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Patient Focused Care:
Theory and Practice

Alison Pedlar,* Taflyn Hornibrook, and Bernice Haasen

Therapeutic recreation is often conceptualized as inherently person-centered. However, there
have been virtually no examples of what person focused TR practice actually looks like. The
present study attempted to fill this gap. The study was carried out in response to the desire of
therapeutic recreationists at a major Canadian health care facility to better understand then-
practice. Of particular interest was the initial encounter between patient and therapist, an
encounter that traditionally has been called "assessment." As a part of this action research
project, the co-researcher/practitioners engaged in a reflective process that allowed them gain a
deeper understanding of themselves and their practice. This they did by looking beyond
therapeutic recreation to another discipline, nursing, where they found Parse's theory of human
becoming. The findings of this study demonstrate an approach that fosters the emergence of more
authentic relationships between patients and therapists, and enables therapeutic recreation to
more nearly fulfil its potential in the practice of patient focused care.
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Individuals admitted to institutionalized wide range of allied health care disciplines
settings often experience a loss of control (Law, Baptise, & Mills, 1995; Lohman, 1980).
(Fawcett, Stonner, & Zepelin, 1980). Feelings At the same time, research has indicated that a
of frustration and loss of identity among newly sense of control is critical to both physical and
admitted patients have been documented by a psychological health (Deci & Ryan, 1987;
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Langer & Rodin, 1976; Rodin & Langer,
1977; Searle, Mahon, Iso-Ahola, Adrolias, &
Dyke, 1995). Patients and patients' advocates
are now voicing dissatisfaction with ap-
proaches to care that tend to exacerbate the
experience of loss of control (Stewart, Brown,
Weston, McWhinney, McWilliam, & Free-
man, 1995). In response, concerned health care
practitioners are suggesting a revised, patient
focused model. Central to this model is the aim
to "create a caring, dignified and empowering
environment in which patients truly direct the
course of their care and call upon their inner
resources to speed the healing process"
(Mathes-Kraft, George, Olinger, & York,
1990, p. 128). The paradigm shift towards
patient focused care has become a priority for
many institutions, including one of Canada's
major health care facilities, Sunnybrook and
Women's College Health Sciences Centre
(SWCHSC), a 1,300 bed teaching hospital in
Toronto, Ontario. There, the move toward pa-
tient focused care was spearheaded by nursing,
guided by Parse's theory of human becoming
(Mitchell, 1993).

The shift to a patient focused philosophy in
health care is occurring simultaneously with a
philosophical debate within therapeutic recre-
ation. Important arguments have been pre-
sented within the literature (Sylvester, 1996)
in relation to patient autonomy and self-deter-
mination, and while the therapeutic recreation
literature has not specifically discussed patient
focused care, it has addressed practices that
relate directly to that approach. An underlying
critical theme within this literature is therapeu-
tic recreation's adoption of the medical model
and a concomitant "treatment-outcome" phi-
losophy. Focussing on treatment-outcomes has
tended to diminish many of the beneficial
characteristics of leisure (Hemingway, 1986;
Lahey, 1996; Mobily, 1996; Sylvester, 1998).
This result is because leisure experience in-
volves spontaneity and internal motivation. As
such, leisure is essentially person focused
(Coleman & Iso-Ahola, 1993). However, if
patients' activities are prescribed and they are
uninterested in engaging in them, as is all too

often the case when the treatment-outcomes
approach is followed, it is unlikely that leisure
will be experienced.

Purpose and Rationale
of the Study

Despite efforts to adopt a treatment-out-
come approach to practice, therapeutic recre-
ation is often conceptualized as inherently per-
son-centered (Bullock & Mahon, 1997;
Halberg & Howe-Murphy, 1985; Howe-Mur-
phy & Charboneau, 1987). However, there
have been virtually no examples of what per-
son focused therapeutic recreation practice ac-
tually looks like. In the present study we at-
tempted to fill this gap. The study was carried
out in response to the desire of the Recreation
Therapy1 professional group at SWCHSC to
better understand its practice in relation to the
tenets of patient focused care and the theory of
human becoming. It, thus, became an action
research project initiated by the recreation
therapists at SWCHSC who approached the
researchers to undertake a collaborative study
of their practice (Haasen, Hornibrook, & Ped-
lar, 1998) in relation to the initial encounter
between patient and therapist, an encounter
which traditionally has been called "assess-
ment." The purpose of the study was to under-
stand the initial encounter or assessment pro-
cess from two perspectives, that of the patient
and that of the therapist, and to discover the
ways in which the assessment process was
congruent with Parse's theory of human be-
coming.

Parse's Theory of Human
Becoming

Nursing has been a leading discipline in the
move toward patient focused care. Nurses
have provided this type of care by committing
to and living Parse's (1981, 1992, 1994, 1998)
theory of human becoming. Human becoming

1 When referring to the professional practice
group as SWCHSC, the language used in this paper
follows that in use at the hospital.
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is an ongoing changing process, grounded in
the idea of living paradox, wherein paradox is
not a problem, but a natural rhythm of life.
Living paradox is "a rhythmical shifting of
views, the awareness of which arises through
experiencing the contradiction of opposites in
the day-to-day relating of value priorities
while journeying to the not-yet" (Mitchell,
1993, p. 44). Three principles explicate the
ideas behind the notion of living paradox and
human becoming:

Principle #1: "Structuring meaning multi-
dimensionally is cocreating reality through the
language of valuing and imaging" (Parse,
1998, p. 35). This recognition of the fluidity of
a person's reality and the many realms of what
was, is, and shall be for that person illuminates
meaning. As an individual speaks out loud
about a concern or life event the meaning often
changes as articulating thought sheds new
light on the event. Similarly, if something is
imagined, a person may see it in a different
light. For example, Parse (1995) described the
experience of an older man who was terrified
of telling his wife he had cancer. Imagining
how she would react and how he would sup-
port her gave him strength to move forward.

Principle #2: "Cocreating rhythmical pat-
terns of relating is living the paradoxical unity
of revealing-concealing and enabling-limiting
while connecting-separating" (Parse, 1998, p.
42). Revealing, enabling, and connecting de-
pend upon their apparent opposites—conceal-
ing, limiting, and separating (Kelley, 1995).
For example, while choice can be enabling, it
is also limiting. Thus, an older adult with a
health issue decides to no longer drive, a
choice which is enabling with respect to health
but limiting with respect to mobility. There is
one dimension at the fore, but another in the
background. The rhythm of these dimensions
is synchronized and may ultimately realize
change.

