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Leisure education seems to be an important step for older adults who have difficulty adjusting
psychologically after a stroke. A randomized clinical trial design tested this hypothesis. The
participants were assigned to two groups, an experimental leisure educational group and a
placebo "friendly visit" group, and received 10 individual sessions at home after discharge from
rehabilitation. Baseline assessments were carried out upon admission to the study and upon
discharge (i.e., first session at home, and the second assessment 10 weeks later). The participants
receiving the home leisure educational program performed significantly better on physical and
total quality of life measures than the placebo participants.

KEY WORDS: Leisure Educational Program, Older Adults Who Have Had a Stroke, Quality
of Life, Depression, Home Rehabilitation

Kareen Nour is a research assistant at the Centre de recherche en gerontologie sociale,
Institut universitaire de gerontologie sociale du Quebec, 4348 St-Michel, 4, Montreal, QC,
Canada, H1Y 3J7. Johanne Desrosiers is an associate professor at the Departement des
sciences de la sante communautaire, Faculte de medecine, Universite de Sherbrooke and
researcher at the Centre de recherche en gerontologie et geriatrie, Institut universitaire de
geriatrie de Sherbrooke. Pierre Gauthier is a full professor at the Faculte d'education
physique et sportive, Universite de Sherbrooke. Helene Carbonneau is a recreologist and a
clinical researcher at the Institut universitaire de geriatrie de Sherbrooke.

Address all correspondence to the first author. This research was done as a master's thesis in gerontology
and was partially supported by a grant from the Centre de recherche en gerontologie et geriatrie, Institut
universitaire de geriatrie de Sherbrooke.

48 Therapeutic Recreation Journal



Stroke is one of the most important causes
of long-term disability and the incidence in-
creases with age (U.S. Department of Health
and Human Service, 1995). Almost 5% of the
older population aged 60 and over have had a
stroke that can be manifested as impairment
(neurological deficits), disability (loss of abil-
ity to carry out a task), and handicap (restric-
tions in activities of daily living and social
roles). All these deficits have a considerable
influence on their lives (Statistics Canada,
1997).

Normally, individuals build their live
around three main spheres: work and family,
leisure, and self-care/activities of daily living
(ADL) (Canadian Association of Occupational
Therapists, 1997). When they retire, the time
allotted to the work dimension drops substan-
tially and more time is therefore available for
leisure activities. Unfortunately, a stroke may
influence the quality and quantity of these
activities. Indeed, a stroke may lead to important
consequences that affect physical, functional,
social, and psychological health (Pedretti, 1990).
These impairments and disabilities may require
intensive rehabilitation interventions in order
to prevent the development of a handicap.

Although many older adults who have had
a stroke recuperate successfully during then-
physical and functional rehabilitation, a large
number are not psychologically well adjusted
when they return home. In fact, the inability to
perform integrated life activities, such as lei-
sure and social activities, appears to be more
closely linked to poor psychosocial outcomes
such as depression and poor quality of life,
than do difficulties in performing basic ADLs
(Drummond & Walker, 1995).

One of the most notable social effects of a
stroke is the reduction of participation in and
satisfaction with leisure activities. Holbrook
and Silkbeck (1983) found that among 122
post-stroke patients, 75% considerably re-
duced most of the leisure activities they had
done before the stroke and never resumed
them later. Frequently for older adults who
have had a stroke, "active" pursuits such as
walking and swimming are considerably re-

duced and, conversely, "passive" activities
like daydreaming, sitting, and watching tele-
vision come the most popular ones (Drum-
mond, 1990). The decline in participation in
active, outside leisure activities seems to be
the result of perceived physical and psycho-
logical barriers, which range from being afraid
to go out of the house to difficulties using
public transport (Caldwell, 1989; Parker,
Gladman, & Drummond, 1997).

A reduction in the quality of life represents
another main psychosocial consequence of a
stroke. Neimi, Laaksone, Kotila, and Waltimo
(1988) found that 83% of participants in this
study who had a stroke mentioned that they
never regained the quality of life they had
before the stroke. A more recent study re-
vealed that, one to two years post-stroke, 75%
of stroke survivors were experiencing an im-
portant quality of life reduction (Looth, 1998).
Another study demonstrated that around 25%
of post-stroke individuals (one to three years
later) reported having a poor quality of life
(Rosemarie, 1996). Even worse, 83% of the
patients who had a moderate or major stroke
reported that quality of life was worse than or
equal to death (Gage, 1996).

In addition, the level of depression among
older adults after a stroke is quite high. The
presence of impairment and disability leads to
a crisis in the individual's life and may create
important psychological difficulties (Streger,
1976). Wolfe and Kelly-Hage (1990) found
that 6-months post-stroke, between 25% and
60% of older adults experience from depres-
sion, which is double the incidence found in
the general older population. Post-stroke de-
pression may lead to longer hospitalization
(Schultz, 1997), considerable stress on the pa-
tient's social network (Kotila, Numminen,
Waltimo, & Kaste, 1998) and if not resolved,
may increase with time (Wilkinson et al.,
1996).

