feel as though their leisure time 
decreased very much, if at all, a finding that was somewhat surprising to the researchers. They 
expressed that engaging in personal leisure time was important for them as it helped decrease 
effects of stress. For example, Susan says, “I can’t say that things have changed any for me, with 
my leisure time activities, I still do a lot of everything.”  

Although they all had new responsibilities and tasks to include in their lifestyles, they did 
not find much change in amount of time they allotted for their own personal satisfaction. This is 
a positive aspect for the family members because they have made attempts to reduce their stress 
through preferred leisure activities, which can support them in getting through this potentially 
difficult time.   

 

Supports 

Support from others helped during this type of transition. Family members found support 
from one another by sharing responsibility, consulting on decisions, utilizing their resources, and 
facing the transition together. Some participants also used resources within the home such as 
family care meetings to solicit support. These meetings allowed family members and resident to 
meet with different departmental staff from the home to discuss their relative’s progress, as well 
as voice an opinion or concerns to staff. These meetings were beneficial since it allowed family 
to directly speak to staff about their relative, which, in turn, allowed them to build rapport with 
them. Future recommendations made by participants for others going through similar 
experiences included: support groups for individuals to speak with other people who have gone 
through a similar transition; assistance and support for sole surviving relatives; quarterly family 
meetings; and informational packages about the LTC home or information about their relative’s 
diagnosis. 

Implications 

The findings in the present study suggest that participants do feel additional stress 
associated with making decisions in regards to transitioning their family members into LTC. 
Stress often comes from making the right decisions for their loved ones, feeling as though they 
may be blamed by the loved one for moving them into a LTC facility, as well as the adjustments 
that need to be made in their own lifestyles. In order to reduce this stress, it may be beneficial for 
LTC agencies and placement agencies such as Community Care Access Centre to provide more 
information on what to expect while transitioning a family member into a LTC facility and how 
to cope with the potential stress. Previous research has concluded that there is a lack of 
information provided for families during the transition process (Fraher & Coffey, 2011). The 
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results of this study are congruent with the previous statement as participants felt it would be 
beneficial to have education and information from a variety of sources to make this transition 
process smoother. Educational and informational resources that were used for participants in the 
current study were manuals and family meetings. Informational packages such as manuals could 
be provided for new admissions to help family members with the transition such as what to 
expect, resources, and information about the home. Quarterly family meetings were also 
suggested to provide the family with valuable information about their loved one(s), in addition it 
allows them the opportunity to discuss their opinions, concerns and ask questions to staff. 
Previous research states individuals are seeking connection with staff throughout this transition 
(Bramble et al., 2009; Bramble et al., 2011; Gaugler et al., 2004). This connects with findings 
from this study as participants highly valued the positive interactions with the health care 
professionals at the LTC facility. Since it is clear that the rapport between staff members and 
family members is important, it would be beneficial for LTC facilities to provide in-services for 
their staff on effective communication skills and how to support the family members of their 
residents. The evidence from this study suggests that individuals’ leisure time was not impacted 
throughout the transition or the impact was very minimal. This evidence was in contrast from 
what the researchers in the present study hypothesized. This contradiction could be due to the 
small population involved in the study as well as the participants could have felt relief once they 
knew their family member was taken care of in a LTC facility. Previous research has stated that 
studies have found that families have positive experiences during the transition process. There is 
a sense of relief for the families when a relative is admitted into a LTC facility (Bern- Klug, 
2008; Pearson et al., 2004) and the burden of care is lifted once in the facility (Wilkes et al., 
2008). Overall, these results support previous research findings that the transition process 
happens very quickly. Pearson et al. (2004) found that family members experience anxiety about 
their loved one settling into the LTC facility since they feel that the transition is fast.Participants 
in this study expressed that although the transition was long due to hospital stays, the actual 
transition into the LTC facility was quick since they had no choice but to take the first option that 
was available to them.  

In conclusion, addressing issues of well-being and the role of leisure for family members 
will be a useful resource for researchers and health care professionals who are interested in 
assisting families during the transition process through leisure-related pursuits. The findings will 
also be useful for family members as it will increase their awareness and understanding of 
interventions that may assist them in the process of moving a relative into a LTC facility. This 
research is critical for current health care professionals as it provides insight into what 
recommendations may improve their practice and roles. Traditionally, LTC facilities and related 
research has been primarily concerned with the way residents cope and adjust during their 
transition (Chene, 2006). However, we raise the concern that family members may be neglected 
in the creation of interventions and their well-being not considered. Therefore, our hope is that 
our findings will support the idea that health care professionals should consider family members 
and their current supports in order to enhance their well-being during their time of transition.  
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Appendix A 
Interview Questions 

1. How long has it been since you moved your relative into this LTC home? 
2. How did you come to making the decision of moving them into a LTC home? 
3. What factors did you consider in order to make that decision? 
4. In what ways did you prepare for this transition? 
5. What aspects of your life did you have to modify or change due to this transition? 
6. What have your experiences been like before, during and after this transition? How have 

your experiences changed? 
7. What kind of challenges did you face before, during or after this transition? 
8. Can you describe your sense of comfort in the LTC home? Do you feel comfortable in 

the public spaces (e.g., dining room, lounges, activity rooms)? Private spaces? 
9. What kind of supports did you have during this transition? How did those supports help 

you? 
10. Can you describe the role of staff in supporting family members through the transition 

process? Can you provide any examples of how staff supported you? 
11.  What do you do in your leisure time? What role have these activities played in 

supporting you through the move of your family member? 
12. Are there things that have prevented you from participating in activities with your family 

member in the LTC home? Can you provide any examples? 
13. Are there things that have prevented you from participating in your individual leisure 

outside of the home? Can you provide any examples? 
14. From your personal experience, are there any things the LTC home could do in the future 

that would support other individuals going through this transition process? 
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chair, the program was offered in a class format, two times weekly for 40 
minutes, for three months. Challenges to implementation included time 
constraints, competing priorities, staffing support, risk management, 
environment, and participant attitudes and behaviours. Evaluation measures 
included participant feedback through an evaluation form, outcome measures 
tracked each session, and pre- and post-testing of strength, balance, mobility, 
and vital signs prior to the start of the program and 12 weeks following the start 
of the program. Due to the short time frame (12 weeks) of the program and low 
participation in pre- and post-test assessments, analysis of changes in functional 
fitness cannot be determined for the group at this point. Sessional outcome 
measures indicate the program has low attendance, with most participants 
performing with independence and a moderate to high level of engagement. 
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Sit and Fit: Seated Exercise Program for Mental Health Population  

Introduction 

A new general forensics unit was opened in February 2014, as part of the Forensic 
Psychiatry Program of St. Joseph’s Healthcare Hamilton. It is a locked unit with a bed-capacity 
of twenty-two, for male and female adults with serious mental illness who are detained in 
hospital under the Criminal Code of Canada. The population includes young, middle aged, and 
older adults. Services provided are at the intersection of the criminal justice system and the 
mental health system. Privileges to leave the unit are based on mental status, and disposition 
from the Ontario Review Board (ORB). Privileges outline a set time period and level of 
supervision that must be adhered to when leaving the unit. The services of a general forensic unit 
focus on rehabilitation for gradual community reintegration. The services of recreation therapy 
often focus on routine engagement in physical activity.  

The population of this unit is mixed for both mental and physical health. Mental health 
diagnoses include intellectual disability, schizophrenia, schizoaffective disorder, mood disorders, 
personality disorders, and delusional disorders. Physical health comorbidities include 
Parkinson’s disease, obesity, metabolic syndrome, and diabetes. Each diagnosis involves 
different symptoms and can impact a patient’s daily life routine. It became apparent that this 
population demographic could benefit from exercise directly available to them due to a high 
proportion of patients who refused to engage in physical activity, who minimally took advantage 
of opportunities to leave the unit (e.g., for fresh air, for coffee, for social activities), and thus 
were largely sedentary. The best practice for delivering an exercise program on the unit was 
determined to be a seated exercise program, using a standard chair, as many people were also 
identified to be at high risk of falls due to balance and mobility deficits. It was intended as a 
maintenance program for physical functioning with the potential for gains in strength, balance, 
and mobility. Exercises were designed to address flexibility, muscular strength and endurance of 
the upper extremities, trunk and lower extremities. 

Importance of Exercise in Adults with Mental Illness 

A review of the literature indicated that exercise programs have provided significant 
benefits to older adults and patients experiencing mental health issues. These benefits include 
lower risk of falls (Vogler, Menant, Sherrington, Ogle & Lord, 2012), improved sleeping 
patterns for patients (Shams, Kamrani, Dehkordi & Mohajeri, 2013), and an increase in exercise 
activity (Pearsall, Smith, Pelosi & Geddess, 2014).  

The importance of physical activity may be a necessary aspect in the treatment of adults 
with mental illness in order to maintain or improve the individual’s physical functioning abilities 
(Leutwyler, Hubbard, Slater & Jeste, 2014). Physically inactive individuals who experience 
mental illness are at risk of elevated chances of potential health problems. Individuals with a 
serious mental illness have a higher rate of obesity compared to the general population, increased 
rate of hypertension, and diabetes (McDevitt, Snyder, Miller & Wilbur, 2006). Individuals with 
serious mental illness have higher levels of smoking, weight problems, poor dietary intake, and 
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low levels of physical activity (Pearsall, et al., 2014). Treatments provided to the individual, such 
as medication can contribute to health problems for this demographic (Pearsall, et al., 2014). 

Research suggests that the physical function of older adults with schizophrenia is poor 
(Chafetz, White, Collins-Bride, Nickens & Cooper, 2006). According to Scheewe, Backx, 
Takken, Jörg, Strater, Kroes and Cahn (2013), approximately 70-75% of patients diagnosed with 
schizophrenia can be classified as being physically inactive and do not meet minimal physical 
activity recommendations and subsequently: “[d]ecrements in physical function contribute to 
poor health outcomes and decreased quality of life in older adults with schizophrenia” 
(Leutwyler et al., 2014, p. 75).  

Regular exercise is a crucial aspect in maintaining and improving an adult’s strength and 
mobility (Vogler, et al., 2012; Leutwyler et al., 2014). Physical activity interventions are needed 
with adults with mental illness in order to improve physical functioning (Leutwyler et al., 2014). 
McDevitt et al., (2006) discovered that the social milieu of the group can have either positive or 
negative consequences for creating inactivity among adults. Staff plays a significant role in 
patients participating in exercises. If staff is able to create a fun and adventurous program it will 
assist patients in continually participating in the program. McDevitt et al., (2006) explain the 
“power of the group” as a recommendation for group exercise programs. “If you have to do it on 
your own, you probably won’t do it at all. You need some kind of motivation” (McDevitt, et al., 
2006, pg. 54).  

How do seated exercises affect a mentally ill individual’s physical functioning? By 
engaging in program evaluation, the facilitators seek answers to this question so as to inform on 
future program design. The purpose of this study is to explore the effects of seated exercise on 
the physical function of adults with mental illness residing on a general forensic unit at St. 
Joseph’s Healthcare Hamilton.  

Program Description 

The purpose of the Sit & Fit program is to provide a routine opportunity for safe 
supervised physical activity in order to maintain functional abilities with the potential for 
improvement of strength, balance, and mobility. The program was designed to be ongoing, 
occurring two times weekly for forty minutes (thirty minutes exercise class, ten minutes social 
game). 

While the program occurs in a communal space, it is targeted to meet the needs of 
patients who are: (1) reluctant exercisers; (2) are identified as frail; or (3) at risk of frailty due to 
disease and lifestyle factors if intervention does not occur. The program was designed to be a 
continuous, closed program for twelve patients who met these inclusion criteria. On a regular 
basis approximately four patients participate in the program. 

The exclusion group was identified with ten patients who are typically actively engaged 
in more vigorous exercise activity through other offered programs (e.g., central fitness, YMCA, 
walk/run group). Patients from the exclusion group have participated sporadically in the 
program. Factors that contributed to this evolution were: (1) patients of the exclusion group self-
identified interest in participating; (2) patients of the inclusion group invited patients of the 
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exclusion group to join; (3) the program occurs in an accessible communal space where 
programming is usually open to all patients on the unit; (4) patients were not at risk by 
participating; (5) it was not disruptive to the group milieu; (6) patients experienced a restriction 
in privileges to leave the unit and did not have access to their regular physical activities; and (7) 
patients experienced a short-term change in their health and used Sit & Fit to substitute the more 
vigorous activity they would normally engage in.  

All inclusion group participants received a doctor’s order for participation specific to 
engaging in chair-based seated exercise. All exclusion group participants had a doctor’s order for 
participation in physical activity, as tolerated. The range of participants has been between two 
and seven patients per session. No limit was set on participation ratio and all available patients 
on the unit were welcomed to join if interested.  

Recognizing the motivating factor of group exercise, the program is facilitated each 
session as a class regardless of the number of patients participating that day. The program is co-
facilitated by a recreation therapist (RT), occupational therapist (OT), and a physiotherapy 
assistant (PTA), with an open invitation for nursing staff and students to attend. Nursing staff 
provide assistance with completing the pre- and post-test measures. The PTA acts as the class 
instructor, while the RT and OT act as assistants. Both the RT and OT observe participants for 
tracking outcomes; the RT assumes a leadership role in data entry and analysis of outcomes 
using Microsoft Excel®. It was determined that regardless of participant numbers in any given 
session, the class would occur with at least two facilitators present (the PTA and a co-facilitator 
from the unit). The reason for this was two-fold: (1) to promote group activity, and (2) to manage 
risks. As the class occurs in an accessible communal space, participants may arrive late and join, 
and non-participants may be disruptive to the group and require redirection.  