Principle #3: "Cotranscending with the
possibles is powering unique ways of originat-
ing in the process of transforming" (Parse,
1998, p. 46). Examining and imagining future

options allows for mobilizing transcendence.
For example, people who have lost a leg may
think of all the things they can no longer do.
By doing so they are seeing their future and
despite the negativity that may accompany
their thoughts, they may accept their situation
and move forward. In fact, in thinking about
the "impossibles," the possibles are also often
considered; individuals may begin to see hope
in what they can do, once they have accepted
what they can not.

At the root of patient focused care is the
recognition that such care is not a technique
but a way of thinking. It is not just used in
certain circumstances but is a guide to every-
day interaction with patients. In practice, then,
the theory of human becoming acts as a guide
to interacting with people. The values and
beliefs that make up the theory are committed
to and integrated into the lives of those who
wish to practice it (Mitchell, 1993). Nurses
using Parse's theory relinquish the roles of
telling, advising, managing, and controlling
and instead become listeners, explorers, par-
ticipators, and clarifiers for patients. Patients
are encouraged to become the directors of their
own care and ultimately of their health.

Integral to the successful implementation
of this theory is the practitioner's ability to be
truly present with others, enabling those others
to focus on their becoming as individuals.
Mitchell (1993) described true presence as "an
intentional way of 'being with' that honors the
other's intersubjective relationship with the
world" (p. 69). By "being with" patients,
nurses have reported several things happening
in the nurse-person relationship. First, by dis-
cussing with patients the meaning of their
personal situation, that meaning often changes,
resulting in the patient seeing things in a new
light. As well, the nurse's true presence may
result in the "synchronizing of rhythms," as
the patient discusses fears, hopes, questions,
alternatives, and dreams (Mitchell, 1993). Un-
der the guidance of the Parse theory, nurses
"travel" with patients in that they go with the
patient to each considered choice and conse-
quence. This type of interaction often results in
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the patient saying that their nurse made a
positive difference by not attempting to con-
trol their thoughts and feelings (Mitchell,
1993).

Rationale for the Chosen Research
Methods: The Beginning of Action

The aim of this phenomenological inquiry
(Moustakas, 1994) was to understand and re-
construct the realities that both recreation ther-
apists and patients confront in the recreation
assessment experience. Accordingly, the re-
searchers and the therapists as co-researchers
employed a theoretical framework that would
assist in their comprehending the perceptions
and meanings of these experiences (Patton,
1990). The research adopted a constructivist
paradigm, described by Guba and Lincoln
(1994) as a wide ranging framework which
assumes that people construct their own real-
ity. Inquiry begins with the issues and con-
cerns of participants and unfolds through a
"dialectic" of iteration, analysis, critique, reit-
eration, reanalysis, and so on that leads even-
tually to a joint (inquirers and respondents)
construction of a case (i.e., findings or out-
comes; Guba & Lincoln, 1994, p. 179). Al-
though individuals construct their own reality,
this construct is or can be jointly determined.

Consistent with the dialectic character of
the constructivist paradigm, an action research
based strategy was used. In the past, therapists
have often felt excluded from the research
process (Miller & Crabtree, 1994; Sneegas,
1989). This study sought to remove, or at the
very least reduce, the separation between ther-
apists and researchers through the use of a
participatory action research strategy in which
the research process was guided by therapists
and researchers as co-investigators (Pedlar,
1995). This strategy has been described as an
"approach to social research that involves the
researcher trying to change the system while at
the same time generating critical knowledge
about it" (Small, 1995, p. 942). Specifically,
within this inquiry, action research consisted
of active participation of both the researchers

and the recreation therapists at SWCHSC in
every stage of the research and action process,
including inception, design, data collection,
interpretation, and implementation of change.
In order to begin to capture the complexity and
diversity of the assessment experience, quali-
tative methods were used (Howe, 1993; Kirby
& McKenna, 1989; Patton, 1990).

Study Participants
A primary selection of participants (Morse,

1994) was made possible by SWCHSC's in-
volvement in the study. There were three cri-
teria: (a) the patient had to have been involved
with the therapeutic recreation department for
less than one week, so as to capture their first
encounter; (b) the patient was well enough to
participate in the interview process; and (c) the
patient had to be "typical" to that unit by
diagnosis.

Residents were selected in order to "iden-
tify critical incidents that may be generalized
to other situations" (Morse, 1994, p. 229).
Participants included three patients from phys-
ical rehabilitation and two patients from each
of the following units: mental health, physical
support, and acute care. One recreation thera-
pist from each unit participated in the inter-
views and observation processes. Thus, a total
of 9 patients (4 men and 5 women) and 4
recreation therapists (all women) were in-
volved in data collection.

To gain a more holistic view of the assess-
ment experience, observations of the actual
assessments, as well as semi-structured inter-
views with both therapists and patients were
used. All stages of the procedures used in the
design and data collection were finalized col-
laboratively between the primary and therapist
co-researchers. The interviews addressed the
assessment experience since this was the focus
of the inquiry. The observations and inter-
views all took place in SWCHSC.

The interviews with the patients took up to
60 minutes, averaging 45 minutes each. In
addition to providing an understanding of the
patient's overall assessment experience, the
interview questions were used to understand
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the patient's perception of the role of the
therapist. The interviews with the therapists,
which took place immediately after the patient
had been interviewed, averaged 40 to 60 min-
utes. Similar to the patient interview questions,
the recreation therapists were asked questions
that attempted to gain an understanding of the
assessment experience from their perspective.
A journal detailing conversations, meetings,
and personal reflections was kept by the pri-
mary researcher throughout the entire research
process.

Data Analysis and Interpretation
The researcher interwove data gathering

and data analysis as suggested by Miles and
Huberman (1994) in order to "cycle back and
forth between thinking about the existing data
and generating strategies for collecting new,
and often, better data" (p. 50). The entire
process of data gathering and analysis was
reflective in nature (Small, 1995). This reflex-
ivity extended to the therapists as their con-
sciousness of the interaction between them-
selves and the patients was constantly raised
due to the iterative nature of the research
process.