Researchers have established links between
quality of life, depression, and leisure activi-
ties for people who had a stroke. Bond, Clark,
Smith, and Harris (1995) found a strong rela-
tionship between quality of life and leisure,
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suggesting that leisure satisfaction and partic-
ipation represent an indicator of psychological
well-being for community-dwelling individu-
als aged 70 and over. Moreover, the level of
depression was found to be linked to depen-
dence on others to carry out activities (daily,
social, or leisure) and a lack of outside social
contact (Astrom, Adolfsson, & Asplund,
1993). In agreement with these results, Hol-
brook and Silkbeck (1983) found that some
adults who had a stroke no longer experienced
from depression 6 months post-stroke because
they had accepted the impairment and re-es-
tablished their daily, leisure, and social activ-
ities. After a stroke, participation in social,
leisure, and physical activities often become
the focus of their lives. These activities are
positively related to higher levels of health,
self-esteem, and quality of life (Neimi et al.,
1988; Raghed & Griffith, 1982).

These results demonstrate the importance
of leisure educational programs for people
who have had a stroke. Leisure educational
programs are important because they guide the
individual toward the development and acqui-
sition of diverse abilities, attitudes, and knowl-
edge about leisure (Dattilo & Murphy, 1991;
McDowell, 1976). These programs promote
the development of self-awareness, the clari-
fication of values, an understanding of feelings
and beliefs, and the learning of behaviors that
are essential to a high quality of life (Munson,
1986). With leisure education, both autono-
mous practice of activities and social contacts
are re-established, leading to an increase in
leisure satisfaction and participation (Bullock
& Howe, 1991). Leisure educational programs
are used in rehabilitation centres to enhance
the overall physical and psychological well-
being of patients. Some of these programs
have been evaluated with different populations
and contexts, and displayed positive results:
increased self-esteem (Berger, 1992), leisure
participation (Caldwell, 1989), life satisfaction
and leisure competence (Searle, 1995).

Recent Canadian health reforms have re-
sulted in particular changes regarding the
funds allocated to services and care offered to

the institutionalized or hospitalized popula-
tion. The internal observations of practitioners
and researchers from health establishments in
Quebec strongly illustrate that various psy-
chosocial rehabilitation programs have been
cut, including leisure education. The result of
these cuts is that individuals may return home
before they are psychologically ready to do so.
As such, they may lack personal knowledge
about resources and methods that could
help restore the level of social and leisure
activities.

In this context, in-home leisure educational
programs present an interesting alternative re-
sponse to the leisure rehabilitation needs of
people who have had a stroke. However, little
information is available on the impact of these
programs. Only two studies were found, and
the first was not specifically carried out with
this population. Bullock and Howe (1991)
evaluated the impact of a "community reinte-
gration program" on five older adults recently
discharged from the hospital. In spite of the
small number of participants, the qualitative
analyses illustrated the importance of the pro-
gram. The authors reported an increase in
quality of life and the development of positive
motivational attitudes into personal practice of
activities and involvement in life. Neverthe-
less, this study was done with few participants
and without a control group, which decreases
the generalizability of the conclusions that
emerged. Drummond and Walker (1995,
1996) carried out a quantitative study. They
measured the impact of a home leisure educa-
tional program with a population of older
adults who had had a stroke. Participants were
randomly assigned to one of the three groups:
(a) an experimental group receiving the leisure
educational program; (b) an experimental
group receiving occupational therapy sessions
including practice of activities of daily living,
such as transfers, washing and dressing, and
appropriate perceptual re-education; and (c) a
control group without any intervention. The
two experimental groups were seen for half an
hour a weak for a period of 10 weeks, and half
an hour every two weeks for another 10 weeks.
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All groups were evaluated three times: before
the program, after the first 10 weeks, and at the
end of the 20 weeks. Results showed that
experimental participants who had received
the leisure educational program perceived
themselves to be significantly more mobile
and active in their leisure and having more
energy twice as much than the other groups.
Their leisure participation was also higher.
However, their level of depression was not
statistically different from the other groups
either after the first 10 weeks or at the end of
the 20 weeks.

Arising from these results, the purpose of
this study was to evaluate the impact of a
different home leisure educational program on
the depression and quality of life of older
adults who have had strokes and had just been
discharged from an intensive functional reha-
bilitation program. This program differs from
the one of Drummond and Walker (1995) in
the following ways: the duration (an hour
versus half an hour), the frequency (every
week versus every week then every two
weeks), and the total number of visits (10
versus 15). These changes were made because
many of the community-based leisure activi-
ties mentioned (e.g., swimming class) needed
a longer visit from the leisure professional in
order to be re-learned.

Theoretical Framework for the
Leisure Educational Program
Many theories or conceptual models are

used to explain the process of rehabilitation
and reintegration to leisure, such as the Leisure
Ability Model (Stumbo & Peterson, 1998) and
the Self-determination Enjoyment Enhance-
ment Model (Dattilo, Kleiber, & Williams,
1998). The leisure educational program used
in this study is based on a theoretical frame-
work that promotes the empowerment and
self-management of individuals toward their
own optimal leisure life. Globally, the pro-
gram goal is to orient and support the individ-
ual to feel empowered in obtaining an optimal

leisure condition. This program is more than
just a transfer of knowledge from die practi-
tioner to the participant, it is a self-manage-
ment program where the participant learns to
rebuild his self-confidence in his capacities
and abilities to manage his leisure activities.
To accomplish this goal, two approaches need
to work together.

