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Foreword 

The Research Institute is a sub-committee of ATRA’s Conference Planning Committee. Each year, it provides 
TR/RT educators, practitioners, and students with the opportunity to share their research or application of re-
search in practice during the annual ATRA Conference Research Institute in the form of an oral research presen-
tation or poster presentation. Included in this issue of the ATRA Annual in TR are the abstracts that were accepted 
for the 2020 ATRA Conference. 

You are encouraged to read each of the abstracts to learn more about what TR/RT colleagues are finding effec-
tive when providing services to clients, and the research currently being conducted to promote our professional 
field. If you have any questions about the abstracts, you should follow up with the presentation or poster author(s) 
directly for additional information regarding the program or research study highlighted. 

Many thanks to the external reviewers who volunteered their time and expertise in reviewing and providing 
feedback for each poster proposal submitted. This was a blind review process, with reviewers providing comments 
and feedback about each of the abstracts that was submitted to the Research Institute. We appreciate the ATRA 
Board of Directors and Conference Committee for their commitment to making the Research Institute presenta-
tions and poster session possible each year. 

If you are interested in learning more about how you can submit a proposal for the Research Institute presen-
tations or poster session at future conferences, please visit https://www.atra-online.com/education/continuing-ed-
ucation/annual-conference. If you are interested in serving as a reviewer for Research Institute presentations or 
posters, please contact one of the co-chairs listed below.

Sincerely, 

Megan Janke, PhD, LRT/CTRS
Jasmine Townsend, PhD, CTRS
ATRA Research Institute Co-Chairs, Oral Research Presentations

Cari Autry, PhD, LRT/CTRS 
Brandi Crowe, PhD, LRT/CTRS 
ATRA Research Institute Co-Chairs, Poster Session
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2020 Oral Research Presentations

The Use of Yoga in Recreational Therapy Practice: Findings and 
Recommendations

Abigail Wiles, MS, CTRS, Clemson University
Marieke Van Puymbroeck, PhD, CTRS, FDRT, Clemson University

Brandi M. Crowe, PhD, LRT/CTRS, Clemson University
Arlene A. Schmid, PhD, OTR, Colorado State University   

Introduction. Yoga is considered a complementary health approach (CHA) by the National Center for Com-
plementary and Integrative Health (National Center for Complementary and Integrative Health [NCCIH], 2017a). 
This government agency researches complementary forms of medicine used in health care (NCCIH, 2017b). Due 
to the benefits yoga has shown to elicit, yoga is commonly used as a therapeutic intervention in clinical treatment 
among individuals with varying disorders and illnesses (e.g., Khalsa, 2004; Libby et al., 2012; Van Puymbroeck et 
al., 2013; Van Puymbroeck et al., 2018; Yang, 2007). There are many individuals who work in health care settings, 
ranging from physicians to recreational therapists, with the common goal of helping the patient or client. Yoga is 
identified in the literature as a therapeutic intervention in physical therapy (PT) (Beazley et al., 2017; Galantino et 
al., 2004), occupational therapy (OT) (Mailoo, 2005), and recreational therapy (RT) (Bolster et al., 2018; Walter et 
al., 2017) practice. While yoga is used in health care with a variety of populations by a variety of disciplines, limited 
knowledge exists regarding credentials of yoga instructors, duration and frequency of sessions, style of yoga used 
in treatment, and how, where, and with what populations yoga is being used in RT practice. The purpose of this 
study was to investigate and describe how yoga is currently used in RT practice. Methods. As part of a nation-wide 
survey and qualitative individual interviews, this secondary analysis investigated how yoga is being used in RT 
practice across the United States. Results. Sixteen recreational therapists completed both a nation-wide online 
survey and semi-structured interviews. See Table 1 for the demographics of the study participants. Quantitative 
results describe the populations in which yoga is being used in RT practice, as well as the characteristics of recre-
ational therapists who also are employing yoga in their RT practice. Conventional and summative content analysis 
of interview data identified four categories related to yoga in RT practice: recreational therapists’ practices, treat-
ment planning, outcomes, and yoga intervention. Implications for Recreational Therapy Practice. The literature 
recommends that practitioners who teach yoga to individuals with disabling conditions be both experienced with 
the population and a trained yoga teacher (Cohen et al., 2007; Douglass, 2009; Libby at al., 2012; Sareen et al., 2007; 
Sherman et al., 2005); participants in this study also identified this as important. By having personal yoga practices 
and identifying as trained yoga teachers, recreational therapists are providing evidenced-based treatment to their 
patients. The findings from this study suggest that yoga should be implemented by recreational therapists who are 
trained to teach yoga or provide population-specific yoga sessions to meet specific patient needs. Limitations of 
the study and implications for recreational therapy practice and future research will be discussed. 
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Table 1
Participant Demographics (n=16)
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Table 1 
Participant Demographics (n=16) 
 