All interviews were transcribed and obser-
vation notes reflected upon immediately after
they were conducted in order to gain an un-
derstanding of the relationship between the
actual assessment and the experiences of both
recreation therapists and patients. Discrepan-
cies or similarities in perceptions between
therapists and patients also were noted and
examined for consistency and meaning. Cases
were read a number of times in order to clearly
identify the meaning and structure of the in-
formation, the key concepts, and finally the
relationships between those concepts which
later in the analysis were synthesized into
themes.

As suggested by Patton (1990), these
themes were organized into a case record,
which was designed to be accessible both
chronologically and topically. Each case con-
sisted of field notes of the assessment and the

interviews with both the patient and the recre-
ation therapist. Upon completion of the 9 ob-
servations and 18 interviews, the transcripts
were read once again, and coded descriptively
to denote which categories the segment repre-
sented and where they could be located within
the transcripts (Huberman & Miles, 1994).
Specifically, the transcripts were analyzed line
by line in order to identify conceptual catego-
ries relevant to meaning and behaviour
(Strauss & Corbin, 1990).

Segments were then removed from their
original context and organized by category.
Any emerging relationships between catego-
ries were noted in the researcher's log. At this
time, many of the categories overlapped and
different patterns began to emerge. Differ-
ences between experiences were noted. For
instance, when patients' perceptions of the
therapists were noted for similarities and dif-
ferences, it became apparent that those patients
who had very positive impressions of the ther-
apists had similar assessment experiences. The
relationships between patterns were then fur-
ther examined in order to identify broader
categories or themes that emerged frequently
in the assessment experiences. The themes
from the case records were then used in a
cross-case analysis of each assessment to ex-
amine common themes. These themes gave
the researcher a clear idea of the qualities and
characteristics of the assessment procedure, as
well as an idea of common or inconsistent
patient/therapist perceptions of their assess-
ment experience.

Given the collaborative nature of action
research, the therapists were also very in-
volved in the final stages of analysis. Valida-
tion of the researcher's interpretation was
achieved by including the therapists' feedback
and clarifications. Their involvement in the
analysis consisted of three meetings in which
the primary researcher presented tentative
findings in the form of themes and patterns to
the participating therapists for review and
feedback.
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Findings
During the observations and individual in-

terviews, many aspects and impacts of the
assessment were described by the participants.
Presented below are the themes that emerged
from the analysis of these data that are partic-
ularly relevant in understanding how the as-
sessment experience may or may not incorpo-
rate the principles of patient focused care and
Parse's theory of human becoming in recre-
ation therapy practice. These themes are (a)
sensitivity of language, (b) tools of the trade,
and (c) losing sight of the self.

Sensitivity of Language
The recreation therapy assessment consists

almost entirely of discourse that establishes a
person's leisure interests and strengths. In de-
termining these, the recreation assessment
uses no physiological tests such as blood work
or a measure of flexibility. Although there is
some assessment of non-verbal behaviour, the
assessment is primarily based on verbal com-
munication. As the study demonstrates, this
communication process is crucial for the qual-
ity of the assessment experience. Sensitivity
and responsiveness in language included the
ways in which the patient's experience was
validated. Therapists sometimes inadvertently
invalidated patient's contributions in their ini-
tial exchange. This situation was in part a
result of the therapist feeling compelled to
obtain certain information from the assess-
ment. Perhaps not surprisingly, invalidating a
patient's experience tended to stifle conversa-
tion:

Therapist: So, Billy how long have you
been here?

Billy: Oh about three or four weeks.
Therapist: About two I think.

Similarly, therapists can invalidate a person's
experience by seeming to almost ignore what a
patient has to say:

Marjorie: He [her husband] also did
painting. We had all kinds of
paintings around the house. I
don't know what happened to
the paintings. He died before
he should have really. He had
cancer. But he was really look-
ing forward to painting before
he retired. He died when he
was 62. It is too bad because he
waited a long time for that.

Therapist: While you're here, while
you're in the hospital we actu-
ally have bowling, we have
bowling next Monday.

Redirecting the patient without addressing
what the patient had just said was not uncom-
mon and was something therapists were aware
they were doing. In their individual interviews,
they indicated that feeling hurried and con-
cerned that they were not gathering the infor-
mation they needed often resulted in their
redirecting the patient. Not infrequently, mis-
understandings occurred, particularly around
the words "leisure," "recreation," and related
concepts such as "barrier," all of which are
entirely familiar to those trained in leisure:

Therapist: O k . . . u m m . . . do you see
any barriers to your leisure in-
volvement?

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

volvement.
Bess: No, just that I haven't been

involved.

Clearly this sort of terminology was unfamiliar
to patients, resulting in confusion. Another
therapist asked Marjorie, "in terms of social
interaction... how does that make you feel,
interacting with someone?" Marjorie re-
sponded, "What do you mean?"

Therapist: Umm, do you feel comfortable
talking and initiating conversa-
tion?
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Marjorie: Oh—(confused) I would talk to
anybody, I do a lot of talking.
That is why I miss my phone.

Therapists felt that it was expected that the
assessment would provide all the information
needed to plan for the individual being as-
sessed. In every case in this study, however,
the therapist felt uncomfortable with the
amount and quality of information they gath-
ered in the assessment. The lack of clearly
expressed leisure goals in assessments was a
cause of concern for every therapist. They felt
as though their assessments were incomplete,
as demonstrated by one therapist's comment:
"I'm having no closure here because I don't
know what her goals are here." When another
therapist was asked how she felt the assess-
ment with a patient had gone, she replied:

It was all right, I mean it just sort of
added to what I already knew about
him. I mean when we're on trips I try to
get to know them and like walking up
the stairs too. Like just finding out more
goals when they are here. Except that
they don't even really know what you
mean when you say goals, they don't
even want to have to think about goals.

Tools of the Trade
Within therapeutic recreation, there are

many aspects of practice that have been ac-
cepted and utilized unquestioningly. The find-
ings of this study give reason to question a
number of these aspects including many of the
tools students have been educated to use, such
as assessment tools and the use of goals and
objectives in planning.