The first approach is based on the fact that
the main objective of this program is to elicit a
behavior change. It is thus essential to consider
a framework based on behavioral theories
(Ragheb & Tate, 1993) and social cognitive
theory (Bandura, 1977). Individuals' behav-
iors are reciprocally determined by the inter-
action of three perceptions: perceptions of
themselves, the behavior, and the environ-
ment. Personal perception include cognitive
and affective factors; behavioral refers to ac-
tions and reactions of an individual; and envi-
ronment involves both social and physical fac-
tors. If practitioners want to change patients'
behavior, they have to work on diese three
perceptions. Through a leisure educational
program, individuals' perceptions need to
change, i.e., perception of: (a) diemselves
(their capacity to do leisure activities, their
interests in and values about leisure, etc.) (b)
their leisure (activities and meaning, etc.), and
(c) their human and physical environment
(availability and accessibility of the resources
to do leisure activities). The changes are ac-
complished through: leisure (b) placebo group
receiving friendly visits at home. A leisure
practitioner met the participants of both groups
at their homes for one hour a week for 10
weeks. This time frame was consistent with
other home programs (Hernandez et al., 2000).
However, the literature is not consistent on
length of intervention in terms of weeks or
hours (Serale & Mahon, 1993; Dunn & Wil-
hite, 1997). In order to exclude the presence of
a counselor as being responsible for poten-
tially modifying the dependent variables, a
placebo group was preferred to a traditional
control group without any intervention.
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Participants
The study population comprised people

who had had a stroke and had finished their
active rehabilitation at (1) the intensive func-
tional rehabilitation unit, or (2) the day hospi-
tal program of the Sherbrooke Geriatric Uni-
versity Institute (SGUI) in the Province of
Quebec, Canada. To be eligible for the study,
participants had to be aged 55 or over, be
retired, live less than one hour's drive from the
SGUI and not present communication prob-
lems or any major cognitive deficit that would
make them unable to answer the question-
naires or follow the program. Their score on
the Mini-Mental State Examination specific to
their age and education determined their cog-
nitive status. Each person who met these cri-
teria and agreed to participate by signing a
consent form was included. Participants were
not informed which group they assigned to
and were only informed that they would be
visited for a social session by a trainee mas-
ter's student at home for one hour a week
for a 10 week period. Recruitment was pro-
gressive: each potential participant was met
when discharged from rehabilitation. The re-
cruitment took place over six months, from
mid-October 1998 to mid-April 1999. The
Research Ethics Committee of the SGUI ap-
proved the study.

Intervention
Experimental Group: Home
Leisure Educational Program

Almost all leisure rehabilitation interven-
tions aim to help maintain pre-stroke activi-
ties, discover new ones, find adaptation strat-
egies to do activities, modify, and diversify
interest in leisure, in order to facilitate and
resume leisure activities (Drummond, 1990).
The leisure educational program used in this
study (Carbonneau, Helie, & Ouellet, 1994)
had never been offered outside an institution,
but did not require modification since it was
appropriate for a home population. The pro-
gram encourages and supports the individual
to "self-manage" his/her leisure activities. It

begins with a leisure questionnaire—"Individ-
ual profile in leisure" (Ouellet & Carbonneau,
1998) that generates a broad picture of the
leisure activities done before the stroke, those
still pursued, and activities the client wishes to
begin. Interest, attitudes, frequency, and moti-
vation regarding leisure and perceived barriers
are also evaluated. This information gives a
general picture of which specific activities and
problems should be focused on. The question-
naire took, on average, one hour to complete
and was sensitive enough to detect perceptions
that individuals have about themselves, their
leisure, and their environment. Divided into 12
steps, the program has to be followed to reach
the final step and goal of the program: leisure
satisfaction and autonomous practice of lei-
sure. Figure 1 summarizes this home leisure
educational program that represents the inde-
pendent variable of the study. The arrows
indicate the way the program progresses. Steps
9 to 11 are included in the same box since
these issues are closely interrelated and are
often addressed together under the question
"how to do it."

The 12 steps of the program were ad-
dressed during 10 intervention sessions. This
means that in each intervention session, one
step, more than one step, or part of one step
was dealt with depending on the individual. To
make individuals progress faster in the pro-
gram, they were having homework to do be-
tween intervention session, i.e., work and re-
flection on leisure issues. The process of
developing their own solution started in the first
intervention session and continued throughout
the program until it was completely integrated.
As an example, the theme of step 8 "What can
you do instead?" was discussed during one
intervention session with the participant, solu-
tions were found and attempted. However,
before the next session, the participant had to
find other solutions and try them out in order
to find the best ones. Autonomous practice
and leisure satisfactions are learned gradually
throughout the program (so the step), were
step 12 is the confirmation of the progress
made.
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STEP 1: SELF-AWARENESS
Is leisure important for you?

STEP 2A: SELF-AWARENESS
At the present time, is your leisure
practice satisfactory?

STEP 1A: LEISURE AWARENESS
How can leisure be beneficial?

STEP 2B: SELF-AWARENESS
What place could leisure activities
take in your life?

STEP 3: SELF-AWARENESS
Which leisure activities would you like to do?

STEP 4- SELF-AWARENESS
What do these activities give you?

STEP 8: LEISURE AWARENESS
What can you do instead?

STEP 5: SELF-AWARENESS
How you did you do it?