The PTA is deployed from a centralized service, while the RT and OT are clinical staff of 
the unit. The RT and OT are aware of which patients to target, what their physical precautions 
are, what their psychiatric and medical diagnoses are, and what strategies are effective in 
motivating them to attend and what strategies are effective in modifying potentially disruptive 
behavior. The RT and OT have a familiarity with the patients that warrants offering safe and 
effective assistance to participants for completing exercises as needed (e.g., verbal and physical 
cues). Twelve patients were targeted as potentially benefiting from this program; however, even 
if only one patient attends, the group format of the program remains consistent due to the 
participation of the RT and OT.  

All staff involved in the program are responsible for creating a safe, enjoyable, and social 
setting. All exercises are performed from a seated position in a standard chair. Exercises address 
attention to posture, range of motion and flexibility, strength and endurance training, and 
coordination. Generally, the exercises incorporate dynamic stretching and isometric exercises. 
The exercise plan is segmented into upper extremities, lower extremities and trunk. The tools of 
the program are body-weight resistance and a bouncy ball. The ball is used for resistance 
exercises, isometric exercises, and to incorporate fun activity into the program. For example, 
participants are asked to hold the ball in front of them using two hands and squeeze the ball, 
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activating the pectoral and deltoid muscles, as well as placing the ball under one foot while 
seated and asked to step down on the ball with bent knee, activating the gluteal muscles. This 
creates a fun, safe and resistant exercise which participants enjoy engaging in. Participants enjoy 
opportunities to bounce, throw, catch, and kick the ball which involves range of motion and 
flexibility. 

Challenges 

The challenges of initiating a chair-based seated exercise program are the time constraints 
associated with planning, implementing, and evaluating the program, obtaining staff support (due 
to competing priorities), and applying risk management. This population poses a potential risk 
for violence and as such facilitators must adhere to a contraband list of items not permitted on 
the unit, and items that may be used under direct supervision. For this reason, the facilitators 
were cautious towards using traditional exercise tools, such as hand weights. Instead, a program 
was designed using body-weight resistance and a small bouncy ball.  

Staff is challenged with the ongoing tasks required for evidence-based programs. 
Facilitators are required to manage time accordingly to ensure creation of evaluation measures, 
to track session by session outcomes, to analyze and summarize data. These challenges are in 
addition to the time necessary to set up, porter patients, lead the program, clean up, and 
document in each participant’s clinical chart. In an environment of competing priorities and 
pending budget cuts, such a program is time consuming. While leadership staff supports it, 
advocacy still must occur for the recognition of the time necessary for offering such a program.  

Challenges to the room used include ambient noise and traffic flow that can be distracting 
to participants and disruptive to the group. The program occurs in the dining room, which is 
centrally located on the unit. This lends to the ease of accessibility for participants. This ease also 
allows for non-participants to enter the room for other uses (e.g., access fridge, access water 
station, use communal telephone), which may cause visual and/or auditory distractions. The 
room is also along the hallway entrance to the unit with the wall being windowed glass. Staff and 
patients entering and exiting the unit travel alongside this wall. The ambient noise from the 
hallway, the care desk beyond the doorway, and the other uses of the room by non-participants 
pose a continual challenge.  

Further challenges include low motivation, low activity tolerance, and low attentional 
focus, features of the inclusion population that initially warranted leading an exercise program on 
the unit. Some of the inclusion population has refused the program entirely. Repeated approaches 
have largely been ineffectual to creating interest in some potential participants.  

Regular participants also pose challenges to smooth program delivery. Two agreements 
have developed over the course of facilitation: (1) MYOB - Mind your own business; and (2) 
BITM - Be in the Moment. Participants are reminded prior to the program, as well as throughout 
the program of these two agreements to assist them in refocusing on their own engagement in 
exercise. MYOB is a reminder to focus on your own ability. It developed when select 
participants were competitive with each other. This had a negative impact on their progress, as 
they would cease exercising to comment on how the other person was exercising. This in turn 
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would be poorly received and lead to verbal aggression between the two participants. BITM is a 
reminder to be in the moment, and came as a result of patients talking during the program. There 
were various reasons for talking such as responding to internal stimuli, seeking the attention of 
one of the facilitators, or perseverating on events unrelated to the task. The reminders serve all 
participants and have been effective in de-stimulating the class ambiance and refocusing 
participants’ attention to task.  

Program Evaluation 

Evaluation is defined as “judging the importance, value, worth, or status of something” 
(Anderson & Heyne, 2012, p. 362). Advanced practices now demand collection and organization 
of patient information, and outcomes to serve as an evaluation method for patients (Ostrow & 
DiMaria-Ghalili, 2009). Recreation programs must be evaluated to determine the worth of the 
program. It was important to evaluate the Sit & Fit program to determine if it serves the purpose 
it was intended to and if it is of value to patients. Facilitators collected data regarding patients’ 
duration of attendance, and levels of independence and participation during the program by 
observation. At the conclusion of each session, the RT involved in the program would input the 
data into the Microsoft Excel® worksheets. The RT then would analyze the data over a period of 
time by calculating the average scores and by graphing scores on a session-by-session basis. If a 
negative answer was determined for either the program’s purpose or value, facilitators would 
need to re-examine program design and delivery. Long-term evaluation will provide more 
comprehensive and meaningful analysis and assist in discovering if the Sit & Fit program is 
beneficial to patients or not (Ostrow & DiMaria-Ghalili, 2009).  

Methods 

Ostrow and DiMaria-Ghalili (2009) explain that using Microsoft Excel® is a user 
friendly method to collect and organize data, and to perform simple statistical procedures. 
Microsoft Excel® was used to calculate duration of attendance, participants’ engagement and 
independence during the program. This allowed facilitators to determine effectiveness and to 
write summary progress reports with accuracy. The use of Microsoft Excel® allowed facilitators 
to organize the program data into essential components. By doing this facilitators were able to 
judge if the program was beneficial or not to the individual patient, and the group as a whole. 
Currently, facilitators have identified by using Microsoft Excel® that this program has been 
beneficial to patients. Evaluation measures of this program include pre- and post-testing, tracking 
of session outcomes, participant evaluations and clinical progress notes.  

Participants were tested on measures to determine their baseline functioning prior to the 
start of the program. Testing was performed to determine: (1) upper extremity strength by 
counting the number of repetitions completed of a bicep curl of each arm in thirty seconds, using 
a 2lb or 3lb hand weight; (2) functional mobility by completing a Timed Up and Go (TUG) test 
(Bohannon, 2006; Podsiadlo & Richardson, 1991); (3) static balance by completing a Frailty and 
Injuries: Cooperative Studies of Intervention Techniques (FICSIT-4) test-set (Rossiter-Fornoff, 
Wolf, Wolfson, & Buchner, 1995); (4) blood pressure; and (5) clinical frailty by facilitator 
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selection on a Clinical Frailty Scale (adapted from Rockwood, Song, MacKnight, Bergman, 
Hogan, McDowell, & Mitnitski, 2005). The same measures were tested again after twelve weeks 
of program delivery. Not all participants consented to this testing. Some participants consented 
to partial testing. Reasons for refusal or partial testing included not wanting to be assessed, 
actively responding to internal stimuli and associated inability to follow directions necessary for 
assessment, generalized agitation and aggression, experiencing muscle or joint soreness, and 
having received blood work (and thus not being able to then lift a dumbbell). 

Observational measures were tracked each session using Microsoft Excel ®. Data was 
inputted based on the co-facilitators observations of the participants’: (1) duration of attendance; 
(2) level of participation; and (3) level of independence. Data was compiled across the course of 
multiple sessions.  

Participants were asked to complete an evaluation form during an individual meeting 
with one of the facilitators. The facilitator read questions to each participant and wrote down 
their verbalized responses. The purpose in doing this was to have the opportunity to probe the 
responses given to learn more about that individual’s experience. In so doing, the facilitator took 
caution to assure respondents that there were no right or wrong answers and to validate all 
information given. The evaluation took approximately five minutes to complete. Responses were 
compiled quantitatively and qualitatively to determine participants’ perspectives of the program. 
They were provided with the option of giving one of three responses (e.g., never, sometimes, 
always). Any response they gave in their own words was also written down verbatim. The 
scripted responses were tallied, and the spontaneous responses were listed under the questions. 
Facilitators were then able to review all responses to determine if the majority’s needs were 
being met, as well as individual responses to learn about individual experiences.  

Participants were asked if they enjoyed the exercise class, if they looked forward to 
attending, if they avoided attending, if they felt physically and emotionally comfortable, if they 
felt proud of how they did in the class and if they planned to attend in the future. They were also 
asked their opinion about the time of day, the length of the session, and the number of sessions 
each week to determine if their perceived needs were being met. Most answered that the time of 
day, length of the session, and number of sessions each week was just right. All respondents 
reported they enjoyed the exercise class and that they looked forward to attending it (ranging 
from sometimes to always). Half of respondents stated they avoided attending the exercise class 
due to reasons including physical symptoms related to their medical status, physical symptoms 
related to their psychiatric medications, competing social priorities, and not wanting to interact 
with co-patients present. All respondents stated they planned to attend future classes (ranging 
from sometimes to always). Individual reports were provided and discussed with participants 
based on pre- and post-test results and the sessional outcomes. Report discussions provided an 
opportunity for facilitators to provide feedback and for participant to reflect on their personal 
progress. Facilitators and participants discussed what behaviours were needed from both parties 
for successful engagement of participant.  
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Results 

The evaluation process of Sit & Fit was designed to determine if the program contributes 
to optimal physical functioning needed for daily living and if it is of value to patients. Based on 
the data compiled to date, the answer is inconclusive as to whether this program assists all 
patients to gain and/or maintain muscular strength in their upper extremities, trunk, and lower 
extremities necessary for static balance and functional mobility. It does meet the needs of some 
patients. Based on the feedback provided via the participant evaluation, it appears that 
participants value the program.  
 During the comparison of pre- and post-test scores for functional fitness, it was 
discovered that completion of both the pre- and post-test scales were low. There was 16.66% 
compliance for FICSIT-4 (Table 1) and TUG (Table 2), with two of twelve participants 
completing both the pre- and post-test measures. Both participants showed gains in their static 
balance, and marginal change in their functional mobility.  

Table 1. FICSIT – 4, static balance measure 

Participant Pre-Test 
FICSIT-4 Static Balance 
Score 

Post-Test 
FICSIT-4 Static Balance 
Score 

Change 

P1 24/28 25/28 +1 
P2 17/28 27/28 +10 
 
Table 2. Timed Up and Go, functional mobility measure 
Participant Pre-Test 

TUG Score 
Post-Test 
TUG Score 

Change 

P1 10 9.96 -0.04 
P2 9 9.41 +0.41 

There was 33.33% compliance of bicep curls (Table 3), with four of twelve participants 
completing both the pre- and post-test scores. Three of the four participants increased their upper 
extremity strength, while one participant experienced a decrease.  
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Table 3. Bicep curls, upper extremity strength measure 

Participant Pre-Test 
# Bicep curls in 30 seconds 
Using 3lb hand weight 

Post-Test 
# Bicep curls in 30 seconds 
Using 3lb hand weight 

Change 

P3 17 (R) 17 (L) 12 (R) 10 (L)  
using 2lb hand weight 

-5 (R) -7 (L) 
hand weight 
decreased by 1lb  

P4 15 (R) 17 (L) 
Using 2 lb hand weight 

24 (R) 19 (L) 
Using 2 lb hand weight 

+9 (R) +2 (L) 

P1 26 (R)* 30 (L) Not measured* (R) 36 (L) Not applicable (R) 
+6 (L) 

P2 17 (R) 14 (L) 18 (R) 19 (L) +1 (R) +5 (L)  

All participants fluctuated in their blood pressure readings (Table 4). Based on medical and 
lifestyle factors, changes in blood pressure cannot be attributed solely to participation or lack 
thereof in the program. The program may be a factor that contributes to changes in blood 
pressure. Readings were used as a screening tool for entry into the program, and will be reviewed 
over time.  

Table 4. Blood pressure, cardiovascular health measure 

Participant Pre-Test 
Blood Pressure 

Post-Test 
Blood Pressure 

P3 121/85 111/75 
P4 118/70 130/82 
P5 133/80 115/70 
P1 130/86 112/76 
P2 136/82 127/87 

It was determined the Clinical Frailty Scale was an unreliable measure for determining 
pre- and post-test changes, due to the subjective method of selection. Facilitators selected a 
category from a rubric that they felt most applied to each participant. It was determined it could 
instead be used as a screening tool for entry into the program, with any participant falling in the 
categories of apparently vulnerable, mildly frail, and moderately frail as in need of intervention.  

The pre- and post-test measures may show changes over an extended period of time. Due 
to low compliance and the short time frame (twelve weeks) of the program, it may be premature 
to analyze changes in functional fitness. The limited findings appear to be promising, as they 
appear to show beneficial results for some participants. Facilitators continue to compile this data 
for subsequent sessions, and perform post-test assessments approximately every twelve weeks.  

As an ongoing measure, facilitators tracked the duration of attendance, the level of 
independence, and the level of participation of each participant each session. These measures 
were entered into a Microsoft ® Excel spreadsheet (Table 5). Attendance over the course of 
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twenty sessions ranged between 2.5% percent and ninety percent, with an average of 23.75% 
attendance. This indicates that the overall attendance of participants was not high. Three 
participants achieved over fifty percent attendance, while nine participants attended less than 
fifty percent.  

Levels of independence ranged from 53.33% to one hundred percent. Most participants 
were able to participate with independence. Two participants required individualized attention 
beyond the instructions of the PTA who led the class. Their independence scores reflect this at 
53.33% and 68.6%.  