Various assessment tools were available to
the recreation therapists at SWCHSC. A fre-
quently used tool was a leisure inventory, a list
of different activities and interests that was
read to the patient and to which the patient was
asked to respond. Scales were often found to
be confusing, time consuming, and inappropri-
ate:

Therapist: When you answer try to use
this scale here. It is 1 to 5; 1 is
never true, 2 is almost never
true, 3 is somewhat true and 4
is often true and 5 is always
true. So what we are going to
do is put one of these numbers
beside each statement here. Ok,
I likeV> read in my free time, is
that never true or always true?

Roxy: No I like to read a lot.
Therapist: So is that always true or often

true?
Roxy: Pardon me?

Eventually the therapist stopped using the
scale and continued by asking the patient to
respond to the statements. However, some of
the statements were very ambiguous and left
Roxy wondering why she was being asked
questions such as "I like to create artistic
designs in my free time," or "I like to work
with mechanical devices." She responded,
"What do you mean? Like electrical instru-
ments . . . yeah I can use a can opener." The
therapist attempted to clarify the question by
asking for a more "leisure based" response, to
which Roxy replied, "Lawnmower?" Other
leisure interest scales proved to be equally
confusing and repetitive, as demonstrated in
the following example:

Therapist: I use my leisure to develop
close relationships with others.

Roxy: Well I am not quite sure about
that question.

Therapist: OK that is good. The next
question is do you regularly
contribute to other organiza-
tions or activities

Roxy: Well I never was involved, but
anyone that I knew that needed
anything I would definitely do
it for them—my husband was
the same—if anyone needed
help . . . (defensive).

Therapist: I prefer leisure activities that
require social interaction.
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This interchange suggests how not being able
to reword questions when using a scale can
inhibit discussion and render a genuine ex-
change impossible as the therapist forges on
with the next question.

Losing Sight of the Self
Embedded within this theme was the un-

productive focus upon patients' past leisure
interests, which occurred in every assessment.
Patients consistently decided against restarting
pursuits that had once been enjoyable to them.
One woman felt she "wouldn't be any good at
that any more." Many patients felt they were
just "not able" to participate. Despite constant
reassurance from the therapists that activities
could be adapted, many patients remained re-
luctant to take part in activities that they once
enjoyed. For instance, during one assessment a
therapist asked Mike if he would enjoy work-
ing with his hands in gardening, woodwork-
ing, or ceramics. Mike responded:

Mike: I like wood working but I can't
because I have a bad arm here.

Therapist: You know there is a creative
arts department here, they have
different shops. I should take
you down there one day—just
beautiful. They even have de-
vices that have a piece of wood
that is secured and you don't
have to use both your hands.
They make lots of things down
there and you can even sell it in
the shop and make money.

Mike laughed. But he did not say he would
like to try woodworking again and in a subse-
quent interview with the primary researcher he
indicated very clearly that he would not be
pursuing woodworking again.

After each assessment, first the patient and
then the therapist were interviewed to better
understand their experiences and perceptions
of that initial exchange. It became apparent
that often the patient did not know what the
role of the recreation therapist was. As well,

the demands of running particular programs
took precedence over patients' preferences.

At least half of the patients were not aware
of why the recreation therapist came to see
them or what role the therapist would play in
their lives. When Roxy was asked why she
thought the recreation therapist came to see
her, she replied:

To find out more about this [illness], to
find out what they are talking about
. . . And to learn more about the disease
and to see how I was reacting to my
treatments.

Roxy did not distinguish the recreation thera-
pist from the doctors or nurses. Similarly,
when Marjorie was asked why she thought the
recreation therapist came to see her she re-
sponded:

Well she thought I was interested in
what they were doing, I don't know
why she came really . . . does she turn it
in?

For the therapists, the reflexive nature of
the research gave them a chance to step back
and examine their practice. They, too, began to
recognize the incongruity of many of the ex-
changes that took place between them and the
patients in the assessment process. In the
words of one therapist:

I have never really given much thought
to exactly what I was saying. I am
surprised, disappointed in myself, and
at the same time grateful for the insight
I have gained. Wow, some of the things
I said . . . .

Interpretation and Synthesis
In action research, the researcher involves

participants in assessing, planning, implement-
ing, and evaluating action-oriented approaches
to solving areas of concern (McWilliam,
1992). In this case, the area of concern was the
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assessment process. In keeping with an action
research methodology, the therapists' partici-
pation in interpreting the data was also critical
to the success of project. The information was
shared through a series of seven exchanges
involving the primary researcher and co-re-
searcher recreation therapists over a 4 month
period in which the data were re-examined and
reorganized until the team felt they genuinely
reflected the meaning of the experiences to the
individuals they represented.

During the first meeting, a decision was
made to rename the recreation therapy "assess-
ment." This decision reflected the feelings of
all team members and was based on the fol-
lowing observations. Many patients described
feelings of anxiety about the assessments that
they had undergone and the possible implica-
tions of these assessments, such as the deter-
mination of their ability to return home. As-
sessment implies a one way flow of
information from the patient to the therapist. A
recreation therapist's role is to exchange infor-
mation; the information they pass on to the
individual is as important as the information
they receive. Finally, assessment was seen as a
very technical term implying measurement.
For example, a physical therapist would assess
an individual's flexibility and strength, or a
doctor would assess an individual's blood gas
or white blood cell count. However, the rec-
reation therapists felt they were not measuring
a clearly quantifiable, technical aspect of an
individual's life.

Based on the above observations, it was
collectively decided that the label "assess-
ment" did not capture the exchange of infor-
mation that was actually occurring between
patient and recreation therapist on their first
visit. No decisions were made until the find-
ings were taken to the recreation therapy de-
partment as a whole, particularly since this
project had directly involved only 4 of the 19
therapists at SWCHSC. A summary of the
findings was subsequently presented to the
whole recreation therapy group. They re-
sponded with enthusiasm, noting that they
shared many of the concerns and issues of

practice that had been flushed out through the
course of the research project. After much
debate and reflection, the research team work-
ing with the recreation therapy department
concluded that the term "Personal Leisure Pro-
file" best captured what they hoped to develop
during the first exchange with the patient.