STEP 6: SELF-AWARENESS
Can you still do it this way?

STEP 7: COMPETENCY
DEVELOPMENT

Can you do it another way?
yes

HOW TO DO IT? COMPETENCY DEVELOPMENT

STEP 9A: {SELF-A WARENESS) STEP 9B: STEP 10:
What are the barriers What are the ways to get What abilities
limiting your participation? around the perceived are required?

barriers ?

STEP 11:
What resources are
available?

STEP 12:
COMPETENCY DEVELOPMENT

AUTONOMOUS PRACTICE AND LEISURE SATISFACTION

FIGURE 1. SUMMARY OF THE LEISURE EDUCATIONAL PROGRAM. SOURCE:
CARBONNEAU (1995).

Concretely, the program can vary consid-
erably from one participant to the next. The
structure is the same for everyone, but the
intervention differs. For example, elements
making the program personalized and unique
are: (a) the starting point of the program, (b)
the support received, (c) the barriers per-
ceived, (d) the activities to be done or redone,
(e) the environment where activities will be
performed, and (f) the individual's degree of
acceptance of his/her stroke.

Placebo Group Intervention

A flexible "social" program was set up with
the placebo group. The weekly hour com-
prised friendly home visits with conversations
on different topics. Many ideas for conversa-
tion were pre-established by the leisure prac-
titioner, but they were not imposed and were
used only if a topic did not arise spontane-
ously. Often, the themes of family and social
support, care received at the hospital and news
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were discussed. Like the experimental group,
the placebo group received 10 visits.

Variables and Measures
Dependent Variables

Depression. Depression is a serious pathol-
ogy that leads to suffering, social isolation, a
high rate of suicide, and an increase in mor-
tality (Diagnostic and Statistical Manual, IV,
1994). This variable was evaluated with the
Beck Depression Inventory (Beck, Rial, &
Rickels, 1974). This self-rated questionnaire
includes 21 items describing manifestations
(e.g. disturbed sleep, suicidal ideas, weight
loss, etc.). For each item or symptom, four
different choices (rated from 0 = not de-
pressed to 3 = very depressed) are presented
to the participants who have to choose the one
that accurately expresses what he/she experi-
enced and felt during the past week. The total
score is calculated by subtracting the sum of
points from 63: a score of 50 and less on 63
suggests the presence of depressed feelings for
the elderly, whereas a score of 46 of 63 is used
for the general population (Bourque, Blan-
chard, & Vezina, 1990). Considering the type
of questions in the BDI and nature of the life
events experienced by the clientele, Bourque
et al. (1990) recommend a higher cut-off point
score to ensure that a person is not classified as
depressed when he/she is not. The reliability of
the scale has been validated for use with older
adults. The test—retest reliability and internal
consistency of the inventory are high (0.90 and
0.91, respectively). Criterion validity demon-
strated that 91% of the patients classified as
depressed by the Beck Depression Inventory
(with a score of less than 50/63 for older
adults) were also categorized as depressed by
the Research Diagnostics Criteria (RDC) (Gal-
lagher, Breckenridge, Steinmetz, & Thomp-
son, 1983).

Quality of life. The concept of quality of
life is defined in numerous ways in the litera-
ture (e.g., Bowling, 1996; Houglan Adkins,
1993), but all lead to the following definition.
Quality of life may be divided into four main

dimensions: (a) the physical dimension that is
closely linked to overall health; (b) the psy-
chological dimension related to well-being and
emotion; (c) the functional dimension associ-
ated with mobility; and (d) the social health
dimension which represents different global
interactions of the individual (De Haan, 1993;
Rosemarie, 1996). The Sickness Impact Pro-
file, a self-rated questionnaire, was the instru-
ment used to evaluate the impact of a stroke on
total quality of life (i.e., both psychological
and physical) (Bergner, Bobitt, Carter, & Gil-
son, 1981). Van Straten et al. (1997) con-
structed a short version of this scale with only
30 items, taken from the 136 of the original
scale. The short version was used in this study.
Specifically adapted for people who survive
strokes, these 30 items are divided into these
two categories and are answered by a dichot-
omous (yes or no) choice. Validity and reli-
ability studies were done with older adult par-
ticipants who had a stroke and both Cronbach's
alpha (0.85) and Spearman-Brown's alpha (0.96)
were good. Construct and concurrent validity
were also clearly established (Van Straten et
al., 1997).

Intermediate Variable: Success of
the Program

It was important to measure the success of
the leisure educational program. Non-signifi-
cant results on the dependent variables could
be attributed to the lack of success of the home
educational leisure program itself. Both com-
ponents of the success of the program, namely
leisure satisfaction and autonomous practice,
were evaluated with self-rated questionnaires.
Because the objective of the research was not
to follow the change in these variables through
the intervention but to know if the program
had achieved its goals, leisure satisfaction and
autonomous practice were only measured at
post-test.

Leisure satisfaction. The Leisure Satisfac-
tion Scale (LSS) was conceived to evaluate to
what extent personal needs are satisfied by
leisure activities (Ragheb & Griffith, 1982).
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The LSS is divided into six sub-scales of
leisure (physical, educational, social, relax-
ation, psychological, aesthetic). Each subscale
includes four items for a total of 24 items.
Each item is rated on a Likert scale from 1
(always true) to 5 (never true) for a total score
of 120. An internal consistency study indi-
cated a Cronbach's alpha of 0.93 and the
content validity of the instrument was verified
with 160 leisure professionals (Ragheb &
Griffith). A score of 60 of 120 shows moderate
leisure satisfaction.