Item Mean + SD or n (%) 
Age 39.4 + 11.4   
Gender, female 15 (93.8) 
Country, United States 16 (100) 
Race  
 White 13 (81.3) 
 Hispanic or Latino 2 (12.5) 
 Native Hawaiian or Pacific Islander 1 (6.3) 
Credentials*  
 Certified Therapeutic  Recreation Specialist  (CTRS) 16 (100) 
Years of professional practice   
 <1 – 3 years 2 (12.6) 
 4 – 10 years  8 (50.0) 
 10 – 20 years 3 (18.8) 
 >20 years 3 (18.8) 
Personal yoga practice, yes 14 (87.5) 
Personal yoga practice duration  
 <1 year 1 (6.3) 
 1 – 3 years 3 (18.8) 
 4 – 10 years 3 (18.8) 
 10 – 20 + years  7 (43.8) 
Setting*   
 Skilled Nursing Facility (SNF) 3 (18.8) 
 Inpatient Rehab 2 (12.5) 
 Psychiatric Care 2 (12.5) 
 Community-based Program 1 (6.3) 
 Outpatient Rehab 1 (6.3) 
 Acute Care 1 (6.3) 
 Other 10 (62.5) 
Client/Patient age group  
 Adults (19 – 65) 7 (43.8) 
 Children and youth (0-18) 3 (18.8) 
 Older adults (65+) 3 (18.8) 
 All ages 3 (18.8) 
Note. * participants selected all responses that applied 
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Walter, A. A., Van Puymbroeck, M., Townsend, J., Linder, S. M., & Schmid, A. A. (2017). A systematic review of 
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Leisure Walking Intensity Levels, Mental Health and Health Perception 
Among Older Adults

Areum Han, PhD, Korea University Center for Curriculum & Institute Studies, Korea University, Seoul, South Korea
Junhyoung Kim, PhD, School of Public Health, Indiana University 

Jaehyun Kim, PhD, Korea University Center for Curriculum & Institute Studies, Korea University, Seoul, South Korea
Kiboum Kim, PhD, Department of Human Service Studies, Winston-Salem State University

Introduction. Older adults experience a variety of health problems which lead to psychological problems 
(Elsawy & Higgins, 2010; Holt-Lunstad et al., 2015). Health care professionals have focused on health promotion 
through physical activity to improve psychological health for aging population. Substantial evidence exists to show 
that insufficient physical activity is associated with psychological distress (Ball et al., 2007; Mortazavi et al., 2012). 
Among the variety of studied physical activities, leisure walking is considered the most cost-effective therapeutic 
form of exercise as it does not require specific training or skillsets (Center for Disease Control & Prevention, 2000; 
WHO, 2017). Research suggests that different levels of intensity of leisure walking affected mental health of older 
adults (Julien et al., 2015). Unfortunately, insufficient evidence exists related to the recommended intensity levels 
of leisure walking for health benefits among older adults. The purpose of this study was to investigate how leisure 
walking intensity levels are associated with mental health and health perception among older adults. Methods. Us-
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ing data from the 2017 California Health and Interview Survey (CHIS, 2017), a total of 4,737 adults over the age of 
65 were drawn from the raw data using a purposive sampling method. The respondents’ demographic character-
istics are presented in Table 1. Three variables selected from the CHIS data for this study. First, health perception 
(Kim et al., 2016) was used to measure the participants’ perceived health. Second, K6 Mental Health Assessment 
which is composed of six items was used to measure mental health (CHIS, 2017). Finally, in order to measure the 
intensity levels of the leisure walking, two questions (duration and time a week) were utilized and the participants 
were classified into three intensity levels of leisure walking groups (Ainsworth et al., 1993; Ainsworth et al., 2000) 
by The Metabolic Equivalent of Task (MET) levels; (1) light walking group (less than 2.9 MET-hours/week), (2) 
moderate walking group (3.0-5.9 MET-hours/week), and (3) vigorous walking group (more than 6.0 MET-hours/
week). A one-way multivariate analysis of variance (MANOVA) was conducted to test the significance of the 
group differences. As a post-test, a Dunnett T3 post-hoc test was utilized to measure the differences among the 
groups. Results. The results of this study showed that older adults who engaged in moderate and vigorous leisure 
walking reported higher health perception than those individuals involved in light leisure walking (Table 2 and 3). 
In addition, older adults who participated in moderate leisure walking reported higher mental health than those 
individuals in light leisure walking (Table 2 and 3). Discussion. This study suggested that certain walking intensity 
levels can lead to stronger health benefits among older adults. Specifically, participation in vigorous and moderate 
walking levels were found to promote mental health and health perception. Such positive health outcomes can 
contribute to successful aging. Implications for RT. Recreational therapists should strive to provide richer op-
portunities for older adults to motivate and engage in leisure walking by creating strategic plans such as walking 
buddy program, community-based walking programs, and leisure education programs.