The Personal Leisure Profile and
Parse's Theory of Human
Becoming

Mishler (1984) speaks of two voices, the
voice of medicine and the voice of the life-
world. The voice of medicine asks questions
such as: "where does it hurt," "when did it
start," and "how long does it last?" These
questions parallel programming questions of
the recreation therapists such as: "did you
enjoy physical activities" and "do you enjoy
being around people?" As evidenced in this
study, questions of this nature were often
asked in a series and were responded to with
"yes" or "no," leaving the recreation therapist
an idea of what patients used to do, but not
why they participated or if they wanted to take
up that pursuit again. Indeed, the therapists
were often discouraged and surprised when the
patient refused to join a group that involved an
activity they had said they once enjoyed. In
contrast, the voice of the lifeworld consists of
questions such as: "what are you most con-
cerned about," "how does it disrupt your life,"
and "what do you think it is?" In recreation
therapy, this lifevoice is reflected in questions
that give insight into the patient's feelings
about leisure, and how it fits into their expe-
rience of illness. For example, many therapists
asked: "What do you enjoy about certain ac-
tivities?" and "How do you feel about trying
that again?" As Mishler's (1984) research sug-
gests, using the voice of the lifeworld gives
health practitioners a much better understand-
ing of their patients, while helping patients
clarify their own experience of illness.

At the core of the theory of human becom-
ing is the belief and recognition that paradox-
ical processes are inherent in being human.
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These paradoxes "are not viewed as problems
to be solved or eliminated but rather natural
rhythms of life" (Parse, 1995, p. 6). Also
central to this theory is the concept of human
freedom. Parse refered to freedom as an ex-
pression of human becoming and thus, of
health. Those living the theory of human be-
coming believe that freedom and being human
are identical. Even choosing not to choose is a
manifestation of freedom. Freedom is sur-
prise—being able to move on, shaped by ev-
eryday life. Within that life, Parse described an
inherent struggle, an unpredictable journey
that includes suffering and joy, loss and dis-
covery. Life may bring peace of mind or an-
guish and torment. It is believed that people
choose the meaning of their experiences and
how to be with the universe in their own lives.

As outlined earlier, the dimensions and
processes of Parse's theory of human becom-
ing (1987) are: (a) illuminating meaning which
happens in shedding light through explicating
the what was, is, and will be as it is appearing
now; (b) synchronizing rhythms happens in
dwelling with the flow of the paradox and
rhythms of human becoming; and (c) mobiliz-
ing transcendence happens in moving beyond
the meaning to what is not yet. Moving be-
yond is propelling with the possibilities in
transforming. These processes translate into an
approach that allows a practitioner to truly be
with the patient. The next sections will exam-
ine how the experiences of the patients and
therapists in this study support each of these
processes.

Illuminating Meaning and
Synchronizing Rhythms

Parse (1995) suggested that when persons
speak of the meaning of their experience, the
meaning changes. This change is because by
making a feeling or thought explicit through
speaking or writing, people see things in a new
light. The difference between being truly
present with a patient and merely looking for
answers is key. Therapists who validated the
patient's experience were rewarded with valu-

able information about the patient as they felt
supported in their expression. For instance, in
the next excerpt a therapist supports Lucy as
she talks about her homeland.

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

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

Lucy: Near my house was a fruit
farm.

Therapist: A fruit farm.
Lucy: There was always so much

flowers, so much flowers.
Therapist: Oh nice, so is that where you

picked up your gardening inter-
ests?

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

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

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

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

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

many birds—singing birds ev-
erywhere.

Lucy went on to say how much she missed her
family and the ocean, and talking about them
made her smile. By going with the patient as
she reminisced about the past, the therapist not
only helped Lucy understand her sadness, she
also gained valuable insight about her love of
animals, flowers, and the ocean that she would
use in future interaction with Lucy.

True presence is also apparent in a practi-
tioner's ability to go with the person as they
synchronize rhythms by dwelling with the ups
and downs of the interhuman relationship
(Parse, 1987). It is with this presence that
practitioners find the most difficulty, for they
no longer try to change or control the person's
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thoughts or feelings (Parse, 1995). This diffi-
culty was evident in this study in the way
therapists responded to many of the patients'
negative statements, such as "I am just not
able" or "I am too tired and old for that
anymore." Often, a therapist would try to en-
courage the patient by suggesting ways in
which they could participate, or reassure the
patient by saying "You're not too old. Maybe
you just need some more sleep." Despite this
encouragement, patients who expressed feel-
ing this way did not change their minds about
participating.

According to Parse (1987), what patients
feel is their reality, and by going with them as
they speak about their life, practitioners can
help them find meaning in the ups and downs
of their experience. By trying to change or
control what a patient is experiencing, a ther-
apist is denying him or herself the privilege of
knowing and understanding a patient's life.

Mobilizing Transcendence
As patients dwell upon their experience

and their feelings of the ways their life is going
to change, they are synchronizing rhythms. As
they accept change or resist change, they move
beyond. Moving beyond is described by Parse
as moving beyond the meaning of the moment
to what is not yet. By thinking about plans,
hopes, and dreams, people propel themselves
toward possible futures. Whether it is a desire
to continue doing something they have once
enjoyed, or to accept that they will never do it
again, it is moving on and beyond in a way that
they can commit to and plan for.

The process of mobilizing transcendence
sheds light upon patients' decisions not to
participate in activities suggested by their rec-
reation therapist. The lack of interest many
patients expressed in taking up leisure pursuits
they had once enjoyed was often due to the
fact that they could no longer attain the same
benefits. For example, Mike was not excited
about visiting the wood working shop because
he no longer had the use of his left hand and he
knew he wouldn't be able to do what he used
to. For him, pleasure came from being good at

the activity he was participating in. Mike had
thought about what it would be like to go back
to wood working and he knew it was some-
thing he could not see in his future. By doing
so, he had moved beyond.

Parse's (1998) principles lend understand-
ing to many of the feelings and desires patients
expressed in this study. Understanding these
processes and being truly present with patients
has resulted in numerous outcomes for nurses
living the theory of human becoming. In gen-
eral, practitioners working within the theory of
human becoming enhance the dignity of the
patients and families they serve. The apparent
relevancy of this approach to care to the ex-
periences of the patients and therapists in rec-
reation therapy resulted in Parse's theory
serving as a source of inspiration in the
development of the Personal Leisure Profile at
SWCHSC. The development of the Personal
Leisure Profile began with a collaborative ef-
fort to understand practice and how it influ-
ences the experience of the patient and the
therapist. Armed with the knowledge that our
findings were strongly supported by current
theories and models of patient focused care,
the research team put in place a number of
protocol recommendations to present to the
recreation therapy department at SWCHSC.
These are outlined below.