Leisure autonomous practice. Autonomous
practice of leisure was estimated with the Lei-
sure Diagnostic Battery (LDB) that gives in-
formation on the perception of control and
independent feelings toward leisure (Ellis &
Witt, 1985). The short version of 17 items with
5 levels (0 = totally disagree; 4 = totally
agree) was used in this study and has high
internal consistency (0.94) and good discrimi-
nant validity (p < 0.01) (Ellis & Witt). A score
of 34 of 68 indicates moderate leisure auton-
omous practice. Autonomous leisure practice
was preferred to leisure participation evalua-
tion because, in a rehabilitation context, it is
essential that an intervention be able to bring
people to the point where they are capable of
resuming and autonomously pursuing activities.

Control Variables
Many variables that could have an impact

on the dependent variables were measured in
order to look at their potential impact on the
dependent variables. Functional autonomy
was evaluated with the Functional Autonomy
Measurement System (Hebert, Carrier, &
Bilodeau, 1988), associated medical condi-
tions with the Comorbidity Index (Liu, Kazu-
hisa, & Chimo, 1997), visuo-perceptual deficts
with the Motor-free Visual Perceptual Test
(MVPT) (Mercier, Hebert, & Gauthier, 1995;
Bouska & Kitwatny, 1983), hemineglect with
the Bells Test (Gauthier, 1992; Gauthier, De-
nault, & Joanette, 1989) and social support
with the Social Provisions Scale (Caron, 1996;
Cutrona & Russell, 1987). All these scales
demonstrated high validity and reliability.

Other information was collected from the par-
ticipants' medical files: (a) duration of active
rehabilitation, (b) age, and (c) living situation.
Finally, premorbid psychosocial functioning
was evaluated by one open-ended question
developed by the research team at the Sher-
brooke Geriatric University Institute, Quebec
(SGUI). A medical staff person or family
member confirmed the results.

Data Collection Procedure
Control variables were collected before

discharge from rehabilitation, mainly by a re-
search occupational therapist. Dependent vari-
ables were measured before the beginning of
the program (time 1: visit 1 = pre-test) for
both groups of participants and at the end of
the program (time 2: visit week 10 = post-
test). Questionnaires measuring the intermedi-
ate variables were administered only to the
participants of the experimental group (not the
control) at the end of the program. The same
order of questionnaires was followed at pre-
and post-test for the two groups. Finally, the
practitioner completed field notes after each
session for both groups, including notes on
duration of the visit, the objectives to be
achieved (which step to work on or which
concepts), the activities done, the homework
given to the participants, and global or specific
comments about the participants' progress
through the program.

Statistical Analyses
Considering the small number of partici-

pants in the study, non-parametric tests were
preferred to parametric analysis. To compare
the groups for statistical differences on socio-
demographic, control and dependent variables
at time 1, chi-square tests were performed for
the categorical variables or Fisher test, accord-
ing to the observed frequencies, whereas Mann-
Whitney tests were used for continuous vari-
ables. The Mann-Whitney test was also per-
formed at time 2 to examine differences in
the dependent variables between the groups.
The Wilcoxon signed rank (cf. Table 4) test
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Patients who have finished active
rehabilitation at the IUGS (n = 45)

Exclusions
(ineligibility + mortality)
(n = 22)

•Refusal to
participate (n = 8)

Pre-test
Experimental gr. (n = 7)

Post-test
Placebo gr. (n = 7)

Post-test
Experimental gr. (n = 6)

FIGURE 2. RECRUITMENT PROCEDURE.

was used to compare changes in each group
between times 1 and 2. Finally, in order to
measure the statistical and possibly significant
changes in the dependent variables in the two
groups between times 1 and 2, the Mann-
Whitney test on the mean difference was used.
Covariance analyses were also done to verify
the potential importance of the control vari-
ables.

Result
From the 45 patients available during the

study period, 13 participated in this study and
were evaluated at both measurement times.
Figure 2 illustrates the recruitment procedure.

At pre-test (time 1), the two groups were
not statistically different on demographic,
clinical, and control variables (Table 1). Three
variables were close to the significance level
of difference between the groups: (a) func-
tional autonomy, (b) perceptual deficits, and

(c) type of lesion. To be sure that these differ-
ences were not responsible for changes in the
dependent variables over time, they were ex-
amined by covariance analyses, which con-
firmed these differences had no impact on the
dependent variables.

Table 4 indicates that the two groups were
statistically equivalent on the dependent vari-
ables at pre-test (time 1), but that there was a
20 minutes/week difference in session length
between the groups (55 for placebo partici-
pants vs. 75 for experimental participants) in
the final results.

The leisure educational program was suc-
cessful since the experimental participants
were satisfied by their leisure activities that
they practiced in a relatively autonomous way
(Table 2). In addition, almost all the experi-
mental participants progressed well through
the steps of the program, with a global pro-
gression of six steps within 10 weeks, and
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generally starting at step 5 and finishing at step
11 (of 12). Of the seven participants, three
finished at step 12, two at step 11, two at step
10, and one at step 9. This issue is addressed in
Discussion.