Levels of engagement ranged from 51.33% to one hundred percent, with an average of 
61.33% engagement. For two participants whose attendance was 2.5% percent, their engagement 
was so low as to not be measured. Beyond that all participants were engaged more than fifty 
percent when they did attend.  

By reviewing the duration of attendance, and the levels of independence and engagement, 
the results indicate that attendance poses the largest barrier for participants. Attendance appears 
to be low, however, independence is high for the majority of participants, and most are 
significantly engaged when they do attend. 

Table 5. Observational Measures, tracked using Microsoft ® Excel 

Participant % Attendance 
Of total program 

Independence 
During programs attended 

Participation/Engagement 
During programs 
attended 

P3 56.25% 68.6% 94% 
P6 53.75% 53.33% 67% 
P7 13.75% 100% 100% 
P8 3.75% 100% 87.3% 
P9 5% 100% 100% 
P4 90% 100% 95.33% 
P10 10% 100% 100% 
P5 2.5% No measures taken No measures taken 
P11 2.5%  No measures taken 0% Observed only 
P1 30% 100% 89.76% 
P2 11.25% 100% 70.83% 
P12 6.25% 91.66% 51.33% 

Compliance of participants completing an evaluation of the program was 83.33% with ten of 
twelve participants completing an in-house form (Table 6). Nine participants of the initial 
inclusion group and one participant of the initial exclusion group completed the evaluation. 
Seventy percent of respondents stated they always enjoyed the class. Ninety percent of 
respondents were proud of their performance during the class. Seventy percent of respondents 
stated they planned to always attend future classes. Ninety percent of respondents stated it was 
offered at a time that was “just right” and that the time frame of 30 minutes (class component) 
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was “just right.” Participants’ statements and facilitators’ observations indicated that reasons for 
not attending included competing priorities (e.g., social gathering, activities of daily living), 
being in seclusion, being off unit, meeting with a psychiatrist or other clinician, somatic 
complaints related to medical status, somatic complaints related to mental status, sleeping, lights 
were too bright, select co-patients were attending, select staff were facilitating, attended other 
exercise program that day, reported completing walk or exercises independently, and watching 
television.  

Table 6. Participant Evaluation 

Participant Evaluation 
Choose the answer that best describes your experience.  

   

1. I enjoyed the exercise class.  
 

Never Sometimes 
3 

Always 
7 

2. I looked forward to attending the exercise class. 
1 participant unable to answer due to cognition. 

Never Sometimes 
3 

Always 
6 

3. I avoided attending the exercise class.  
1 participant unable to answer due to cognition. 

Never 
4 

Sometimes 
5 

Always 

4. I felt physically comfortable during the exercise 
class. 

1 participant unable to answer due to cognition. 

Never Sometimes 
2 

Always 
7 

5. I felt emotionally comfortable during the exercise 
class. 

1 participant unable to answer due to cognition. 

Never Sometimes 
1 

Always 
8 

6. I feel proud of how I did in the exercise class.  Not at all Somewhat 
1 

Absolutely 
9 

7. I plan to attend future exercise classes. 
 

Never Sometimes 
3 

Always 
7 

8. Having the exercise class at 2:30 p.m. was: Too late 
in the day 
1 

Too early 
in the day 

Just right 
9 

9. Having 2 exercise classes each week was: Too many Not 
enough 
3 

Just right 
7 

10. Having a 30 minute exercise class was:  Too long Too short 
1 

Just right 
9 
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Future Implications and Recommendations 

Based on the findings from the pre- and post-test results and participant evaluation there 
is incongruence between the responses of participants and their attendance. Based on responses 
of participant evaluation, they appear to value the program. Based on MS ® Excel tracking, they 
are moderately to highly engaged when they do attend. However, attendance is low. This 
suggests that this population continues to face multiple constraints to engagement in physical 
activity. We recommend providing consistent encouragement and verbal cueing to attend the 
program. 

The facilitators of Sit & Fit will (1) continue to offer the program twice weekly, for forty 
minutes (thirty minutes exercise class, ten minutes social game), (2) continue to use the method 
of facilitation with the PTA as the class instructor and RT and OT staff as co-facilitators, (3) will 
incorporate new exercise variations and social games to maintain and/or gain patient interest; (4) 
continue to offer as an open program, for all patients, as tolerated; and (5) attempt to engage 
participants in one-to-one sessions (as needs are identified). Further, we recommend an 
environmental scan of similar programs and populations be conducted to compare effectiveness 
of facilitation and data collection.  

Additionally, we recommend ongoing compilation and analysis of data to continually 
evaluate program effectiveness. For future studies, we recommend data collection and analysis 
also look at the impact of participation in seated chair-based exercise on sleep, fall-risk factors, 
agitation, attention, and dynamic risk factors for violence.  
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Abstract 

Mental health has traditionally been understood as the presence or absence of 
disease – however, research shows it is much more than that. Mental health is a 
complete state of well-being in which every individual realizes his or her own 
potential, can cope with the normal stresses of life, can work productively and 
fruitfully, and is able to make contributions to her or his community (WHO, 
2007). As an aspect of health, the study of subjective mental health and time use 
is emerging in the literature. This scoping study explores the concept of 
subjective mental health and how this associates with the use of leisure time 
among various age cohorts. The articles were reviewed using the following 
criteria: rationale and purpose of paper; presence or absence of theory; 
methodology including sampling procedures; results; discussion and conclusion. 
The literature demonstrated that researchers are using a variety of rationale and 
purposes, theories, methods and sample populations. The results of the current 
study emphasize that the study of subjective mental health and its association 
with time use has not been addressed within the literature. It is suggested by the 
authors that as the level of subjective mental health continues to decline in 
society, the study of subjective mental health and leisure time engagement may 
increase importance. Further, this study has direct transferability to TR 
practitioners’ evidence-based practice by providing the steps required to conduct 
their own scoping study.  
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Subjective Mental Health and Leisure Time Engagement: A Scoping Study 
Background and Purpose 

Mental health challenges impact individuals negatively in many aspects of life, such as 
social relationships, employment and physical health (Hodgson, McCulloch & Fox, 2011) and 
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 are 
diagnosed with a mental illness (Mood Disorders Society of Canada, 2009). 

People are confronted with everyday events from school, work, and family obligations, to 
retirement that may affect their subjective wellbeing. These everyday events that affect well-
being may cause stresses and concerns for individuals that may lead to a mental health challenge. 
According to Statistics Canada (2011) approximately 20 percent of the Canadian population has 
been identified with needing some type of mental health support. As the levels of mental health 
challenges and illness continue to rise among the Canadian population, researchers have begun 
assessing the importance of understanding mental health from a more holistic approach (Nimrod, 
Kleiber & Berdychevsky, 2012). Literature has demonstrated that individuals’ self-reported 
(subjective) rating of their mental health status is often a better indicator of health than that of 
standardized medical assessment tools. A holistic approach to mental health may include the 
understanding that individuals’ mental health status is influenced by an array of contributors.  
There are social, environmental and psychological influences that may impact one’s mental 
health status. These influences and factors are individualistic and unique to each individual. As 
we start to move toward a holistic approach to mental health, one that understands mental health 
is more than just the presence or absence of a disease, this view may give people back their 
voice. Understanding mental health from an holistic view may give individuals their voice back 
by allowing them to express how factors influence their mental health status. Mental health 
status should not be considered a phenomenon that is similar for each individual.  

The purpose of this study was to understand the literature related to subjective mental 
health of study participants and their use of leisure time. The literature shows that individuals’ 
self-rated (subjective) mental health status may in fact be a better predictor of health than 
traditional forms of diagnosis (Keyes & Westerhof, 2011). Therapeutic recreation practitioners 
will need to develop and implement their programs with an understanding of how their 
participants’ rate their own mental health and how they use their leisure time. Therapists may 
need to understand the complexity of individuals’ mental health status and to better support 
individuals who may be faced with a mental health challenge. This will allow for outcomes that 
are both measureable and meaningful for the person. The outcomes of the individuals’ self-
identification and ownership of their experience will develop a link to the therapist and the 
person. As the profession of therapeutic recreation continues to grow, conducting evidence-based 
practice and theory-based programming is becoming increasingly important. This paper will not 
only provide TR practitioners with an understanding of the missed understandings of subjective 
mental health and leisure time use literature, but perhaps a further understanding of how to 
conduct their own scoping study relevant to the individuals they work with.  
 The relationship between subjective mental health and leisure engagement is unique and 
complex to each individual; however, developing this understanding of the dynamic association 
between the two may pose a challenge. It is, though, important to attempt to understand the link 
between mental health and leisure engagement has implications for the future of leisure research 
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and therapeutic recreation practice. This is a ‘scoping’ study of the literature. Much less 
emphasis has been placed on the scoping study as a technique to specifically map literature 
relevant to the field of interest (Arskey & O’Malley, 2005). A scoping study addresses a broader 
range of topics where many different study designs might be applicable – where a systematic 
review might typically focus on a well defined question (Arskey & O’Malley, 2005). It is the 
objective of this report to follow the definition of a scoping study as outlined by Arskey and 
O’Malley (2005).  
Definition of Mental Health 

Scholars have traditionally understood mental health as the presence or absence of  
disease. However, according to the World Health Organization (2007) it is much more than that,  

a complete state of well-being in which every individual realizes his or her own 
Potential, can cope with the normal stresses of life, can work productively and fruitfully, 
and is able to make contribution to her or his community (n.p). 
This definition is based on the theoretical concept that mental health is based on a 

continuum and that simply being disease free does not imply that positive mental health exists in 
the sheer absence of disease (Keyes & Westerhof, 2011; Snowden, Dhingra, Keyes & Anderson, 
2010). The Canadian Mental Health Association (2012) defines mental illness as, “alterations in 
thinking, mood or behaviour (or a combination), and impaired functioning over an extended 
period of time. The symptoms vary from mild to severe depending on the type, the individual, 
the family and socio-economic environment (n.p).” 

Subjective Mental Health and Leisure Engagement: What can we Learn?	  
Since the 1980s, the study of mental health and leisure engagement has been addressed in 

terms of the benefit that leisure engagement has on one’s mental health - typically in the 
treatment of mental illness through the use of physical activity (McCormick, 2012). The study of 
leisure engagement and its benefit to mental health are varied, however one commonality is that 
leisure has inherently good properties in the treatment and remediation of mental illness and 
increasing mental well-being (Iwasaki, Zuzanek & Mannell, 2002). The study of mental health is 
dynamic and creates varying situations in which to measure it. 	  
 Minimal research has been completed in the area of subjective (self-reported) mental 
health in relation to the time spent engaged in leisure opportunities across varying age cohorts. 
People with high levels of subjective well-being often show positive outcomes in the myriad of 
areas and circumstance of life such as success at work, strong social networks and physical and 
mental well-being (Heo, Lee, McCormick & Pedersen, 2010). Thus, little is known about time 
use in leisure opportunities across the life course in relation to subjective well-being (Paillard-
Borg, Wang, Winbald & Fratiglioni, 2009). People with high subjective mental health are likely 
to cope with stress well, succeed in building relationships and do well at their jobs (Heo et al., 
2010). However, the ability to build relationships and “succeed” may be more difficult for 
someone with a lower level of subjective mental health. More importantly, what do leisure 
engagement patterns mean for the participant and the provider of the opportunity?  These 
assumptions and questions raise concerns for the future of subjective mental health studies and 
leisure research. It is possible that these two varying groups of low subjective mental health and 
high subjective mental health use their time differently in leisure. Difficulties may arise when 
attempting to engage individuals with low subjective mental health and those with high 
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subjective mental health leisure opportunities if we do not understand how their subjective 
mental health may affect their choices.	  

Method	  
 A literature search was carried out between the dates of January 2014 to March 2014 as a 
result of funding deadlines. The search resulted in articles that were published between the years 
of 2004 to 2014. A number of electronic databases, including EBSCO, CINAHL, SPORTDiscus, 
PsycINFO, PsycARTICLES, SOCindex and Web of Science were searched using a range of 
dependent and independent search terms (Table 1). Completed research by the authors helped to 
identify additional literature applicable to the current study. Literature was included if it: (1) 
examined time spent in leisure activities (time use); (2) measured subjective mental health; (3) 
was published in English; and (4) was peer-reviewed. Literature was excluded if it only 
measured the influence of leisure activities on mental illness/disorder and mental health. The 
intention of the literature search was to broadly include mental health literature. Concluding the 
preliminary search, the authors manually sorted articles according to subjectively-focused 
content. The limitations imposed on the literature review may have caused limitations that 
include unrepresentative sample of all relevant literature from the field of TR and leisure 
research. 	  
Table 1. Dependent and Independent Search Terms 

Dependent terms	   Independent terms	  
Leisure	   Mental Health 	  
Hobbies	   NOT Illness	  
Activit*	   OR Well-being	  
Sport	   Age	  
Time 	   OR Cohorts	  
OR Free time	   OR Aging	  
OR Time budget	   NOT Old	  
OR Time use	   	  
*Indicates multiple endings	   	  
	   The limitations of these search terms may have limited the number of articles that were 
located through the search. The selected search engines may have not held journals that may 
have resent the breadth of the leisure literature. Further limitations included, manuscripts that did 
were not published in English and manuscripts that did studied other facets of mental health. The 
terms found within Table 1 were considered important to further the understanding of the current 
study’s research question.   

Results of Literature Search 
 The literature search resulted in a total of 55 articles and after reviewing the abstracts of 
all 55, 25 of those met the criteria of inclusion. Research questions that fell well outside the 
scope of the above criteria were found in 30 articles of the 55 manuscripts and were excluded 
from this analysis. The full texts of all of these were gathered from Dalhousie University using 
the aforementioned databases. After reviewing the articles a total of 12 were excluded based on 
ineligibility, specifically, they measured mental illness rather than mental health. The articles 
were reviewed using the following considerations: rationale for study, purpose of study, did the 
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study use a theory, what methodology was used, what were the results of the study, what was the 
discussion and recommendations and what gaps were found in the study. These criteria were 
selected as a method of ensuring all key facets of the literature were examined. A final total of 10 
articles were included in the review (Table 2), which varied in scholarly focus.  