• Protocol Recommendation #1: Be truly
present with individuals by listening, ac-
cepting and empathizing with their real-
ity.

As we moved to incorporate our findings
into possible practice implications, it became
apparent that every word and action a therapist
brought to the exchange could influence the
patient and their experience. According to
Parse (1995), language is a symbolic represen-
tation of the human experience. Ignoring a
patient's meaningful comment, or more obvi-
ously discrediting a patient's feeling or belief,
presented the possibility of invalidating a pa-
tient's experience. At the same time, recogniz-
ing and respecting the reality that a person
constructs does not mitigate the practitioner's
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responsibility to challenge that reality if it
threatens the person's health and wellbeing.
As indicated above, many therapists would
suggest an activity or group to a patient, and a
common response was, "Oh, I couldn't do
that, I am not able." Not unlike therapeutic
recreation practice considered in earlier re-
search (Caldwell, Datillo, Kleiber, & Lee,
1994/95), therapists would often respond, "Oh
yes you can," attempting to encourage the
patient. Believing in the importance of recon-
necting with a past self through leisure (Lee,
Dattilo, & Caldwell, 1996), the therapists in
the current study tried to convince patients that
they could enjoy these activities again through
adaptations. Parse, however, would perceive a
patient's decision to not revert to past leisure
pursuits as a positive experience of mobilizing
transcendence, or moving beyond to what is
not yet. Protocol 6 below speaks to the thera-
pists' encouragement of patients in relation to
moving beyond the present and an emerging
awareness of possibilities.

• Protocol Recommendation #2: Use un-
derstandable language that is familiar to
the individual.

Many studies have shown that using lan-
guage or labeling that is unfamiliar and "over
the heads" of the patient is regarded as de-
meaning by individuals experiencing that type
of treatment (Siefert, 1992). Therapists who
used inclusive language were more likely to
have patients interested in participation and
were often described by their patients as peo-
ple who made them feel important.

Sharing understandable information is also
crucial in patient focused care. Simply put,
patients have the right to receive information
to enable them to make decisions about ther-
apy services that will meet their needs. They
expect their values to be respected and to
maintain their dignity and integrity throughout
the process (Polatajko, 1992). By using inclu-
sive language therapists were not only convey-
ing the centrality of the patients' views and
preferences to the entire process, they were
also giving them understandable information

that enabled them to make informed choices
about participation.

• Protocol Recommendation #3: Ensure
the individual understands the purpose of
therapist questions and actions.

Rogers (1951) identified many of the core
concepts of patient focused care. Included in
these is the need for openness and honesty
within the clinical relationship. Those thera-
pists who included and informed their patients
by asking straightforward questions, and ex-
plained exactly why and what they were writ-
ing down during the "assessment," signifi-
cantly reduced the anxiety of their patients.
Many practitioners have discovered that pa-
tient focused visits, in which the practitioner is
open and honest, have also resulted in the
reduction of patient concern (Henbest &
Fehrsen, 1992; Henbest & Stewart, 1990).
Asking straightforward questions avoided mis-
understandings of the motivation behind cer-
tain inquiries.

• Protocol Recommendation #4: Contrib-
ute personal experiences and ideas to the
exchange of information.

Those therapists who offered information
about themselves developed a more open, re-
ciprocal relationship. This result was demon-
strated in the information they gathered as well
as the overall atmosphere of the exchange,
which was always caring and positive. While
there is little in the therapeutic recreation lit-
erature that addresses the practitioners' contri-
bution of personal information, Parse (1995)
described the results of a study in which
nurses, practicing under the theory of human
becoming, were considered to be kind, gentle,
welcoming, willing to listen, willing to talk,
and willing to do things the patient desired.
This process does not mean divulging espe-
cially personal or intimate details of one's life,
but offering something of oneself is crucial to
patient focused practice.

• Protocol Recommendation #5: Eliminate
assessment tools in the first exchange
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and focus on individuals' current leisure
interests.

Therapists generally did not use an assess-
ment tool on a regular basis other than the
occasional leisure inventory list. However,
even the use of the leisure inventory resulted
in little discussion about a patient's interests,
but rather led to the patient being faced with a
torrent of questions requiring only a yes or no
response. These leisure inventory lists or in-
terest finders have "demonstrated an inability
to reflect variation in intrinsic motivation par-
ticularly the intricacies of need satisfaction"
(Fain & Shank, 1986, p. 48).

• Protocol Recommendation #6: Provide
real and meaningful opportunities for
choice.

Therapists who conveyed future choice
were often rewarded with enthusiasm and an
increased willingness to participate by the pa-
tients. This outcome may be related to the
importance of freedom in an individual's lei-
sure and adjustment to disability (Lee et al.,
1996). It has been shown that the freedom one
experiences in choosing an activity is one of
the most critical determinants of leisure (Iso-
Ahola, 1980; Mannell & Bradley, 1986; Man-
nell, Larson, & Zuzanek, 1988; Mannell &
Kleiber, 1997).

With these considerations and recommen-
dations, the research team moved forward by
envisioning a process that would allow for the
incorporation of what had been discovered
through the research process. The therapists
identified those areas of information that they
would ideally gather from patients. These in-
cluded: (a) past and present leisure interests,
(b) details of the enjoyable aspects of those
interests, (c) current leisure status in terms of
what brought enjoyment and happiness, (d)
barriers they may be facing, and (e) their hopes
and dreams. Subsequently, the following five
guiding questions that provide the basis for the
Personal Leisure Profile were determined in
collaboration with the co-researchers:

1. What do you enjoy? (Past/present lei-
sure interests)

2. What about that do you enjoy? (Char-
acteristics of pursuits that are enjoyed)

3. Recently, what has brought enjoyment/
happiness to your day? (Current leisure status)

4. What is stopping you from enjoying
(or some of those activities)? (Barriers)

5. Is there something that you have always
wanted to do? (Dreams)

These questions are now being used in
practice by most of the recreation therapists at
SWCHSC. They have found that using the
questions results in more patient information
being gathered in less time. The team has
further developed a list of probes for each
question, which have proven helpful in prac-
tice. In the words of one of the therapists after
adopting the Personal Leisure Profile in her
practice, "the first visit with the patient was
like finding out the title of a book—it can often
be misleading. To really find out what it means
you must read on." In using the Personal
Leisure Profile, the process becomes suffi-
ciently flexible and individualized to allow for
co-discovery and co-constitution between the
patient and therapist, so that they are able to
get beyond "the title."