At post-test (time 2), the experimental
group obtained statistically significantly better
scores than the placebo group for the total,
psychological, and physical quality of life, but
not for level of depression (Table 3). However,
in the analyses of changes in the dependent
variables over time and of group by time
interaction, the total and the psychological/
physical quality of life variables were still
significant for the experimental group. The
placebo group (Table 4) demonstrated no sig-
nificant improvement.

Results from the Field Notes
for the Experimental Group

It was important to do an overview of the
data collected by the field notes because they
provided insight into the results of the quanti-
tative data. As anticipated, each intervention
was unique to each participant. Some partici-
pants started at the beginning of the program,
whereas others were nearly at the end. Some
were interested in returning to a variety of
previous activities as well as starting new
ones, whereas others only wanted to resume
their previous activities. Some progressed rap-
idly through the steps of the program, whereas
others stayed in the same step for several weeks.

The field notes helped to identify some
overall patterns:

(a) comparing new and old activities, par-
ticipants were, in general, more interested in
resuming activities they had done and loved
before their stroke than starting new ones.
Only one participant was more interested in
new activities, and especially activities wanted
that could be done in a group;

(b) home-based activities (gardening, walk-
ing, playing cards, cooking, personal gymnas-
tics, reading, etc.) were preferred to commu-
nity-based activities (knitting class, aquafit,
bowling, shopping, association activities, etc.),

particularly at the beginning of the interven-
tion. When self-confidence increased, partici-
pants were more willing to resume commu-
nity-based activities, particularly if they knew
the other participants as family, friends, etc.;

(c) home activities were carried out more
often by participants having a caregiver than
by participants living alone. These caregivers
were, with one exception, the spouses of the
participants. Having caregivers had a consid-
erable impact on care receiver compliance.
There were no difference in the outcome con-
sidering the gender of the caregivers;

(d) the barriers perceived were globally
similar for all participants: (a) lack of ability or
insufficient competence to perform their lei-
sure activities, (b) anxiety about being per-
ceived as a "handicapped" person or irritabil-
ity because they do not look and behave like
before (psychological), (c) apprehension about
the accessibility of the activity (bus, elevator,
etc.), and, finally, (d) fear of becoming tired
while doing the activities. The psychological
barriers, often depression and anxiety, were
the hardest and longest to overcome and lim-
ited people in going further in certain steps of
the program (step 1 to 6) because of the
intensity of the self-evaluation and reflection
involve (i.e., in those cases, it needed more
than one intervention session for each step).

Discussion
The purpose of this study was to test the

impact of a home leisure educational program
on the level of depression and quality of life
among older adults who have survived a
stroke. Results confirm that the intervention
was successful and had the desired effects of
enhancing total and physical quality of life.
However, the effects appeared to be less im-
portant for the level of depression and psycho-
logical quality of life. Different elements may
explain these positive and negative results, but
the small number of participants is probably
the main reason for these results. This small
sample size was the result of time and logisti-
cal restrictions. Indeed, statistical power is
strongly reduced with two groups of 6 and 7
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Table 1.

Demographic, Clinical, and Control Variables of the Participants at Time 1

Variables

Continuous variables1

Age
Education (years)
Cognitive functioning (3MS/100)
Functional autonomy (SMAF)
Perceptual deficits (MVPT/36)
Social support (SPS/96)
Length of active rehabilitation (days)
Comorbidity

Categorical variables2

Gender
Female
Male

Communication problems
None
Minor
Moderate

Premorbid psychosocial functioning
Normal
Minor to moderate problems

Visual hemineglect
Absent
Present

Living situation
Single
Widowed
Married

Age group (years)
55-64
65-74
75-84
85+

Type of lesion
Hemorrhagic
Ischemic

Lesion side
Right
Left
Bilateral

Experimental
(n = 7)

71.1 (9.5)
6.64 (1.9)
87.1 (7.1)

-3 .9 (2.8)
31.1 (3.0)

7.6 (4.0)
64.6 (37.7)

6.4 (3.3)

3 (42.9)
4(57.1)

5 (71.4)
2 (28.6)
0(71.4)

6 (85.7)
1 (14.3)

5 (71.4)
2 (28.6)

0 (0.0)
1 (14.3)
6(85.7)

2 (28.6)
3 (42.8)
1 (14.3)
1 (14.3)

0 (0.0)
7(100)

2 (28.6)
4(47.1)
1 (14.3)

Placebo
(n = 7)

71.7 (8.7)
8.4 (3.9)

79.7 (12.9)
-9 .4 (9.0)
27.8 (3.0)***

6.3 (7.9)**
61.9(20.1)

8.1 (2.4)

1 (14.3)
6 (85.7)

3 (42.9)
3 (42.9)
1 (14.3)

5 (71.4)
2 (28.6)

1 (16.7)**
5 (83.3)

2 (28.6)
1 (14.3)
4(57.1)

1 (14.3)
2 (28.6)
4(57.1)
0 (0.0)

3 (42.9)
4 (47.1)

6 (85.7)
1 (14.3)
0 (0.0)

p Value*

0.71
0.44
0.38
0.097
0.073
0.54
0.90
0.46

0.56

0.43

1.00

1.00

0.30

0.34

0.10

0.91

58 Therapeutic Recreation Journal



Table 1 (Continued)