Table 2 presents the review of the literature and the articles utilized for the current study. 
Table 2 provides an example of how practitioners can organize their own reviewed research 
articles and provides a systematic way to summarize the important facets of a research article.  



Table 2. Summary of Reviewed Articles 

	  

	  

Authors (Year) and Paper Titles  
 Rationale Purpose Theory Method Study Results Discussion Gaps 

Janke, Nimrod & Kleiber (2008) 
“Leisure patterns and health among recently 

widowed adults” 
* * ? * * * * 

Heo, Lee, Kim & Chun (2012) 
“Contribution of relaxation on the subjective 

well-being of older adults” 
* * ? * * * * 

Heo, Lee, McCormick & Pedersen (2010) 
“Daily experiences of serious leisure, flow and 

subjective well-being of older adults” 
* * * * * * * 

Snowden, Dhingra, Keyes & Anderson (2010) 
“Changes in mental well-being in the transition to 

late life: Findings from MIDUS I and II” 
* * ? * * * * 

Keyes & Westerhof (2011) 
“Chronological and subjective age differences in 
 flourishing mental health and major depressive 

episode” 

* * ? * * * * 

Saatun, Sogaard, Bjertness, Selmer & Heyerdahl 
(2007) 

“The association between weekly hours of 
physical activity and mental health: A three-year 
follow up study of 15-16-year-old students in the 

city of Oslo, Norway” 

* * ? * * * * 

Happel (2011) 
“Effect of aging on the perception of physical and 

mental health in an Australian population” 
* * ? * * * * 

Wyshak (2003) 
“Health rating in relation to illnesses, physical 
functioning, general mental health and well-

being: Self-reports of college alumnae, ages <40-
80 and older” 

* * ? * * * * 

* indicates the presence of the reviewed considerations and the ? indicates that the consideration was unclear or not present. 
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Results and Discussion of the Scoping Study	  
	   The purpose of this paper was to understand the association of subjective mental health 
and leisure time engagement within the reviewed literature. Reviews of utilize manuscript 
purposes and rationales are presented in this section. 	  

All studies clearly identified their rationale and/or purpose to the reader (Table 2). Most 
studies examined the subjective mental health of individuals as they age (Snowden et al., 2010; 
Keyes & Westerhof, 2011; Happell, 2011), the use of leisure time among varying cohorts (Heo et 
al., 2012; Herrera, Meeks & Dawes, 2011; Sagatun et al., 2007; Paillard-Borg et al., 2009) and 
the influence of certain leisure activities on subjective mental health (Heo, Lee, McCormick & 
Pedersen, 2010). Heo, Lee, McCormick & Pedersen (2010) utilized experience sampling 
methods, which is a common data collection method for time use, to measure how flow and 
serious leisure contribute to the subjective well-being in the daily lives of individuals in varying 
cohorts. In their study, the authors identified that for decades, researchers have investigated the 
social well-being of individuals across their life course. Positive affect and negative affect of 
mental health are components of social well-being that researchers often investigate (Heo, et al., 
2010). Leisure scholars are one of the varieties of researchers who investigate the phenomenon 
of mental health and well-being but fail to understand how flow and serious leisure theories play 
a part in well-being. 	  
 The varying rationales and purposes throughout the literature are in part due to the range 
of disciplines represented (i.e., Occupational therapy, nursing and social-psychology [social 
work]) in the articles. For example, the leisure literature typically sought to understand 
subjectively how individuals in varying age cohorts utilize their leisure time (Heo et al., 2012; 
Herrera, Meeks & Dawes, 2011; Sagatun et al., 2007; Paillard-Borg et al., 2009). All studies 
stressed that there is limited knowledge about how subjective mental health is associated with 
age, leisure engagement and other contextual factors. The mixture of studies across disciplines 
demonstrates the growing interest in subjective mental health. 	  

After conducting the literature search, it was clear that there was no existing literature 
apparent to the author, which had a purpose of understanding how subjective mental health was 
associated with leisure time engagement. This may be a result of the parameters set on the 
literature search. The key words used within the search and the year of publication parameter 
may have resulted in a lack of results. All studies have rationale and purposes that measured 
these two variables independently from one another – not how they may be dependent. Further 
research should be conducted with the purpose of measuring how mental health may or may not 
associate with leisure time engagement. 	  
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Summary of Theories used in Literature Linking Subjective Well-Being and Leisure Time	  
 The purpose of this section is to review relevant theories within the collected literature. 
For recreation practitioners, theories foundational to studies within literature reviewed by this 
study can assist in understanding the author(s)’ approach to their study, results of the article, and 
may help to inform their professional recreation practice. Serious leisure (Stebbins, 2007), flow 
theory (Heo, et al., 2010), and selective optimization and compensation (Paillard-Borg et al., 
2009) are examples of the theories used in the articles reviewed.	  

Heo, et al., (2010) used serious leisure (Stebbins, 2007) and flow theory as a lens in 
which they measured activities to see if they contributed to subjective well-being, which 
included individuals overall mental heath status. According to Stebbins (2007), serious leisure 
and flow theory have been shown to contribute to psychological health. According to Heo et al. 
flow theory is a leisure perspective that focuses on the person’s psychological state in which they 
are so intensely involved in an activity that nothing else seems to matter (Heo, et al., 2010). 
Stebbins’ (2007) theory on serious leisure, involves individuals leisure commitments, and those 
commitments to leisure activities are linked to a number of personal benefits such as, 
psychological growth, physical benefits and enjoyment – which may contribute to subjective 
well-being. Heo et al., (2010) research on serious leisure and flow indicate that both of these 
general leisure theories are essential components of subjective well-being. For example, when an 
individual is engaged in an activity, such as a serious leisure pursuit, they gain improvements in 
self-confidence, self-esteem and social network improvements (Heo et al., 2010).	  

Snowden et al. (2010) and Keyes & Westerhof (2011) did not utilize a theory to frame 
their study – however a model was used. The dual continua model was utilized as a method of 
conceptualizing mental health (Keyes & Westerhof, 2011). The dual continua model understands 
mental health and mental illness as a fluid and intricate interaction between people and their 
subjective mental health where the absence of disease does not imply the presence of high levels 
of mental health. 	  

Paillard-Borg et al (2009) utilized theories that have been developed concerning 
participation in activities by the older adults. Baltes and Baltes (1990) argued that,  

it is adaptive and healthy to respond to limiting factor in the environment, 
especially as they mount with the losses accompanying aging, by being selective 
about activities of choice, abandoning those that are less personally meaningful, 
and compensating in whatever way necessary to optimize the more restricted 
number of alternatives (p. 218). 

Selective optimization and compensation Selective optimization and compensation (SOC) 
continues to be a widely utilized in the field of gerontology. Paillard-Borg et al. (2009) utilized 
SOC developed by Baltes and Baltes (1990) to understand how an aging adult adapts to changes 
as a result of older age. According to Baltes and Baltes (1990), there are three stages of the SOC 
theory:	  

1) selection: the choices and priorities older people make when they limit their activities 
due to losses in resources, 	  
2) optimization: engagement in activities in order to increase and maintain physical and 
cognitive capacities necessary to an active lifestyle, 	  
3) compensation: strategies that allow the older person to continue participation in the 
chosen activities despite losses. 	  
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It could be argued, however, that SOC includes stages that many people face as they 
move through varying age cohorts. Take for example, a single mother 40 years of age. She could 
find herself selecting priorities due to a recent decline in her subjective mental health status; she 
could then optimize the activities she does choose to maintain (i.e., watching her child play 
soccer); and finally, as she watches her son play soccer, she compensates by running around the 
trails at the park at which her son is playing soccer in order to eliminate the stress being inactive 
brings upon her. Furthermore, individuals of varying abilities (mental health) also could find 
themselves moving through the stages of SOC. The SOC theory has the potential to be utilized in 
a variety of study frames. 	  
The authors could not find a theory in the remaining articles (Sagatun et al., 2007; Happell, 
2011; Wyshak, 2003; Janke, Nimrod & Kleiber, 2008; Heo et al., 2012; Herrera, Meeks & 
Dawes, 2011). The lack of theory among in the remaining literature that was reviewed could be 
left up to a variety of assumptions. For example, as an emerging area of research, leisure has a 
relatively small body of leisure-specific theories and this may pose challenges to scholars 
attempting to find a suitable theory to frame their study. However, as demonstrated above in the 
use of SOC in understanding mental health, it is not entirely impossible to utilize theories that 
were developed for one sample frame and purpose to understand a completely different sample 
frame and purpose.  

Methodologies within the Reviewed Literature 
 Methodologies can better be understood as the analysis of the methods used in the 
application of studying a particular field of study. In order to fully understand the reviewed 
research it was important to break each articles methodology down. Conducting a thorough 
review of methodologies provided a more sound and thorough investigation of the reviewed 
articles. As therapeutic recreation practitioners, methodologies may be important tools that can 
be applied to understanding how therapeutic recreation is researched, how therapeutic recreation 
programming could be developed and evaluated.  Therapeutic recreation best practices through 
evidence could be enhanced by the use and understanding of methodologies relevant to the field.  
 Experiential Sampling Method (ESM) was used by Heo et al (2012; 2010), which is a 
data collection method developed by Csikszentmihalyi, Larson & Prescott (1977). This 
methodology is a way for collecting data about time use. With this methodology, researchers are 
able to collect data about participants’ feelings in situations that naturally occur (Heo et al., 
2012; 2010). The advantage of using ESM is that participants are able to record ongoing events 
and immediate cognitive responses for those events (Heo et al., 2012; 2010). Another advantage 
of using ESM is the minimizing of memory biases that often come from retrospective recall 
because of the short interval between the signal and response (Heo et al., 2012; 2010). 	  

The ESM does not come without limitations. It is the opinion of the authors that without 
direct observation of study participants, the experiences that the study participants’ document in 
the ESM is subjective – and may not be a true or accurate depiction of engagement. (Heo et al., 
2012; 2010). 	  
 Several studies utilized formal assessment tools as a method to measure both leisure 
engagement and subjective mental health (Herrera, Meeks & Dawes, 2011; Snowden et al., 
2010; Keyes & Westerhof, 2011; Happell, 2011). Although the use of formal assessment tools 
may come with validity and reliability - they do not come without limitations. One of the 
reviewed studies that utilized formalized assessment tools that resulted in weak Cronbach’s 
Alpha on their likert scale questions (Sagatun et al., 2007). The utilization of formalized 
assessment tools does not allow for an accurate depiction of participant experience. As what 
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happens often is that participants will score themselves higher than how they truly feel in fear of 
judgment and prejudice (Sagatun et al., 2007). 	  

As a data collection procedure, some studies utilize secondary data sets (Janke, Nimrod 
& Kleiber, 2008; Herrera, Meeks & Dawes, 2011; Snowden et al., 2010; Keyes & Westerhof, 
2011; Sagatun et al., 2007; Happell, 2011). In most cases, it was the presentation of the 
secondary data that contributed to the gaps in the methodologies of these studies. The authors 
failed to acknowledge the use of secondary data or which survey questions from the original 
study were being utilized to contribute to the current study’s research question (Janke, Nimrod & 
Kleiber, 2008; Herrera, Meeks & Dawes, 2011; Snowden et al., 2010; Keyes & Westerhof, 2011; 
Sagatun et al., 2007; Happell, 2011). This creates difficulty for readers when trying to link 
findings from the current study to the use of the secondary data set.  

	  

Sample Population and Procedures within Reviewed Literature 
 Sample population and sampling procedures are important factors to consider when 
conducting a scoping study. Sample population and procedures allow you to further understand 
how the results of the study impact society as a whole. When assessing research for best 
practices, it is important to understand how and why the sample population was chosen. This will 
assist in applying the research to the client group the practitioner is working with and 
determining the suitability of the study to the population.  

Within the reviewed literature, several studies sample was comprised of a population of 
older adults (Janke, Nimrod & Kleiber, 2008; Heo et al., 2012; 2010; Snowden et al., 2010; 
Paillard-Borg et al., 2009). The studies were comprised of middle-class, educated and retired 
individuals, which reflects the fact that long-term engagement in recreational activities often 
requires financial commitment, time, a level of social acceptance and independence. This 
suggests that the samples are most likely similar in employment, education, and income levels. 
Some studies however studied cohorts of varying ages, including adolescents (Keyes & 
Westerhof, 2011; Sagatun, 2007; Happell, 2011; Wyshak, 2003). 	  

There were a variety of sampling procedures utilized in the literature. The literature that 
utilized secondary data was limited to the sample population from the original study (Janke, 
Nimrod & Kleiber, 2008; Herrera, Meeks & Dawes, 2011; Snowden et al., 2010; Keyes & 
Westerhof, 2011; Sagatun et al., 2007; Happell, 2011). According to Singleton (1988) secondary 
data is defined as “any further analysis of a survey or social data set that presents interpretations, 
conclusions or knowledge in addition to, or different from those presented in the first report on 
the inquiry as a whole and its main results (p.233).” 

The use of secondary data within the reviewed literature often caused the inability to 
relate findings to the general population. In the studies that utilized secondary data, most of the 
sampling procedures consisted of government led survey initiatives that included mandatory 
census response by individuals over the age of 18 years old within Canadian households. 	  