Table 1
Demographic Characteristics Information (N = 4,737)

strategic plans such as walking buddy program, community-based walking programs, and leisure 
education programs. 

Table 1. Demographic Characteristics Information (N = 4,737) 

 n % 
Gender Male 1936 40.9 

Female 2801 59.1 

Age Young-old (65-74age) 2679 56.6 

Middle-old (75–84age) 1518 32.0 

Old-old (85 and over)  540 11.4 
Marital Married 2278 48.1 

 Living with a partner 119 2.5 

 Widowed 1191 25.1 

 Divorced/Separated 851 18.0 

 Never married 298 6.3 
Education No Formal education Or Grade 1-8 178 3.8 

 Grade 9-11 100 2.1 
 Grade 12/High School Diploma 695 14.7 
 Some College 897 18.9 
 Vocational School 117 2.5 
 AA or AS Degree 348 7.3 

 BA or BS Degree/ 
Some Graduate School 

1270 26.8 

 MA or MS Degree 668 14.1 
 PH.D or Equivalent 464 9.8 

Disability Status 
(Vision/Hearing) 

Yes 652 13.8 
No 4085 86.2 

Distress Experience Yes 3266 68.9 
 No 1471 31.1 
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Table 2
Multivariate Tests for Health Perception and Mental Health by Intensity levels of Leisure Walking

Table 3
Effects of Walking Intensity on Health Perception and Mental Health
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Effect Value F Hypothesi
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Intercept Pillai’s 
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Impact of a Multidisciplinary Community Program for Individuals Diagnosed 
with Parkinson’s Disease: A One-Year Study

Brandt Auston Brickell, Oklahoma State University
Tim Passmore, EdD, CTRS/L, FDRT, Oklahoma State University