Experimental
(n = 7)

1 (14.3)
5 (71.4)
1 (14.3)

5 (71.4)
1 (14.3)
1 (14.3)

Placebo
(n = 7)

3 (42.9)
3 (42.9)
1 (14.3)

2 (28.6)
2 (28.6)
3 (42.9)

Variables (n = 7) (n = 7) p Value*

Family income
<$14,999 1(14.3) 3(42.9) 0.47
$15,000 to $24,999
$25,000 to $34,999

Residency
Urban 5(71.4) 2(28.6) 0.27
Rural
Mid-rural

(1) Mean (standard deviation).
(2) Frequency (percentage).
* p values associated with the Mann-Whitney test for continuous variables and chi-square test or Fisher

test for categorical variables.
**n = 6.
*** n = 5.

participants. Only a very large effect of the many participants noticed the pattern and so-
program could be found with this number cial desirability was observed by a strong ten-
(Cohen, 1977). The leisure educational pro- dency to choose the first proposition right
gram did not reduce the level of depression away ("first choice effect"). Secondly, another
among participants of the experimental group, study was carried out during the same time
In addition to poor statistical power, this result period with the same participants. Some par-
may be partly due to the instrument used for ticipants answered this questionnaire up to
this variable: the Beck Depression Inventory, three times in a 10-week period. Finally, a
Three main problems were found. First, all ceiling effect is probably the main cause of
items on the scale were graded by four re- unsuccessful results. With a mean score of 55
sponses that followed the same structure: 0 = of 63 for both groups at pre-test, it was hard to
absence of depression to 3 = presence of a get a higher score on post-test and see an
severe depression. After five or six items, improvement.

Table 2.

Intermediate Variables at Time 2

Variable (Scale) Experimental Group (n = 7)

Success of the program
• Leisure Satisfaction (Leisure Satisfaction Scale/120) 88.7 (17.9)1

• Autonomous practice (Leisure Diagnostic Battery/68) 45.0 (12.0)
• Starting step (0-12) 52

• Finishing step (0-12) 11

(1) Mean (standard deviation).
(2) Median.
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Table 3.

Dependent Variables at Pre- and Post-test

Pre-test Post-test

Experimental Placebo Experimental Placebo
Group Group p Group Group p

Variable (Scale) (n = 7) (n = 7) Value* (n = 6) (n = 7) Value*

• Depression
(Beck/63)

• Quality of life
-Psychological

(SIP**/15)
-Physical

(SIP/15)
-Total

(SIP/30)

54.9 (4.2)1

49-59

11.7(1.6)
12-14

8.7 (2.2)
4-11

20.4 (2.7)
16-24

54.7(3.1)
51-60

10.0(1.4)
10-12

9.1 (2.9)
6-12

19.1 (3.4)
14-23

0.90

0.07

0.81

0.54

56.3 (3.3)1

52-62

13.5(1.1)
12-15

12.7(1.4)
10-14

26.2 (2.2)
22-28

53.7 (3.5)
50-57

10.1 (1.3)
8-12

8.3 (2.7)
4-12

18.4 (2.6)
15-21

0.45

0.01*

0.05*

0.01*

(1) Mean (standard deviation).
Range:
* p value associated with the Mann-Whitney test.
** Sickness Impact Profile.

As other studies suggest (e.g., Wolf &
Kelly-Hage, 1990), this non significant result
might be because depression may be not as
important an issue immediately after rehabili-
tation as it could be six months later. However,
even if the quantitative analyses did not show
any positive changes in depression, the analy-
ses of the field notes provided more insight
into this variable. The program seems to have
a "buffer effect" for people without significant
social support. Results on the depression scale
among the placebo participants without social
support dropped considerably over time com-
pared to the stabilization of the scores for the
experimental participants without social sup-
port. In fact, one placebo participant's had a
wife was so motivating and encouraging that
his morale and humour were quite good and
her supportive collaboration enabled him to try
some of his favorite activities. Consequently,
this participant obtained a good score on the
depression scale. Some studies (e.g., Kelly-
Hayes & Paige, 1995; Angeleri, 1997; Astrom
et al., 1993) seem to confirm this observation.

More specifically, investigators have reported
that a supportive social network correlated
with a low level of depression in older adults
who survive strokes. This network supports
the person throughout the rehabilitation pro-
cess (Kelly-Hayes & Paige, 1995), encourages
him/her to embrace life again (Angeleri, 1997;
Astrom et al., 1993) and helps him/her to
resume daily, social, and recreational activi-
ties. So, for people without social support, the
leisure educational program took over this
"helping" role during the first 10 weeks at
home, often the most difficult and critical time.
From these observations and the literature re-
view, the new assumption is the potential psy-
chological benefit of the leisure educational
program for people without social supports
who survive a stroke. Further studies are
needed to confirm this assumption.

The leisure educational program did en-
hance total and physical quality of life of the
experimental participants. This hypothesis was
reasonably confirmed because the scale was
sensitive enough to detect a change particu-
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Table 4.