For the studies that did not use secondary data, the sampling procedure used most 
commonly consisted of recruiting participants from local agencies (Heo et al., 2012; 2010; 
Paillard-Borg, 2009; Wyshak, 2003). Although this sampling procedure has benefits to the 
researcher, results cannot be considered representative of the general population. The sample 
frames from (Heo et al., 2012; 2010; Paillard-Borg, 2009; Wyshak, 2003) studies had 
participants had already belonged to a recreation and leisure agency as joiners and as a result it 
could be assumed the participants have more insight into what it means and benefits of being a 
member (Heo et al., 2012; 2010; Paillard-Borg, 2009; Wyshak, 2003). A potential 
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recommendation would be to have included a group that does not belong and comparing results 
would allow for a more accurate depiction.	  

Discussion, Results and Themes	   	  
	  

The themes found within the inner-circle perhaps have more of a direct link to subjective 
mental health. The themes found in the outer-circle have more of an indirect link with subjective 
mental health.   However, note that the rings have a “broken” line that indicates that any of these 
themes can move in and out of direct-indirect association with subjective mental health – 
depending on the person, opportunity, level of subjective mental health, etc. Leisure time has 
many facets that directly or indirectly influence it. Individuals utilize their free (non-
discretionary) free time in various ways according to the summarized findings in figure 1. 	  
 Keyes and Westerhof’s (2011) study measured mental health and well-being looking at 
age-cohort differences. The study found that there is a negative correlation between age and 
major depressive episodes. The prevalence of major depressive episodes was found to be highest 
in older cohorts. However, within these cohorts the level of subjective mental health was highest 
within the study reviewed. Further, subjective mental health was found to be lowest in younger 
cohorts where major depressive episodes were not present. So, mental health levels appear to be 
highest between the ages of 45-74 where major depressive episodes are present. As indicated, 
mental illness and high subjective mental health are not each other’s opposite. These results are 

Figure 1. Findings 
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supported by what Keys and Westerhof (2011) refer to as the dual continua model. According to 
the dual continua model, mental illness does not imply the presence of a high mental health 
status (Keys & Westerhof, 2011; Snowden et al., 2010). If major depressive episodes and a 
higher level of subjective mental health are not each other’s opposites, the promotion of 
increased flourishing mental health should be promoted as adults begin to age (Keys & 
Westerhof, 2011; Snowden et al., 2010). Similar findings were found in Heo et al.’s (2010) study 
that assessed how serious leisure and flow contributed to the subjective well-being in the daily 
lives of older adults. The findings discovered that older respondents were more likely to report 
more positive affect than younger respondents.  
 Dissimilar findings were demonstrated in Snowden et al. (2010) where declines in mental 
health may be a result of late-life transition. Decline in mental well-being remained high among 
oldest participants after controlling for physical ailments, chronic conditions and mental disorder 
(Snowden et al., 2010; Wyshak, 2003; Happell, 2011). Findings suggested that improving mental 
health outcomes to the point of recovery will aid in well-being and is not usually achieved with 
“usual-care” and that “well-being” therapies should be explored as ways to promote mental 
health. 	  
 In Sagatun et al. (2007), the purpose was to investigate how many numbers of weekly 
hours of physical activity in boys and girls ages 15-16 are associated with mental health. The 
study was a three-year follow-up study and the participants were 18-19. At baseline, girls 
reported having more mental health difficulties than boys.  Boys reported more conduct disorders 
and peer problems. Emotional symptoms and peer problems at 18-19 years of age were inversely 
associated with physical activity at age 15-16 in both genders (Sagatun et al., 2007; Paillard-
Borg et al., 2009). 	  

Little is known about the use of time and subjective mental health among various cohorts 
(Paillard-Borg et al., 2009). A gap in the literature exists regarding use of time in leisure by 
varying age cohorts in relation to their subjective mental health. This gap may assist TR 
practitioners in understanding that the individual they are working with may spend more time in 
opportunities in which they feel more comfortable and may report less engagement in activities 
when using a traditional checklist of opportunities.  

 

Tips for Practitioners when Conducting a Scoping Study 

This study used a process to understand the component parts of an article. It enabled the 
authors to understand how each component of the article contributed to the recommendations 
and conclusions. It also enabled the authors to identify the gaps within the articles that may have 
limited the insights generated by the authors. Professionals in the field need to be aware of the 
inherent abilities and limitations of the articles that they read (Leblanc & Singleton, 2008). If 
professionals want to enhance services for the people working with they need to be aware of the 
inherent limitations and abilities of the articles that may guide their practice. It is recommended 
that professionals, read articles in systematic manner using the scoping process. The following 
questions are an example of questions that should be asked by TR practitioners when reviewing 
literature.  

1) How was the sample selected? What were characteristics of sample? How does study 
sample relate to your population? Is sample frame different from population you are working 
with?  Is the sample frame highly educated?  Does the sample frame only represent one 
socioeconomic group?  Was the sample from a diverse population? 
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2) What questionnaires were used to answer research question within the methodology? 
Why did the authors select the tools or questionnaire in the study? Did the author/authors provide 
the source of the tool used in their study? 

3) Did the authors utilize a theory to frame their study? How could a theory be used to 
explain the results and outcomes of your client and program evaluations?  

4) Do the findings from the reviewed study impact your current practice? What could the 
researchers have done to make the results more relatable to your practice? 

Conclusion	  
This study provided a scoping study of the subjective mental health and leisure time 

engagement literature. As the rate of individuals being faced with lower levels of subjective 
mental health continues to increase, the importance of understanding subjective mental health 
across the life course is crucial. In the case of subjective mental health, there is very little 
literature to address how individuals use their leisure time. Subjectivity allows the individuals 
that practitioners are working with to be the expert. This type of approach to therapeutic 
recreation practice is at the forefront of the profession, an approach that addressed individuals 
strengths and focuses on their needs (Carruthers & Hood, 2004). However, due to the varying 
terms used to define the study of subjective mental health, it has made it difficult to fully 
understand the association between subjective mental health and leisure engagement. The 
findings of this study demonstrated that studies reviewed utilized various methodologies, had 
varying and conflicting findings and all aimed to measure different things. The common theme 
from the literature is important for future research. Subjective mental health and its association 
with leisure engagement should be considered dependent of one another and attempts should be 
made to understand this phenomenon.	  

The comprehension of this dynamic and individualistic phenomenon may have 
implications for therapeutic recreation practitioners. The current study could have been better 
steered to find a broader range of literature that addressed the objectives. This could have been 
done by using broader search terms, allowing for more time to conduct the study and looking 
further outside the field of recreation and leisure to find relevant studies. Understanding how 
people with various interpretations of their mental health use their time engaged in leisure would 
allow practitioners to tailor and develop programs to be inclusive for varying abilities. However, 
the study also provides a method that could be useful for therapeutic recreation practitioners 
when conducting their own literature searches. 	  
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Abstract 

Flow theory is used in therapeutic recreation (TR) practice to create experiences 
of optimal enjoyment, which then lead to personal growth. However, there is 
research indicating that theories are not used frequently enough in TR practice 
and that enjoyment is seen as an outcome of services and is not included in the 
assessment, planning, implementation, and evaluation (APIE) stages of 
therapeutic recreation service delivery (Hutchinson, LeBlanc, & Booth, 2006). 
Using a qualitative descriptive approach, this study looked at how Certified 
Therapeutic Recreation Specialists (CTRS) used flow theory in their practice. 
Specifically, we looked at how participants use flow theory within practice, why 
they chose to use flow theory in their practice, the barriers that hinder 
participants use of flow theory in their practice, and what assists participants to 
be able to use flow theory in their practice were examined. Implications for TR 
practice include the importance of the therapist’s knowledge and interest in flow 
theory, education about flow theory, and how flow theory can be included in the 
whole process of TR service delivery.  
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Flow Theory and Therapeutic Recreation: A Description of Certified Therapeutic Recreation 
Specialists' Use of Flow Theory in TR Service Delivery 

Introduction 

Csikszentmihalyi’s (1990) theory of optimal experience or “flow” is used in therapeutic 
recreation (TR) practice to create states of engagement in recreation activities. These states are 
created through participation in activities that contain what Csikszentmihalyi (1990) has 
identified as the eight elements or characteristics of flow. These have been summarized as: 
balance between skills and challenge, merging of action and awareness, clear goals, immediate 
feedback, concentration on the task at hand, control, loss of self-consciousness, and 
transformation of time. By participating in experiences that produce flow, Csikszentmihalyi has 
argued that individuals can push the boundaries of the self and grow as a result. Also, when 
individuals are experiencing flow, they are not experiencing boredom or anxiety, which can 
result if the challenge of the activity does not match the individual’s skill level 
(Csikszentmihalyi, 1990).  

Theories such as flow are used in TR practice to outline and produce desired program 
goals and client outcomes. This is accomplished by creating a link between the program 
components and client outcomes (Baldwin, Hutchinson, & Magnuson, 2004). By creating this 
link, client outcomes can be more effectively met and better results can be produced (Stumbo, 
2009). Theories also help guide decision making related to assessments, programs, and 
evaluations, which can lead to the achievement of better client outcomes (Stumbo, 2009).      

Purpose and Research Questions 

Although the use of theory is becoming increasingly important in TR practice, there has 
been found to be a lack of use of theory in TR service delivery (Baldwin et al., 2004). Further, 
enjoyment in TR practice has been viewed as more of an outcome of participation, rather than 
being included in the assessment, planning, implementation, and evaluation (APIE) phases of 
service delivery (Hutchinson, LeBlanc, & Booth, 2006). The following research questions were 
used in this study as a guide to better understand the use of flow theory in practice: How, if at all, 
do current Certified Therapeutic Recreation Specialists (CTRS) use flow theory to guide their 
therapeutic recreation practice?; Why are recreation therapists choosing to use flow theory or 
not?; What barriers do practitioners face when using flow theory?; and What assisting factors 
help practitioners to use flow theory in their practice? 

Methodology  

For this research project, a qualitative description approach was used, with the aim to 
provide an ordered description of a phenomenon (Sandelowski, 2000). The qualitative method 
was chosen for this research project to better understand practitioners’ understanding and 
experiences of using flow theory to guide therapeutic recreation practice. This study received 
ethical approval from Dalhousie University’s research ethics board. In order to be included in the 
study, participants had to be a CTRS and had to of been working in the field for at least one year. 
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Participants were required to be CTRS to allow for a minimum standard of professional training 
and minimum level of expertise as determined by the National Council for Therapeutic 
Recreation Certification (NCTRC). Participants were recruited through email to two professional 
membership groups in Atlantic Canada: Therapeutic Recreation Association of Atlantic Canada 
(TRAAC), and Nova Scotia Recreation Professionals in Health (NSRPH).  

 Four participants took part in a single one-on-one interview. Interviews were audio-
recorded and transcribed verbatim by the researcher. Participants were given pseudonyms in the 
transcript to preserve their anonymity. Deductive and inductive modes of analysis were used to 
analyze transcripts. A deductive approach involves analyzing data through a preexisting 
framework (Patton, 2002). In the case of this study, the framework used was the eight conditions 
of flow: balance between skills and challenge, merging of action and awareness, clear goals, 
immediate feedback, concentration on the task at hand, control, loss of self-consciousness, and 
transformation of time (Csikszentmihalyi, 1990). Deductive coding was completed by reading 
through transcripts and identifying items where participants mentioned one of the conditions 
described above.  

An inductive approach was also used when examining responses to interview questions. 
An inductive approach involves discovering the patterns and themes emerging from the 
researchers interactions with the data (Patton, 2002). Inductive coding was completed by reading 
and rereading transcripts to identify words or phrases that aid in the understanding of 
participant’s experiences. Examples of inductive codes are “client focused” or “logistical 
barriers”.   

Results 

All of the participants identified using flow theory in their practice. There were four main 
themes with accompanying subthemes that were discovered from the data. These themes answer 
the suggested research questions and are categorized as: how participants use flow theory, why 
participants use flow theory, barriers to using flow theory in practice, and assisting factors to 
using flow theory in practice.    

How Participants use Flow Theory  

The first theme was created in response to the research question: How, if at all, do current 
CTRSs use flow theory to guide their therapeutic recreation practice? Two subthemes were also 
identified. They include the participants’ definition of flow theory, and the APIE process.   

Definition of flow. All participants had different definitions of flow and included 
different conditions of flow in these definitions. Jeff defined flow as:  

…the challenge of a given activity matches the skill set of an individual perfectly and 
they achieve a state where they lose awareness of time and where they […] become 
focused purely on the task and the task itself is its own reward. […] it’s a mental state 
that's enjoyable to the individual.  

In Jeff’s definition of flow, conditions such as the match between skills and challenge, 
transformation of time, and concentration on the task at hand were described. These conditions 
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reflect the conditions of flow theory (Csikszentmihalyi, 1990). These were the conditions that he 
talked most about throughout the whole interview.  

In Sarah’s interview she defined flow as:  
...your lost track of time [...] you’re focused on whatever that activity is, you're not 
thinking about [...] everything else that's going on positive or negative you're actually you 
know thinking about [...] the task at hand. 

The conditions transformation of time and concentration on the task at hand were discovered in 
the interview, these conditions were also the most used throughout Sarah’s entire interview and 
reflect the conditions of flow theory (Csikszentmihalyi, 1990).  

Jane defined flow as:  
Freedom from experience, […] there is release there too, the catharsis part is there, the 
release is in the moment […] and no expectation of carry over […], we hope that it’s 
going to happen […] but sometimes it doesn’t.  

In Jane’s definition, conditions of flow include concentration on the task at hand and loss of self-
consciousness, which incorporates freedom from illness. These conditions were most mentioned 
in her transcript and reflect Csikszentmihalyi’s (1990) conditions of flow.  