Introduction. Individuals with Parkinson’s Disease (PD) are more sedentary than individuals without PD 
(Wallen et al., 2015) and are two times more likely to fall when compared to individuals with other neurological 
disorders (Allen et al., 2013) and 60-70% higher fall rates than those of the same age, but without a neurological 
disorder diagnosis (Plotnick et a., 2011). Additionally, 70-80% of individuals with PD experience a decline in 
cognitive abilities, impaired speech (Miller, 2012) and heighted feelings of anxiety and depression (Landau et al., 
2016). Therefore, the purpose of this study is to examine the effects of a one-year multidisciplinary community 
program including recreational therapy and speech language pathology on mobility, fall risk, speech, cognition, 
and anxiety and depression. Methods. Participants of this study (n = 6; male = 4; female = 2) engaged in a one-year 
multidisciplinary community program that meets once per week. Participants averaged 75.6 years of age and an 
average disease duration of 6 years. Program was divided into two equal timed sessions. The recreational therapy 
intervention focused on providing fall prevention education and implemented an exercise regimen that targeted 
the musculoskeletal, somatosensory, vestibular, and visual components that impact balance. The speech language 
pathology portion of the program consisted of various speech and cognitive activities with the goal of improving 
functional communicative ability. The recreational therapy program consisted of exercises that targeted balance 
systems and mobility such as chair squats, balance stance changes, gait training, and dual-task modalities such as 
color ball catch and walking with distraction. Results. Baseline and one-year data were collected and descriptive 
statistics were calculated to investigate participants’ change over time. Recreational therapy outcomes include 
statistically significant changes for pre to post TUG Scores (Z = -2.023, p = .043). In addition, the Biodex BioSway 
pre-post results indicated statistically significant positive correlations with the overall stability index with eyes 
open and the anterior/posterior index eyes open scales (correlation coefficient = .975, p = .01), the overall stability 
index with eyes open and the medial lateral index with eyes open scale (correlation coefficient = .975, p = .01), the 
overall stability index with eyes closed and the anterior/posterior index with eyes closed scale (correlation coeffi-
cient = .900, p = .05), and the anterior/posterior index with eyes closed and the medial lateral index (correlation 
coefficient = .949, p = .05). Discussion/Implications. Baseline assessments were indicative that participants were 
at a heightened risk of falling with positive correlations found with the BioSway assessment. Post data collection 
results of faster TUG times are positive and encouraging due to the degenerative nature of PD. On average, the 
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participants improved their overall physical mobility over the one-year program. Researchers postulate a multidis-
ciplinary community program will improve fall risk and improved mobility and thus help with anxiety of falling. 
Results of this study demonstrate recreational therapists can provide improvements in the physical functioning 
and gait-related mobility of participants with PD who participated in the multidisciplinary program.

Funding: This research project was sponsored by the Parkinson’s Foundation Community Grant.  

Table 1  
Demographic Information of Participants

Participants Age, Gender     Disease Duration Baseline PD Severity 
 (in years)  (H & Y Scale)

PD 01  73, Male 9 3
PD 02  73, Female 1 1
PD 03  70, Male 7 3
PD 04  82, Female 12 2.5
PD 05  75, Male 4 3
PD 06  66, Male 4 1.5
 
Note. PD 05 and PD 06 had bilateral DBS.
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Feasibility of Implementing Therapeutic Yoga in Assisted Living Facilities

Em V. Adams, PhD, CTRS; Lehman College
Marieke Van Puymbroeck, PhD, CTRS; Clemson University

Brandi M. Crowe, PhD, CTRS, Clemson University
Cynthia L. S. Pury, PhD, Clemson University

Arlene A. Schmid, PhD, OTR, FAOTA, Colorado State University

Introduction. Yoga, an ancient eastern practice, is an established complementary and integrative medicine 
that consists of physical postures, mindfulness, and breathwork (Khalsa et al., 2016). Yoga is effective in improving 
functional health outcomes related to chronic illness such as chronic stroke (Portz et al., 2018), Parkinson’s disease 
(Van Puymbroeck, Walter, et al., 2018), diabetes (Van Puymbroeck, Atler et al., 2018), and chronic pain (Neu-
gebauer, 2009). These are common conditions for older adults in Assisted Living Facilities (ALFs), yet existing 
research regarding yoga in this setting is sparse, with only one study evaluating the impact of yoga in Taiwanese 
ALFs (Chen et al., 2009). Feasibility studies assess if evidence-based interventions are effective when conducted 
in different settings.(Bowen et al., 2009) Aspects of feasibility include reach, demand, acceptability, practicality, 
treatment fidelity, and safety (Bowen et al., 2009). Therefore, the purpose of this study was to evaluate the fea-
sibility of implementing a therapeutic yoga intervention twice a week for eight weeks in ALFs. Methods. Study 
design. This study employed a single-arm convergent mixed-methods research design to evaluate the feasibility of 
an eight-week yoga intervention. Recruitment. The study took place in four ALFs that provided regular exercise 
groups, but not any mindfulness-based movement. Participants must have resided in an ALFs, provided informed 
consent; had no contraindications for physical activity, passed a cognitive screener, committed to attending the 
intervention, were not expecting to leave the facility or undergo any major medical procedure within 10 weeks, 
did not have a known diagnosis of dementia, and was able to breathe without ventilator assistance. Intervention. A 
Certified Yoga Therapist (C-IAYT) conducted an eight-week therapeutic chair yoga bi-weekly. Data collection. De-
mographic information was collected at baseline. Each session, attendance, treatment fidelity, and field notes were 
recorded. Additionally, an anonymous satisfaction survey was distributed at the completion of the intervention. 
Data analysis. Demographics were compared with a national survey of residents. Descriptive statistics were used 
to analyze quantitative data and averages were compared with pre-determined benchmarks of feasibility. Directed 
content analysis was used to analyze qualitative data.  Results. A total of 15 participants completed the study. The 
sample did not significantly differ from those in the national survey. Quantitative data met the benchmarks for 
feasibility and qualitative data supported those findings (see Table 1 for a visual depiction of qualitative and quan-
titative results). When evaluating practicality staff support seemed to be the most influential factor in determining 
the success of the intervention.  Implications for Recreational Therapy Practice. This study provides support 
for the use of yoga in ALFs and may help justify the use of yoga as a therapeutic activity. Additionally, this may 
help recreational therapists (RTs) understand the role of staff support in the success of interventions. Finally, this 
research may also help RTs determine how to assess interventions for feasibility. 
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Table 1
Results of Feasibility Table 1: Results of Feasibility  