Conclusion
In the field of therapeutic recreation, ques-

tions surrounding the effectiveness of the rec-
reation therapy assessment process are not
uncommon. Fain and Shank (1986) voiced
their concerns about the individual assessment
in therapeutic recreation where they found "a
paucity of evidence related to the effectiveness
of this service and the applicability of existing
instruments to serve specific populations and
groups" (p. 47). Over 25 years ago, Fain
(1973) argued that the concern of leisure prac-
titioners with matching clients' preferences
with existing leisure resources was misplaced,
especially when those resources or programs
are often designed to serve people collectively.
What was missing was an understanding of
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individual differences and motivations, an at-
tempt to understand the needs and wants and
the why. This is what the Personal Leisure
Profile aims to do.

In moving toward an increasingly patient
focused approach to learning about individuals
and their leisure, the recreation therapists at
SWCHSC have engaged in a reflective process
(Schon, 1987), which has allowed them to
address concerns practitioners have had for
many years. The recreation therapy practice at
SWCHSC continues its reflective journey;
other areas of practice beyond the initial meet-
ing with patients are being examined as prac-
titioners consider whether and how the tenets
of patient focused care are realized in their
day-to-day involvements with patients. What
is apparent is that these practitioners have
sought a deeper understanding of themselves
and of their practice. They have done this by
looking beyond therapeutic recreation to an-
other discipline, nursing, where they found
Parse's theory of human becoming. In their
discovery they began to accept that paradox is
not a problem, but a natural rhythm of life. The
findings of this study demonstrate that this was
not only a natural but a necessary change in
practice, allowing for the emergence of more
authentic relationships between patients and
therapists, and enabling therapeutic recreation
to more nearly fulfil its potential in the practice
of patient focused care.

References

Bullock, C , & Mahon, M. (1997). Introduction
to recreation services for people with disabilities.
Champaign, IL: Sagamore Publishing.

Caldwell, L., Dattilo, J., Kleiber, D., & Lee, Y.
(1994/95). Perceptions of therapeutic recreation
among people with spinal cord injury. Annual in
Therapeutic Recreation, 4, 13—26.

Coleman, D., & Iso-Ahola, S. (1993). Leisure
and health: The role of social support and self-
determination. Journal of Leisure Research, 25,
111-128.

Deci, E., & Ryan, R. (1987). The support of

autonomy and the control of behaviour. Journal of
Personality and Social Psychology, 53, 1024-1037.

Fain, G. (1973). Leisure counselling: Translating
needs into action. Therapeutic Recreation Journal,
7(2), 4-9.

Fain, G., & Shank, J. (1986). Individual assess-
ment through leisure profile construction. Therapeu-
tic Recreation Journal, 14(4), 46-53.

Fawcett, G., Stonner, D., & Zepelin, H. (1980).
Locus of control, perceived constraint and morale
among institutionalized aged. International Journal
of Aging and Development, 11, 12—23.

Guba, E., & Lincoln, Y. (1994). Competing
paradigms in qualitative research. In Denzin, N. &
Lincoln, Y. (Eds.), Handbook of qualitative re-
search (pp. 105-117). Thousand Oaks, CA: Sage
Publications.

Halberg, K., & Howe-Murphy, R. (1985). The
dilemma of an unresolved philosophy in therapeutic
recreation. Therapeutic Recreation Journal, 19(3),
7-15.

Haasen, B., Hornibrook, T., & Pedlar, A. (1998).
Researcher and practitioners perspectives on a re-
search partnership. Journal of Leisurability, 25(3),
25-32.

Hemingway, I. (1986). The therapeutic in recre-
ation: An alternative perspective. Therapeutic Rec-
reation Journal, 20(1), 59-67.

Henbest, R., & Fehrsen, G. (1992). Patient-cen-
tredness: Is it applicable outside the West? Its mea-
surement and effect on outcomes. Family Practice,
9, 311-317.

Henbest, R., & Stewart, M. (1990). Patient-
centredness in the consultation: Does it really make
a difference? Family Practice, 7, 28-33.

Howe, C. (1993). Naturalistic research design:
An interrelated approach to data collection and anal-
ysis. In M. J. Malkin, and C. Z. Howe (Eds.),
Research in therapeutic recreation (pp. 235—256).
State College, PA: Venture Publishing.

Howe-Murphy, R., & Charboneau, B. (1987).
Therapeutic recreation intervention: An ecological
perspective. Englewood Cliffs, NJ: Prentice Hall,
Inc.

Huberman, A., & Miles, M. (1994). Data man-
agement and analysis methods. In Denzin, N., &
Lincoln, Y. (Eds.), Handbook of qualitative re-
search (pp. 428-444). Thousand Oaks, CA: Sage
Publications.

Iso-Ahola, S. (1980). Perceived control and re-
sponsibility as mediators of the effects of therapeutic

28 Therapeutic Recreation Journal



recreation on the institutionalized aged. Therapeutic
Recreation Journal, 14(1), 36-43.

Kelley, L. (1995). The health-garden-wilderness
metaphor: Caring frameworks and the human be-
coming theory. In Parse, R. (Ed.), Illuminations, the
human becoming theory in practice and research
(pp. 61-76). New York, NY: National League for
Nursing Press.

Kirby, S., & McKenna, K. (1989). Experience,
research, social change: Methods from the margins.
Toronto, ON: Garamond Press.

Lahey, M. (1996). The commercial model and
the future of therapeutic recreation. In Sylvester, C.
(Ed.), Philosophy of therapeutic recreation: Ideas
and issues, volume II (pp. 20—29). Arlington, Vir-
ginia: National Recreation and Park Association.

Langer, E., & Rodin, J. (1976). The effects of
choice and enhanced personal responsibility for the
aged. Journal of Personality and Social Psychology,
34, 191-198.