APIE. Participants identified using flow during each stage of the therapeutic recreation 
process known as APIE. During the assessment stage, participants were concerned in discovering 
the leisure interests and contexts of the individuals they work with. Jane described what happens 
during the assessment process: “We have to know what their real interest is in, what makes them 
tick. Then we may have to adapt the leisure interest […] based on their leisure context”. This is 
connected to flow theory, because an individual’s leisure interests may need to be adapted so that 
the level of challenge matches their skill level in order for the individual to experience flow.   

During the planning stage of the APIE process, flow theory can be used to plan how to 
create the conditions of flow to facilitate experiences of flow. Jane spoke about how she needs to 
create a therapeutic environment in order for flow to occur so that there are no distractions for 
the participant: “…and creating a therapeutic environment, because if you don't have a 
therapeutic environment, you can't have flow happening”.  

Flow theory is also used as a guide during the planning process to make sure the services 
provided are therapeutic and focused on the individual. Jeff described this happening: “It [flow 
theory] forces me to recognize the skill sets of my clients and then design my program 
accordingly”. The planning process also allows for adaptations and modifications to the activity 
to be planned so that the individual can better experience flow. 

In the implementation stage, the conditions of flow that were created are being 
maintained. For example, Jane described having to continuously scan the environment for 
distractions in order to maintain the therapeutic environment that she created: “One of the key 
things is constant environmental scan and that is done in implementation”. The environmental 
scan of the space and individual(s) participating is completed during participation in the activity 
to determine if the conditions of flow that were created are being maintained. This is also 
connected to the next stage, evaluation.  
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In the evaluation stage, participants mentioned continuously observing the participants in 
flow. Jane states: “In the minute evaluation of programs, we're in a constant state of 
observation”. This constant evaluation will help the therapist identify if the participant is in flow 
or what changes need to be made in the future to assist their participants to be in a flow state.   
Why Participants use Flow 

The theme why participants used flow theory was identified to answer the research 
question: Why are recreation therapists choosing to use flow or not? In this theme there are three 
sub themes: diversion, personal growth, and using flow helped to focus the delivery of 
participants’ services. 

Diversion. Participants explained that they used experiences of flow as a means of 
diversion for the individuals they worked with. Participants wanted to distract agitated clients so 
that during the time that they are immersed in the activity they do not display agitated 
behaviours. Sarah talked about the benefit of using flow to distract the individual so that their 
disruptive behaviour was lessened and the individual could lose track of time: 

…if we have a dementia patient that’s you know a little aggressive or agitated […] if we 
can get them in a mindset of […] them doing something […] that kind of takes their mind 
off of you know them wanting to go home or whatever then I think, I think we've 
distracted them, but they've lost or forgotten about things as well and who knows how 
much time has gone by… 

The engagement in leisure can allow individuals to temporarily escape from life stress. This is an 
added reason that the participants use flow theory in their practice. When the individual is 
immersed in the activity, perhaps some of the life stress they are experiencing may temporarily 
disappear. Jane stated, “They're immersed, and that's where the flow theory stuff comes for me, 
there’s nothing else going on”. 

Personal growth of clients. Personal growth of clients is another reason why the 
participants decided to use flow theory. One way that they can enhance personal growth is by 
educating their clients on flow so they can recognize when they are in states of flow. Jeff 
expressed why he talks about flow with his patients:  

I talk about flow with my clients and tell them like the runners high or […] you know 
when you lose track of time and you're so engaged. That's flow, that's when you know. 
So we talk about it, we want them to know those moments.  
Focused delivery of services. One of the benefits and reasons why participants described 

using flow is how the theory allows them to make sure that their practice is client-focused and 
therapeutic for the individual. Jeff described this as: 

…it just reminds you to keep it client-focused or patient-focused because you might have 
this really great gradual plan of how they’re going to learn activity X or develop this skill 
set, but if it’s too hard for them and they become frustrated it’s useless and if it’s too easy 
and they're bored you know, so yeah flow reminds you as a therapist of where you need 
to be going. 
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Jeff talked about how the CTRS might have a plan for the best way that the individual will learn, 
or what activities they should participate in, but if they cannot experience a flow state it may not 
be what is best for the client. 

Barriers to Using Flow Theory in Practice 

The research question this theme developed from was: What barriers do practitioners face 
when using flow? Two subthemes emerged: a lack of understanding of flow with co-workers; 
and “real life logistics” that make incorporating flow into their practice a challenge.  

Lack of understanding. As stated, a lack of understanding of flow can be a barrier to 
incorporating flow into practice. Participants described a lack of understanding coming from 
their co-workers. One way that this lack of understanding influenced the use of flow was the 
incomprehension of the importance of creating and maintaining therapeutic environments that 
are conducive to flow. Jane talked about how she needs to inform staff on the importance of 
these flow-inducing environments:  

The other thing is supporting and educating other non-recreation staff about the right 
people and the right environments for success, because some people are put into an 
environment that is not conducive to their needs, they can actually disrupt a flow 
experience to the others.  

A lack of understanding can also apply to the different languages understood by different 
professionals. Other disciplines working with recreation therapy may not understand flow, but 
they may understand other words such as engagement. Jenn talked about how a common 
language needs to be used with other professionals so that everyone understands what is 
happening: 

...common language of the team that you're working with so that everybody knows 
what’s going on because if you're speaking different languages or different jargon, people 
are not going to understand. So I would say we do use it, but we would probably call it 
engagement. 
“Real life logistics”. There are some “real life logistics” that participants described as 

influencing their ability to include flow in their practice. One of the logistical barriers described 
is a large patient/staff ratio. This large ratio influences the amount of time that practitioners can 
spend with each patient and the amount of time they have to create experiences of flow for their 
patients. Jenn expressed the lack of time that practitioners have with a large caseload, “to design 
a specific program to each and every client, and make them experience flow is not realistic with 
a caseload of like 42 patients”.  

Assisting Factors to Using Flow Theory in Practice   

Participants did not just talk about the barriers they face when trying to incorporate flow 
theory into their practice, but they also described some assisting factors that were helpful. This 
theme answered the question: What assisting factors help practitioners to use flow in their 
practice? Some of the assisting factors mentioned included knowledge that the participants had 
about flow and the therapeutic recreation department in which they work.  
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Knowledge. Knowledge about flow theory was mentioned as helping the participants 
include flow theory in their practice. This knowledge about flow was connected to participants’ 
personal interest in flow. This personal interest resulted in reading books or watching videos 
about flow, and continuing to study flow theory. Jeff described how he started learning more 
about flow: “and then I started watching some of the videos about Csikszentmihalyi” and how 
his master’s degree helped him in understanding flow, “I started getting more involved with flow 
and I started thinking about it more as a result of doing my master’s”.   

Therapeutic recreation department. The TR departments that participants worked in 
also made a difference in including flow theory in their practice. They stated that by having other 
TR team members with knowledge about flow, they are able to support the creation of flow 
experiences. The TR departments that participants worked in were helpful in assisting to include 
flow in practice through the department’s goals. Jane talked about how her department’s goals 
match what flow theory is. “I mean I think it’s in our goals, flow theory is meaningful 
engagement, self-determination, autonomy, choice”.  

Discussion  

Two connections that were identified as influencing the use of flow theory in therapeutic 
recreation included the context of the setting and context of the self. The context of the setting 
refers to the facility that the practitioner is working in and the team that the practitioner is 
working with, or the setting in which flow may occur for individuals receiving TR services. In 
order for flow to be cultivated, the setting that the practitioner is working in needs to support the 
practitioner in their use of flow. For example, Jeff, a participant in this study, stated that he had a 
personal interest in flow and has reflected on the use of flow in his practice. If the setting he 
works in hindered his use of flow, through department goals, resources, and the TR department, 
then the individuals he works with would not be able to experience the same flow states that he 
creates. This relates back to the barrier theme where the lack of understanding from co-workers 
and the department as well as the real-life barriers can influence the ability for practitioners to 
use flow in their practice. In order to increase the use of flow theory in practice, researchers 
suggest that therapists need to be aware of the setting that they are working in including their 
policies, goals, mission and vision, and the culture of the setting (Hutchinson et al., 2002; 
Hutchinson, 2009). This awareness is needed in order to understand how the setting influences 
their practice and their ability to express themselves through their practice (Hutchinson, 2009; 
Hutchinson et al., 2002).  

The context of the self includes the therapist, the client, and the relationship between 
them. Therapists need to be aware of themselves in their practice. This includes personal and 
professional beliefs and experiences and how they influence the way they practice (Hutchinson 
et al., 2002; Hutchinson, 2009). Therapists must also be aware of the clients’ worldviews 
because therapists need to understand the role and meaning of leisure in the lives of the 
individuals they are working with (Hutchinson, 2009). When there is an understanding between 
the client and the therapist it is more likely that a therapeutic relationship will be built and there 
will be a beneficial change in the client (Hutchinson, 2009).    
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Overall, the participants in the study demonstrated what researchers are suggesting as 
ways to incorporate theory into practice. Study participants discussed how they use flow theory 
to guide their practice as well as how they incorporate flow theory into their TR department 
goals and interventions. Contrary to other research, this study also identified how these 
practitioners are including flow theory in all stages of therapeutic recreation service delivery 
process, not just to define target outcomes during the planning phase. It is important to note that 
these results cannot be generalized to include all therapeutic recreation specialists due to specific 
individual experiences, but can provide a glimpse as to how four CTRSs are incorporating flow 
theory into their practice.  

Recommendations for Future Practice  

One implication for TR practice from this study is the importance of the education of 
theories. This study demonstrates that the way practitioners interpret and understand theory 
influences how it is used in practice. Thus, supporting the importance of educating practitioners 
on flow theory so that it can be used more in practice is crucial. This study also demonstrates that 
when practitioners have a personal interest in the theory, they may be more likely to understand 
how to incorporate it into practice along with the associated outcomes for clients. 

Another implication from this study is the importance of practitioners being self-
reflective in their practice. It is necessary for practitioners to reflect on themselves, their role as 
therapists, and how they influence their practice (Hutchinson, 2009). Being a reflective 
practitioner can help the therapist understand how their beliefs influence their practice and 
advance how they use theory in practice, and in the case of this study how flow theory can be 
used in practice. If practitioners are reflective, then they can challenge the existing ideologies of 
what the profession looks like (Hutchinson et al., 2002).  

Conclusion 

This study examining how flow theory is used in TR practice helps to inform TR 
professionals and researchers on how the components of flow can be integrated into the TR 
process and specifically program facilitation. It was found that the conditions that participants 
included in their definition of flow were the conditions that are used most in their practice. It was 
also found that participants use flow through each stage of the TR service delivery process 
(APIE). They are choosing to use flow theory because it helps to divert clients from negative life 
events and leads to personal growth. Flow theory is also used as a guide for service delivery to 
ensure the services therapists are delivering are therapeutic and focused on the client. Barriers to 
using flow include a lack of understanding from colleagues, as well as logistical barriers. Some 
things that aid professionals in their inclusion of flow theory are their own knowledge and 
interest in flow, as well as the TR department they are working in. These results reflect the 
literature on the inclusion of theory in practice, but also challenge some of the ideas, such as that 
flow is not just an outcome of services but can be taken into consideration at every stage of TR 
service delivery. It was also found that in order for flow theory to be used in practice, the 
contexts of the setting, as well as the context of the self are influential. This implies that it is 
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important for practitioners to be properly educated on flow theory and how it can be used in 
practice, as well as engaging in self-reflection to understand how the practitioner uses theory in 
practice.  
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Abstract 

The Ministry of Health and Long-Term Care (MOHLTC) recently outlined new 
requirements, whereby therapeutic recreation staff are required to deliver 
exercise programs for all long-term care (LTC) residents (MOHLTC, 2013). In 
order to meet this requirement without reducing current program options, 
therapeutic recreation staff at Baycrest implemented an interdisciplinary Gentle 
Fitness Program, which incorporated personal support workers (PSWs) in the 
delivery of the Gentle Fitness Program in the LTC facility. Three months after 
the program commenced, an evaluation was conducted to assess whether any 
culture changes had resulted in the units receiving the program. A qualitative 
research study was conducted involving interviews with residents and PSWs 
participating in the Gentle Fitness Program. Demographic information for both 
groups regarding mean age, mean years of education, number of languages 
spoken, and primary language was gathered. A thematic content analysis was 
then conducted on the transcribed interviews. Four main themes were identified: 
(1) the positive impact of the Gentle Fitness Program; (2) barriers perceived in 
PSW delivery of the Gentle Fitness Program; (3) culture change associated with 
the Gentle Fitness Program; and (4) government impact on fitness in LTC. 
Overall, the findings showed that following implementation of the Gentle 
Fitness Program, there was a greater sense of community and respect between 
the residents and PSWs, as the PSWs were not viewed exclusively in an assistive 
role for activities of daily living. Both groups expressed great appreciation for 
therapeutic recreation services and demonstrated understanding that program 
changes were a direct result of government mandates. 
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An Interdisciplinary Team Approach to Fitness in Long-Term Care 
Introduction 

In August 2013, the Ministry of Health and Long-Term Care (MOHLTC) implemented 
new legislation with regards to a decrease in the delivery of physiotherapy services in long-term 
care (LTC). This would result in the potential elimination of existing physiotherapy-run exercise 
programs offered in the LTC facility at Baycrest. The MOHLTC (2013) further outlined new 
requirements, whereby recreation teams are required to deliver exercise programs a minimum of 
three times per week for all LTC residents.   