Feasibility 
Construct 

Measure Bench-
mark 

Quan 
Results 

Qualitative Results 

Reach % residents 
enrolled 

≥13.2% 13.49% Most were willing to try, but some held 
beliefs about exercise or religious beliefs 
preventing them from enrolling % of those 

screened 
enrolled 

≥30% 59% 

Accept-
ability 

Overall 
satisfaction 

≥90% 91.67% Participants reported enjoying yoga for 
increased relaxation, socialization, and 
physical functioning.  
 

Demand Attendance ≥50% 
 

75% 
 

All participants indicated they would like 
to continue yoga; 50% were actively 
trying to plan to continue to practice. 
Other 50% said they would like to if 
someone else planned it. 

Attrition ≤20% 12 % 
Likely to 
continue 

≥90% 91.67% 

Practicality Interruptions 
recorded in 
reflective 
field notes 

NA NA Staff support had the biggest influence on 
practicality in terms of interruptions and 
scheduling conflicts. 

Treatment 
Fidelity 

Actual vs. 
planned # of 
sessions 

≤20% 0% Staff support had the biggest influence on 
treatment fidelity. 

Actual vs. 
planned 
length of 
session 

≤20% 20% 

Actual vs. 
planned # of 
yoga 
components- 
 

≤20% 0% 

Safety Adverse event 
or potential 
adverse event. 
 

≤10% 
 

6% 
 

Participants indicated that individual 
modifications provided by the instructor 
helped them feel safe. 

Felt safe 
during yoga. 

≥90% 91.67% 
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Female Veteran Experiences Participating in Higher Ground Military Program

Hannah Wells, Clemson University
Anna Johnson, Clemson University

Brent Hawkins, University of North Carolina at Wilmington
Jasmine Townsend, Clemson University

Brandi Crowe, Clemson University
Lauren Fleming, Clemson University

Introduction. Female veterans are widely underrepresented in research despite being a rapidly growing group 
within the military (Hawkins & Crowe, 2018a, 2018b; Lundberg et al., 2016). The purpose of this study is to 
provide additional understanding of how outdoor recreational therapy can impact female veterans. In order to 
be eligible for the study, participants had to be a veteran, identify as female, and have attended a Higher Ground 
camp between June 2017-June 2019. Methods. Following an interpretive phenomenological approach (Smith et 
al., 1997; Smith & Osborn, 2015), the research team conducted 10 semi-structured interviews via recorded phone 
calls. After transcribing each interview, each researcher first utilized open coding prior to engaging in axial cod-
ing (Priest et al., 2002) as a team. Results. Analysis revealed four themes: 1) empathetic staff, 2) staff connection 
to the military, 3) transformative experiences, and 4) resources after Higher Ground. Participants expressed that 
Higher Ground staff who had some connection to the military and who displayed empathy had a positive impact 
on their experiences. Additionally, many participants discussed having transformative experiences while outdoors 
resulting in things such as feelings of increased confidence in their abilities and moments of personal forgiveness. 
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Finally, part of Higher Ground’s programmatic structure includes intentional follow-up resources and support fol-
lowing the completion of the camp. Many participants mentioned the significance of these resources in their daily 
lives after Higher Ground. Discussion/Implications. As such, agencies who serve female veterans should pursue 
cultural competency and trauma-informed care training and consider providing intentional follow-up support 
and resources in order to facilitate meaningful experiences for participants. This study presents a need for further 
research-based exploration into specific programmatic aspects that can positively impact participant experiences 
at outdoor recreation programs similar to Higher Ground. 
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Constraints to Well-being for Older Adults Transitioning into an 
Assisted Living Facility