Law, M., Baptise, S., & Mills, J. (1995). Patient
focused practice: What does it mean and does it
make a difference? Canadian Journal of Occupa-
tional Therapy, 23, 250-257.

Lee, Y., Dattilo, J., Kleiber, D., & Caldwell, L.
(1996). Exploring the meaning of continuity of rec-
reation activity in the early stages of adjustment for
people with spinal cord injury. Leisure Sciences, 18,
209-225.

Lohman, N. (1980). A factor analysis of life
satisfaction, adjustment, and morale measures of
elderly subjects. International Journal of Aging and
Human Development, 11, 35—43.

Mannell, R., & Bradley, W. (1986). Does greater
freedom always lead to greater leisure? Testing a
person X environment model of freedom and lei-
sure. Journal of Leisure Research, 18, 215-230.

Mannell, R., Larson, R., & Zuzanek, J. (1988).
Leisure states and 'flow' experiences: Testing per-
ceived freedom and intrinsic motivation hypothesis.
Journal of Leisure Research, 20, 289-304.

Mannell, R., & Kleiber, D. (1997). A social
psychology of leisure. State College, PA: Venture
Publishing.

Mathes-Kraft, C , George, S., Olinger, M. J., &
York, L. (1990). Patient-driven healthcare works.
Nursing Management, 21, 124-128.

McWilliam, C. (1992). Assessing interventions:
Options for nurses in the primary care setting. In F.
Tudiver, M. Bass, E. Dunn, et al. (Eds.), Assessing
interventions: Traditional and innovative methods

(pp. 208-218). Newbury Park, CA: Sage Publica-
tions.

Miles, M., & Huberman, A. (1994). Qualitative
data analysis (2nd ed.). Thousand Oaks, CA: Sage
Publications.

Miller, W., & Crabtree, B. (1994). Clinical re-
search. In Denzin, N. & Lincoln, Y. (Eds.), Hand-
book of qualitative research (pp. 340-352). Thou-
sand Oaks, CA: Sage Publications.

Mishler, E. (1984). Discourse of medicine: Di-
alectics of medical interviews. Norwood, NJ: Ablex.

Mitchell, G. (1993). Parse's theory in practice.
In M. E. Parker (Ed.), Patterns of nursing theories in
practice (pp. 62-80). New York: National League
for Nursing, Pub. No. 15-2548.

Mobily, K. (1996). Therapeutic recreation phi-
losophy re-visited: A question of what leisure is
good for. In Sylvester, C. (Ed.), Philosophy of ther-
apeutic recreation: Ideas and issues, volume II (pp.
20-29). Arlington, Virginia: National Recreation
and Park Association.

Morse, J. (1994). Designing funded qualitative
research. In Denzin, N. & Lincoln, Y. (Eds.), Hand-
book of qualitative research (pp. 220-235). Thou-
sand Oaks, CA: Sage Publications.

Moustakas, C. (1994). Phenomenological re-
search methods. Thousand Oaks, CA: Sage.

Parse, R. (1981). Man-living-health: A theory of
nursing. New York: Wiley.

Parse, R. (1992). Human becoming: Parse's the-
ory of nursing. Nurse Science Quarterly, 5, 35-42.

Parse, R. (1994). Quality of life: Sciencing and
living the art of human becoming. Nursing Science
Quarterly, 7, 16-21.

Parse, R. (1995). The human becoming theory.
In Parse, R. (Ed.), Illuminations: The human becom-
ing theory in practice and research (pp. 3—8). New
York, NY: National League for Nursing.

Parse, R. (1998). The human becoming school of
thought: A perspective for nurses and other health
professionals. Thousand Oaks, CA: Sage Publica-
tions.

Patton, M. Q. (1990). Qualitative evaluation
methods (2nd ed.). Beverly Hills: Sage Publications.

Pedlar, A. (1995). Relevance and action re-
search. Leisure Sciences, 17, 133-140.

Polatajko, H. (1992). Name and framing occu-
pational therapy: A lecture dedicated to the life of
Nancy B. Canadian Journal of Occupational Ther-
apy, 59, 189-200.

First Quarter 2001 29



Rodin, J., & Langer, E. (1977). Long term ef-
fects of a control-relevant intervention with the in-
stitutionalized aged. Journal of Personality and So-
cial Psychology, 34, 897-902.

Rogers, C. (1951). Client-centered therapy: Its
current practice implications and theory. Cam-
bridge, MA: Riverside.

Schon, D. (1987). Educating the reflective prac-
titioner. San Francisco, CA: Jossey-Bass, Inc.

Searle, M., Mahon, M., Iso-Ahola, S., Adrolias,
H., & van Dycke, J. (1995). Enhancing a sense of
independence and psychological well-being among
the elderly: A field experiment. Journal of Leisure
Research, 27, 107-124.

Siefert, M. H. Jr. (1992). Qualitative designs for
assessing interventions in primary care: Examples
from medical practice. In Tudiver, F., Bass, M. J.,
Dunn, E. V., et al. (Eds.), Assessing interventions:
Traditional and innovative methods (pp. 89-95).
Newbury Park, CA: Sage Publications.

Small, S. (1995). Action-oriented research:

Models and methods. Journal of Marriage and the
Family, 57, 941-955.

Sneegas, J. (1989). Can we really measure lei-
sure behaviour of special populations and individu-
als with disabilities? In Compton, D. (Ed.), Issues in
therapeutic recreation. Champaign, IL: Sagamore
Publishing.

Stewart, M., Brown, J., Weston, W., McWhin-
ney, I., McWilliam, C , & Freeman, T. (1995).
Patient-centered medicine: Transforming the clini-
cal method. Thousand Oaks, CA: Sage Publications.

Strauss, A., & Corbin, J. (1990). Basics of qual-
itative research: Grounded theory procedures and
techniques. Newbury Park: Sage Publications.

Sylvester, C. (1996). Therapeutic recreation and
the end of leisure. In C. Sylvester, J. Hemingway, R.
Howe-Murphy, K. Mobily, & P. Shank (Eds.), Phi-
losophy of therapeutic recreation: Ideas and issues.
Vol. II. (pp. 76-89). Alexandria, VA: NRPA.

Sylvester, C. (1998). Careers, callings, and the
professionalization of therapeutic recreation. Jour-
nal of Leisurability, 25(2), 3-13.

30 Therapeutic Recreation Journal