In seeking potential solutions to avoid program disruption, a review of the current 
literature was conducted examining the feasibility of supporting an interdisciplinary team 
approach in delivering activities to LTC residents (Buettner & Ferrario, 1998; Buettner, 2009). 
The existing literature, though not specific to therapeutic recreation nor other allied health 
professions, did suggest that when an interdisciplinary team delivered various smaller, home-like 
(neighbourhood) programming in a LTC facility, team members experienced positive culture 
changes. The literature recognized that multi-disciplinary staff and residents held similar values 
(e.g., care, trust, belonging), and shared a vision for active engagement for the older adults in the 
home (Buettner, 2009).  

In particular, the literature revealed four main pillars of culture change achieved through 
an interdisciplinary approach (Buettner, 2009). These four pillars included: (a) the development 
of a sense of community among the interdisciplinary team and program participants; (b) the 
recognition that staff are not limited exclusively to one role; (c) an expansion of staff 
understanding of each other’s roles; and (d) the sharing of a common goal of improving 
participants’ quality of life allows for active participation and movement in a home-like setting. 
Given the challenges posed by the MOHLTC legislation and the positive culture changes in 
using a multi-disciplinary approach, an inter-professional Gentle Fitness exercise program was 
developed at Baycrest.  

Baycrest is an academic health sciences centre that offers a wide continuum of 
healthcare, wellness and prevention programs and services, including a hospital, LTC home, 
residential and community-based programs, and outpatient medical clinics, all of which serve 
approximately 2,500 older adults per day. Prior to the legislation changes, fitness programming 
in the LTC facility at Baycrest included a recreation therapist facilitating a program called Balls, 
Bands and Balance once per week for 25-30 participants. In addition, a physiotherapy assistant 
(PTA) facilitated group exercise programs in the three resident neighbourhoods three times per 
week. However, with the MOHLTC legislation put into effect, funds were no longer available to 
support the PTA in fitness activities. As a result, an inter-professional exercise program was 
developed in the Baycrest LTC facility to maintain levels of service while also complying with 
the ministry mandate of offering three weekly fitness sessions to all residents.  

The new initiative involved therapeutic recreation staff training personal support workers 
(PSWs) to offer an exercise program called the Gentle Fitness Program to all residents on the 
floor. The Gentle Fitness Program involves residents completing a passive, seated exercise 
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routine in a controlled manner, emphasizing range of motion, balance, and dexterity. The 
decision to work with the PSWs was based on their existing relationship with the residents. 
Rapport had already been established between the residents and PSWs as the PSWs assisted with 
or performed activities of daily living (ADLs) with many of the residents. Implementation of the 
proposed program began once the therapeutic recreation staff received approval from 
management. The program design included one day shift and one evening shift of PSWs offering 
the Gentle Fitness Program two times per week. Therapeutic recreation staff ensured that PSWs 
were given an opportunity to provide input into the implementation of the program (e.g., 
program timing). Once this feedback was received, the curriculum was developed for the Gentle 
Fitness Program by selecting exercises for the program and creating program documentation 
(e.g., an information binder containing attendance sheets and a comment section). Three one-
hour training sessions, facilitated by the therapeutic recreation staff, were conducted over the 
course of several weeks, whereby PSWs were trained to offer the exercises and implement the 
fitness program. In delivering the training sessions to the PSWs, the therapeutic recreation staff 
drew upon previous training from workshops and conferences, as well as their extensive 
experience in providing the Gentle Fitness Program to residents. Furthermore, all training 
materials and the exercise curriculum were reviewed by a Baycrest physiotherapist prior to 
training implementation to ensure that all included exercises were appropriate. 

After training was complete, the PSWs began leading the Gentle Fitness Program, while 
therapeutic recreation staff provided key oversight of the program (e.g., making rounds in each 
neighbourhood 30 minutes prior to program onset, ensuring proper implementation of the 
exercises). The therapeutic recreation staff also provided support to the PSWs by encouraging 
and escorting residents to the program area. Once the program was implemented, a qualitative 
research study was conducted to examine whether any culture changes were associated with the 
Gentle Fitness Program.   

Methods 

The study protocol was approved by the Baycrest Research Ethics Board.  

Participant Recruitment 

 Residents and PSWs were recruited for the evaluation study from the Baycrest Apotex 
Centre, a LTC facility with 472 beds. The unit on which this study took place is composed of 
three neighbourhoods, each of which contains between 22 – 28 residents for a maximum 
residential group of 78 individuals. In this unit, there are 12 PSWs per day shift and 6 PSWs on 
the afternoon shift for a maximum of 18 PSWs employed in the unit.  

Inclusion and exclusion criteria were established to ensure continuity throughout the 
study and are explained in detail in Appendix A. Participation in the study was entirely 
voluntary. Therapeutic recreation staff introduced and provided a description of the research 
study during a number of resident therapeutic recreation programs as well as during PSW staff 
meetings (see Appendix B for the information sheet provided to all participants prior to soliciting 
informed consent).  If residents or PSWs were eligible and interested in being a part of the study, 
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they were given the opportunity to provide informed consent in a private setting. During the 
informed consent meeting, an independent research team member reviewed the research 
protocol, answered any questions, and solicited informed consent from the participants. 
Participants were not offered compensation for their involvement in this study.  

Study Participants  

A total of 30 participants were included in the study. The study participants are 
characterized in Table 1.  

Table 1: Participant Demographics 

Variable PSWs Residents 
Number of participants 10 (3 males; 7 females) 20 (5 males; 15 females) 
Mean age (years) ± Standard 
deviation (years); Range 

47.1 ± 7.5 years 
(35-57 years) 

88.3 ± 8.6 years 
(65-102 years) 

Mean years of education 
(years) ± Standard deviation 
(years); Range 

13.5 ± 1.4 years 
(12 -16 years) 

11.8± 4.1 years 
(4-20 years) 

Number of languages spoken 
± Standard deviation; Range 

1.7 ± 0.5 
(1-2 languages) 

2.45 ± 1.1 
(1-5 languages) 

Primary language 6 English 
3 Tagalog 
1 Spanish 

17 English 
2 Romanian 
1 Hungarian 

 

Study Procedures 

The study was conducted with the assistance of the research support and services hub at 
Baycrest, the Kunin-Lunenfeld Applied & Evaluative Research Unit (KLAERU). The study was 
designed as a qualitative research project involving one-on-one, 20-minute semi-structured 
interviews with residents and PSWs engaged in the Gentle Fitness Program, all of whom 
provided informed consent. The interview questions for residents and PSWs are detailed in 
Appendix C. All interviews were conducted by an independent research assistant/student who 
was not involved in the direct circle of care of the resident participants nor in the supervision of 
the PSW participants. This ensured that potential participants did not feel any undue coercion to 
participate in the study. All interviews were audio recorded for transcription and data analysis 
purposes.  

Following the interviews, all participants were asked to fill out a brief questionnaire 
soliciting demographic information (see Appendix D). Additionally, PSWs were asked to 
indicate anonymously via paper questionnaire “how [their] understanding of recreation therapy 
changed through [their] participation in the Gentle Fitness Program” (see Appendix E). This 
question was used to provide additional insight into the PSWs’ understanding of the therapeutic 
recreation programs on the Apotex Centre unit in question.  
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Data Analysis 

All data were given to an independent research team member to be de-identified and all 
interview data were transcribed. Interview transcripts were reviewed by the therapeutic 
recreation staff as well as the research support team and a content analysis was completed, 
identifying common themes and threads. The analysis objective was to explore any culture 
changes observed following implementation of the Gentle Fitness Program. 

Findings 

Four common themes emerged from the analysis of the interview transcripts: (1) the 
positive impact of the Gentle Fitness Program; (2) barriers perceived in PSW delivery of the 
Gentle Fitness Program; (3) culture change associated with the Gentle Fitness Program; and (4) 
government impact on fitness in LTC.  

Theme 1: Positive Impact of the Gentle Fitness Program 

Both residents and PSWs expressed an emerging positive impact of the Gentle Fitness 
Program.  

PSWs. The PSWs expressed a sense of increased self-fulfillment when engaged in the 
Gentle Fitness Program.  

• “We have good and fun experiences every day when they have them exercise and 
I can see the residents are happy about that, that we are doing that for them” 
(PSW04). 

• “Well they are always looking forward to coming and when I see the smiles on 
their face and when they say thank you – well, we have done something good” 
(PSW05).  

• “I feel like what I am doing is worthwhile, you know, it’s not wasting my time” 
(PSW05).  

The PSWs also noted greater self-reward through their participation in the program as 
they felt a community developed among themselves and the residents. After a period of time, the 
PSWs observed that the residents gathered for the Gentle Fitness Program without being 
prompted.  

• “You know like especially all the joy and when we do the exercise it seems to be 
they look forward to it like Bingo that’s happening every Tuesday right? So, they 
look forward to it” (PSW08).  

• “They’re happy. They’re more closer to us. They don’t want to miss it.” (PSW09)  
• “I think it’s in a positive way, gives us a sense of togetherness.” (PSW01) 

Residents. Similarly, the residents expressed feelings of increased enjoyment, self-
fulfillment, and self-esteem through their engagement in the Gentle Fitness Program.  

• “ I would love to have it even twice a day” (Resident02). 
• “The exercise is very good for the people” (Resident20). 

The residents also commented on the community that developed among the residents 
during the program. 	   

• “We’re like a family because we don’t have somebody else.” (Resident16) 
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• “I think I give closeness to other people.” (Resident16) 
Additionally, residents noted that they achieved an increased range of motion after doing 

the Gentle Fitness Program.  
• “Now, I’m doing it on my own. I’m brushing my own teeth, washing my own 

face” (Resident02). 
• “Yeah, I feel it; I’m starting to walk a little bit better” (Resident12). 

Theme 2: Barriers Perceived in PSW Delivery of the Gentle Fitness Program  

PSWs. The PSWs identified a number of barriers in the delivery of the program. They 
verbalized that some residents felt the PSWs were not appropriately trained for the program and 
that the delivery of the program was not within their scope of practice.  

• “To tell you the truth they're not really interested with us. They're like, ‘No, 
you're kidding. You're not professional’. You know what I mean?” (PSW11). 

 The PSWs expressed concerns about managing their time assisting in the Gentle Fitness 
Program with all of their other responsibilities.  

• “...sometimes I’m busy so we have to rush at times to get it done and it’s a 
relaxing time ‘cause you know you, you’re occupied with something different so it 
helps. I look forward to it when I have the time” (PSW02). 

Nevertheless, several PSWs felt motivated to provide the Gentle Fitness Program as they saw 
the benefits for the residents. The PSWs expressed that the integration of the Gentle Fitness 
Program into their routine was positive. 

• “...so we know that so we have to manage the time and how we give care to the 
residents. So that scenario is a routine already. Routine.  And then because my 
goal and our goal, the team goal is to give them a better living here and part of 
that is giving them an exercise which will help to, to help them for the walking, 
standing, stretching” (PSW04). 

Some of the PWSs also noted that the therapeutic recreation staff provided a more 
professional program due to their education, training, and experience, and therefore stated that 
the therapeutic recreation staff should be facilitating the program.  

• “It depends, some of them [the residents] like it, they enjoy it. But some think it's 
recreation staff should be… more professional people should be doing so they 
don't come” (PSW10). 

Residents. Residents expressed that the PSWs provided motivation for them to 
participate in the Gentle Fitness Program and that it was a “good fit” for residents’ ADL.  

• “Well, they try to keep us going, keep us busy, and try to do whatever we can” 
(Resident03). 

• “Sometimes when the girls come in and take me, they would say ‘Come on, it’s 
exercise class. Let’s go.” (Resident07). 

The residents appreciated the efforts of the PSWs but noted that there was a lack of 
professionalism presented by the PSWs during the program as well as inconsistencies in their 
delivery.  

• “Not that they are mean or anything, but they do things differently and sometimes 
it aggravates me, cause I know how the other one did it and I was very happy with 
it, but everybody has different…ways of doing things” (Resident10). 
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• “and the teacher…really doesn’t have the experience in working with seven or 
eight people at the same time” (Resident21). 

• “I like it. I need, can I say a name? [Recreation staff] I wish were here more 
often. The exercise is better.” (Resident16) 

Similar to the PSWs, the residents indicated that the therapeutic recreation staff presented 
a more professional program when compared with the PSWs.  

• “I like it. I need, can I say a name? [recreation staff] I wish were here more 
often. The exercise is better” (Resident16). 

Residents also noted that the PSWs’ participation added responsibility to their already 
busy daily routine. 

• “And they’re not trained, really trained in this field, and it’s putting another 
burden on them because they are so busy that they have enough to do I feel” 
(Resident17). 

Theme 3: Culture Change Associated with the Gentle Fitness Program  

Culture change (Buettner, 2009), including the development of a community, recognition 
and understanding of expanded roles, and sharing of common goals, was examined and 
identified among PSWs and residents.	   

PSWs. When asked about their perception of their role following engagement in the 
Gentle Fitness Program, the PSWs reflected that the program allowed them to engage with the 
residents in a positive way. 

• “So I can see the involvement of them and how they excited and they want to join 
this” (PSW04). 

The PSWs commented on how it was beneficial to interact with the residents within the 
role of leading the Gentle Fitness Program.   

• “Well it makes you, it helps you to, well, you’re more interactive with them so 
maybe it helps. You get to see another side of them, they get to see another side of 
you” (PSW02). 

The PSWs reported feelings of enjoyment while conducting the program.   
• “Well I, they’re happy, alright they look forward every Tuesday for this event. 

And, yup that always, and I think they’re getting benefits from it” (PSW08). 
Residents. Many residents described a positive engagement between themselves and the 

PSWs during the Gentle Fitness Program.  
• “…it seems like I know them better” (Resident09). 
• “It was nice, something I looked forward to doing” (Resident02). 

Other residents reflected that there was no change in culture on their unit and that this 
type of program was no different from what was previously offered.  