Changes in Dependent Variables Over Time and by Group

Experimental Group (n = 7) Placebo Group (n = 7)

p p Group2

Variable (Scale) Pre-test Post-test Value* Pre-test Post-test Value* X Time

•Depression 54.9(4.2)' 53.3(3.3) 0.058 54.7(3.1) 53.7(3.5) 0.60 0.234
(Beck/63)

• Quality of life
-Psychological 11.7(1.6) 13.5(1.1) 0.058 10.0(1.4) 10.1(1.3) 0.79 0.138

(SIP/15**)
-Physical 8.7(2.2) 12.7(1.4) 0.044* 9.1(2.9) 8.3(2.7) 0.40 0.014*

(SIP/15)
-Total 20.4 (2.7) 26.2 (2.2) 0.041* 19.1 (3.4) 18.4 (2.6) 0.47 0.008*

(SIP/30)
Mean length of 75 minutes 55 minutes

weekly session

(1) Mean (standard deviation).
(2) p value associated with the Mann—Whitney test for the difference between Tl and T2.
* p value associated with the Wilcoxon Signed Rank test.
** Sickness Impact Profile.

larly in a psychosocial program. The results
obtained seem important considering the small
number of participants evaluated. The field
notes added to these results showing that peo-
ple resuming their activities perceived life in a
more positive way even if their physical con-
dition was still poor. For example, one partic-
ipant who had a permanent physical disability
(total plegia of the right upper extremity) had
a successful outcome to the leisure education
intervention. At the beginning, particular ac-
tivities important to him were selected (writ-
ing, gardening, etc.), but he perceived barriers
to doing these activities. By different adapta-
tion strategies (writing on a computer with the
left hand, using easy-to-use tools and easy-to-
plant flowers, etc.), these activities were grad-
ually resumed. This participant was happier
and realized that his condition would not stop
him from engaging in these activities. Confi-
dent in himself and in his capacities, he
worked on his perceived self-image and re-
turned to shopping alone, an activity he had

been too afraid to do because he was not able
to shake hands with others or carry his pack-
ages. Another participant with an even greater
physical disability (right hemiplegia) was able
to resume knitting. This participant knit sweat-
ers, socks, and scarves for everyone and, after
the program ended, became involved with a
volunteer organization making clothes for less
fortunate people. By resuming this activity,
which had been an integrated part of her life,
she perceived life in a more positive and dif-
ferent way.

For further studies, the following issues
should be taking in consideration. First, the
difference between groups in regard to the
length of the weekly sessions (experimental:
75 minutes, control: 55 minutes) was caused
by the intervention activities done with the
experimental group. Organized classes (e.g.,
aquaform) and activities (e.g., bowling) usu-
ally take more than an hour and it was ethi-
cally impossible to leave in the middle of an
intervention session because the previously
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estimated time of one hour was over. This
extra time in favor of the experimental group
might have contributed to the positive results
and should be taken into consideration in fu-
ture studies.

Secondly, even though the variables cho-
sen for this study were those mostly reported
by previous investigations, the depression
variable may not have been an accurate con-
cept to measure. The field notes mentioned
that specific dimensions of affect, such as
morale, self-esteem, and humour, probably
changed. It is reasonable to think that the
multi-dimensional concept of depression did
not vary in 10 weeks, but may take more time
to be modified. Also, the BDI may not have
been the best instrument to use.

Finally, the eligibility criteria should be
expended to increase the sample size and in-
clude people going to long-term care facilities
or seniors' residences or use multiple sites for
participant recruitment. Even if activities are
organized in those establishment, the older
adults who have had a stroke returning there,
need a personal one to one intervention to be
able to cope with his/her new reality and get
involve in his/her leisure.

Considering the positive effects of the in-
tervention, the home leisure educational pro-
gram seems apropos for health practitioners
working in institutions and home health care
agencies in order to help older adults who are
returning home after surviving a stroke. Nev-
ertheless, some suggestions can be made to
enhance the outcome and the application of
this intervention. First, not all participants ar-
rived at step 12 at the post-test (i.e., the auton-
omous realization of their leisure activities).
This result is mainly the consequence of the
structure of the study. All participants did not
start at the same program level at pre-test, and
consequently did not finish at the same level
after the interventions. It is important that the
program be flexible and last until step 12 is
reached. Secondly, even if the intervention
targets older adults who have had a stroke,
information, training sessions and meetings
should be held with their main caregiver or

social support person (child, friend, etc.). An
adequate knowledge of the techniques of what,
how, and when to do something, of the barriers
perceived and ways to overcome them, and of
the resources available should be taught. For
example, one participant's spouse did get in-
volved in the interventions, followed every
step and, in partnership with the practitioner,
worked to facilitate leisure participation. With
information and adaptation, she encouraged
the participant to try activities, to become
confident about his capacities and, to be pos-
itive about life. She had a definite positive
influence both on the participant and on the
result of the intervention. Finally, an experi-
enced leisure practitioner should offer the lei-
sure educational program. In the present study,
a trainee master's student delivered the pro-
gram. Lack of expertise may have been a
negative factor, resulting in a slower interven-
tion and less positive results.

Conclusion
We have outlined a rationale for making

leisure activity a goal of rehabilitation. This
program represents a key intervention element
to the poor quality of life among older adults
who have had a stroke and is no more demand-
ing financially for practitioners than traditional
rehabilitation services. In fact, for this pro-
gram to be maximally effective, it should start
during the active rehabilitation period in a unit
or a day hospital.
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