• “I don’t know if we are closer, we always close here. We’re like a family because 
we don’t have somebody else. It’s…we’re close. In our area, we’re very close to 
each other” (Resident16).  

Nevertheless, there was a sense of appreciation shared by some residents who 
complimented the PSWs’ efforts to remind them of the programs and bring them together to 
participate in the program.  
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• “They’re more human” (Resident09). 
• “For the most part, they are all very good. Okay. There are a few exceptions, but 

nothing serious” (Resident01). 

Theme 4: Government Impact on Fitness in Long-Term Care  

PSWs. Government impact was a recurring theme mentioned by the PSWs, where it was 
indicated that the Gentle Fitness Program was a direct result of government cuts to funding. 
PSWs perceived the impact as both positive and negative. PSWs felt that they had reduced time 
allotted for assisting with activities of daily living.  

• “Because this is another job that you know we have to, we’re not doing this 
before, so we have to manage of my time, our time, to give them the time that they 
need like for the exercise. So that was, we had to, time management our job, 
everything, from morning to on” (PSW04). 

There was an overall feeling of a lack of control as there was little discussion with the 
government when the changes were implemented.  

• “Well, you know especially us we are very busy right, so even we are busy we’re 
still doing because they told us to do it. So it's like mandatory” (PSW11). 

Residents. Residents expressed frustration relating to the direction the government was 
taking in deciding to reduce physiotherapy for LTC homes. Residents expressed a lack of control 
regarding the changes.  

• “Well, I don’t know the kind of view I can have because obviously the government 
has made up their minds that that’s the way they want” (Resident14). 

They were not asked for their opinion nor was there discussion about the ministry 
changes being implemented.  

• “So…nobody asked me if I liked it or didn’t like it. But, it’s not in their 
curriculum and I don’t think it’s fair for the government to have cut that service 
out” (Resident17).  

• “It’s too bad the government changed it, to shorten it” (Resident14).  
Discussion 

Physical and social engagement among older adults in a LTC home is important. Both 
PSWs and residents participating in this study recognized the physical benefits of the Gentle 
Fitness Program. They noted that residents who participated in the Gentle Fitness Program 
demonstrated increased independence in performing ADLs, including an improved ability to 
brush their hair and teeth, button up their clothes, and stand for a brief time to allow appropriate 
dressing to occur. Further, the findings reveal that the Gentle Fitness Program-associated 
improvements in ADLs had a positive impact on residents’ social engagement. Both PSWs and 
residents observed improvements in residents’ self-esteem, self-confidence, and self-worth, 
which suggest a possible relationship between physical and mental health resulting in improved 
quality of life.  

The findings also reveal areas that may hinder successful interdisciplinary delivery of a 
Gentle Fitness Program in a LTC facility. PSWs reported limitations in training and expertise, 
which were viewed as a lack of professionalism and resulted in a lack of respect from the 
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residents during the program. This suggests that the planning of an interdisciplinary approach to 
the Gentle Fitness Program requires a deeper assessment of potential hurdles during the 
planning phases. For instance, changes in client needs, including the degree of frailty, new 
admissions and emergencies, may divert PSWs’ commitment to the Gentle Fitness Program, as 
they must prioritize care over recreational programming. As such, the Gentle Fitness Program 
may be adapted to better accommodate staff schedules by including a minimum of three PSWs 
per session, instead of the two described in the current study.  

A key finding in the present study related to the culture changes reported by the 
participants after engaging in the Gentle Fitness Program. In particular, culture changes were 
related to changes in participants’ perception of provider roles in LTC and the development of a 
sense of community among staff and program participants. In the literature, there is recognition 
that when staff in a health care environment are not limited to one role, the perception of their 
job is expanded to allow a better understanding by others (Buettner & Ferrario, 1998; Buettner, 
2009). Consistent with this literature, residents in this study reported that participation in the 
Gentle Fitness Program contributed to the respect they developed for the PSWs and the work 
they do. This better understanding of roles was also noted for therapeutic recreation staff, where 
both residents and PSWs expressed a greater appreciation for therapeutic recreation staff roles 
and functions as a result of participating in the Gentle Fitness Program. Additionally, findings 
are consistent with other interdisciplinary team studies in LTC facilities, where this particular 
manner of program delivery invoked a sense of community among participants (Buettner, 2009). 
Residents and PSWs reported a shared value for active engagement in the Gentle Fitness 
Program. Among PSWs, this was demonstrated by an increase in their comfort and investment 
in leading the Gentle Fitness Programs - some staff even went so far as to personalize the 
program by incorporating music and dancing exercises.  

The findings indicate the negative impact government changes in legislation had among 
residents and staff in LTC. Both PSWs and residents expressed feeling a lack of control and 
frustration towards policymakers for not engaging immediate stakeholders. While these attitudes 
were expected, findings from this study also identify the importance of appropriately 
communicating how the facility’s upper management staff had advocated for residents. By 
appropriately addressing residents’ concerns and assuring them that their needs are not being 
overlooked by upper management, less conflict may occur.  

Moving forward, the findings of this study gave research staff a better appreciation of the 
limitations of the residents and the challenges faced by the PSWs. For example, a number of 
residents did not understand some of the terminology (e.g., PSWs) in the interview questions, 
resulting in questions having to be repeated.  This may have been the result of the researchers’ 
use of overly complicated language in the questions or a fundamental misunderstanding on the 
part of the residents.  

PSWs were eager to be a part of the Gentle Fitness Program but realized that workload 
and time management issues interfered with the facilitation of the program. Training provided to 
the PSWs was appropriate initially but as the program progressed, the skill level of the PSWs 
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providing the program decreased. The residents felt the program was not at a professional 
standard. In the future, the authors may re-evaluate the role of PSWs in fitness programming and 
investigate whether it would be more appropriate for PSWs to support therapeutic recreation 
staff who would facilitate a more professional Gentle Fitness Program. PSWs could escort 
residents to and from the program area, remain seated with residents during the program, 
physically assist residents in performing the exercises, mirror therapeutic recreation staff 
movements during the program, and verbally encourage residents during the Gentle Fitness 
Program. 

Implications for Therapeutic Recreation Practice 

The study findings hold significant implications for therapeutic recreation practice. 
Within the environment of a LTC facility, it is imperative that therapeutic recreation staff utilize 
the core values as outlined in the Standards of Practice for Therapeutic Recreation: (1) a 
continuum of care approach; (2) a team approach for therapeutic recreation service delivery; (3) 
an evidence-based approach to maintaining and/or improving therapeutic recreation services; and 
(4) involvement of the community and residents in therapeutic recreation program delivery 
(Therapeutic Recreation Ontario, 2004).  

As a result of the Gentle Fitness Program, the therapeutic recreation team in the Apotex 
unit was strengthened by utilizing the interdisciplinary team approach. For example, PSWs 
increasingly approached therapeutic recreation staff for recreation strategies in managing 
difficult clients, mirrored therapeutic recreation staff in communication and engagement 
practices with residents, participated in therapeutic recreation programs beyond the Gentle 
Fitness Program, and reinforced residents’ participation in therapeutic recreation programs 
during ADLs. This is all evidence of a continuum of care approach and greater understanding, 
respect, and sensitivity that developed between the therapeutic recreation staff and PSWs with 
respect to each other’s roles, responsibilities, and workload. Further education of and curriculum 
development with the PSWs can enhance the experience for residents as well as validate a team 
approach to the delivery of the Gentle Fitness Program.   

The study findings also indicate the need for accountability within the Gentle Fitness 
Program using an evidence-based approach and through evaluations of both the client needs and 
the PSWs’ ability. Therapeutic recreation professionals need to continually evaluate the process, 
program, and clients’ goals. Moreover, therapeutic recreation practices must evolve in order to 
respond to changing client needs. This is not an easy task for the future but, if implemented, this 
would enhance the profile, relevance, and impact of therapeutic recreation amongst staff, clients, 
and the organization. It is clear that, as a profession, therapeutic recreation needs to “collaborate 
with the clients and support networks during program development” (Therapeutic Recreation 
Ontario, 2004, p.10). Only by increasing awareness of the role of therapeutic recreation among 
clients and within the hospital community and by implementing continuing education for staff 
(e.g., training of PSWs), will therapeutic recreation be recognized as important within LTC 
settings.   
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Overall, the study findings suggest that Gentle Fitness Program participants had a greater 
appreciation of therapeutic recreation as a profession and recognized the importance of the 
profession in the goal setting and delivery of programs, like the Gentle Fitness Program. The 
findings also indicate that a sense of community was established between the PSW staff, 
residents, and therapeutic recreation staff as they all formed a smaller, cohesive social unit within 
the greater Apotex Centre context, and demonstrated strong ownership and interest in the 
common goal of exercise. All parties had an expanded understanding of therapeutic recreation 
and its core value of increased group socialization.  

Future Directions 

The current study indicates that future research could include (but not limited to): (1) 
additional investigation of changes in how PSWs perceive their clients after engaging them in the 
Gentle Fitness Program; (2) translating the research protocol and our findings to other LTC 
settings; and (3) examining outcome measures of resident fitness and ADL capacity before and 
after program implementation to assess whether there have been any improvements. 

Future directions for therapeutic recreation practice include using the Gentle Fitness 
Program as a model for: (1) designing future therapeutic recreation programming that targets 
specifically fall prevention (as a functional capability), which is of great concern for seniors; (2) 
including PSWs and other support staff in future therapeutic recreation programs in order to 
enhance their perception and appreciation of therapeutic recreation core values and their benefits 
for residents; and (3) using a small group model of engagement in future therapeutic recreation 
programs to promote participation in previously non-engaged residents, thereby increasing their 
leisure lifestyle. 
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Appendix A: Participant Inclusion & Exclusion Criteria   
 

Inclusion Criteria Exclusion Criteria 
PSWs and residents from the Apotex Centre • Approval from the attending physician was not 

given to the resident to participate in the Gentle 
Fitness Program 

PSWs and residents must have been 
involved/participated in the Gentle Fitness 
Program at least 3 times in the previous month 
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Appendix B: Information Sheet 

 
This qualitative research study will evaluate an interdisciplinary approach to delivering gentle 
fitness in the Apotex Centre.  
Background  

In August 2013, the Ministry of Health and Long Term Care mandated the delivery of 
exercise programs a minimum of 3 times per week for all residents in long term care. 

To meet this requirement without reducing current program options, therapeutic 
recreation staff trained Personal Support Workers (PSWs) to deliver Gentle Fitness Programs to 
residents in the Apotex Centre at Baycrest under their supervision and oversight.  
Purpose 

We are interested in getting your feedback on your experience with this collaborative 
Gentle Fitness Program to help us better understand and improve it. 
Eligibility 

• Residents of Baycrest, Apotex Centre 
• Have approval from your attending physician to participate in the Gentle Fitness, 

Bands, Balls & Balance Exercise Program (Gentle Fitness Program) 
• Have participated in at least 3 PSW-led Gentle Fitness Programs in the past month 

Commitment 
• Participate in one 20-minute one-on-one interview 
• Complete a brief questionnaire following the interview 

When 
• By appointment; from [insert date] to [insert date] 

Where 
• Room TBD, Baycrest 

 
Lead investigator: Mara Swartz, Recreation Therapist 
Co-investigator: Kelly Rose, Recreationist  
Contact: Rosalind Sham, Research Assistant 
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Appendix C:  PSW and Resident Interview Questions  
 

PSWs Residents  
1. In your opinion, how have residents been 
impacted by involving the PSWs in the small 
group Gentle Fitness Program? 

1. How has your perception of the PSWs 
changed since they began engaging you in the 
Gentle Fitness Program? 

2. How has your perception of your role as a 
PSW changed after engaging in the Gentle 
Fitness Program? 

2. In your opinion, how have you been 
impacted by the involvement of the PSWs in 
the Gentle Fitness Program on your pod? 

3. Describe your relationship with your 
residents after engaging them in the Gentle 
Fitness Program. 

3. Describe your relationship with the PSWs 
after engaging with them in the Gentle Fitness 
Program on your pod. 

 
  



TRPR Journal of TRO 114 

Appendix D:  PSW and Resident Demographic Questionnaire 
 

A Qualitative Study of an Interdisciplinary Team Approach to Fitness in Long Term Care 
- Questionnaire (PSWs) 

Date: _____________ 

Study ID: ______________________________ 

Date of Birth:  ___________________     Age: ____  Gender: ____ 

Years of Education:  ____Highest Level of Education: ___________ 

Primary Language Spoken: ____________ Number of Languages Spoken: ____________ 

How long have you worked on Apotex 2 (months, years)? ____ 

How long have you been involved in the Gentle Fitness Programs (months, years)? ____ 
 

A Qualitative Study of an Interdisciplinary Team Approach to Fitness in Long Term Care 
- Questionnaire (Residents) 

 

Date: _____________ 

Study ID: ______________________________ 

Date of Birth:  ___________________     Age: ____  Gender: ____ 

Years of Education:  ____Highest Level of Education: ___________ 

Primary Language Spoken: ____________ Number of Languages Spoken: ____________ 

How long have you been a resident of Apotex 2 (months, years)? ____ 

How long have you participated in the PSW-led Gentle Fitness Programs (months, years)? ____ 

  



Swartz and Rose 
 
115 

Appendix E:  PSW Survey 
A Qualitative Study of an Interdisciplinary Team Approach to Fitness in Long Term Care 

- Questionnaire (PSWs) 
The question below is a survey question to be completed anonymously. Please detach it at the 
dotted line. Once filled out, we ask that you submit your response in the labeled envelope by the 
Therapeutic Recreation office.  
 
 
How has your understanding of Recreation Therapy changed through your participation in the 
Gentle Fitness Program? 

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
__________________________________________________________________________ 

THANK YOU FOR YOUR TIME AND COMMENTS. 
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