Kaitlin Mueller, MS, CTRS, Clemson University
Marieke Van Puymbroeck, PhD, CTRS, FDRT, Clemson University

Brandi M. Crowe, PhD, LRT/CTRS, Clemson University
Nicole Davis, PhD, AGPCNP-BC, GNP-BC, Clemson University

Introduction. Transitions to an assisted living facility (ALF) are difficult, sometimes even traumatic, for older 
adults. The transition process can threaten the older adults’ perceived well-being in all RT domains of wellness: 
physical, mental, social, emotional, spiritual, and leisure (Saunders & Heliker, 2008; Tracy & DeYoung, 2004). 
Current literature only focuses on the overall process for older adults in the transition process (Resnick et al., 
2015; Saunders & Heliker, 2008; Tracy & DeYoung, 2004). There is limited literature that addresses constraints to 
well-being for older adults who move into an ALF. To address this gap in the literature, the aim of this study was 
to explore the influence of the transition process to an ALF on older adults’ well-being.  Methods. The study was 
approved by the local institutional review board. The qualitative study was conducted in a 54-bed ALF in a rural 
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area. Participants were recruited through referrals by health care administrators at the ALF. The potential partici-
pants had to meet the following criteria to be included in the study: (a) score of 4 or higher on the Six-Item Screen-
er (Callahan et al., 2001); (b) willing to complete a media release for consent to have interview audio-recorded; 
and (c) current resident at the facility where the study occurred. An extensive literature review helped form the 
open-ended questions for the semi-structured interviews with the participants. Interviews were audio-recorded 
and transcribed verbatim. Participants were given pseudonyms to protect confidentiality. Constant comparison 
method (Creswell & Poth, 2016) as well as open, axial, and selective coding were used for analysis (Strauss & 
Corbin, 1990). Strauss and Corbin’s approach to grounded theory helped guide the process to identify theories that 
emerged from the data. Themes were identified from the data about factors that influenced well-being during the 
transition process. Results. Participant demographics can be found in Table 1 and are summarized here. Fourteen 
participants between the ages of 86 and 97 participated in this study. Participants were all living alone in the ALF 
(n=14) and were primarily female (n=10). Three central findings emerged from the data that influenced partic-
ipants’ well-being during the transition process: loss of independence (subthemes include: loss of physical and 
mental health and loss of driving), changes in social leisure pursuits, and downsizing in space and possessions.  
Implications for RT. Themes that emerged support and broaden the Hierarchical Leisure Constraints Theory with 
the components of intrapersonal, interpersonal, and structural constraints (Crawford & Godbey, 1987) also be ap-
propriate for the transition to ALFs. The Modified Constraints to Well-being model is proposed, see Figure 1. Rec-
reational therapists can use these findings to target constraints to well-being that may be present for older adults 
moving into ALFs. Older adults may experience intrapersonal (declines in health or loss of driving) and structural 
constraints (downsizing in space and possessions) that could further place interpersonal constraints (unwanted 
changes in social leisure) on their well-being. The unwanted changes in social leisure may present an opportunity 
for older adults to be referred for recreational therapy services to work towards increasing their perceived well-be-
ing. Future research is needed to measure constraints to well-being and possible adjustment strategies to better the 
transition process for older adults to ALFs.  
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Table 1
Participant Demographics (N=14) 

Table 1.  
Participant Demographics (N=14)  
 

Participant 
Pseudonym  Age Gender 

Relationship 
Status 

Length 
of time 
in ALF 

Who lived 
with at 

previous 
residence 

Number of 
times moved 
in the past 5 

years 
including 

move to ALF 
Notes on primary reason for 
move according to participant 

Agatha 94 F Widowed 4 years Husband 1 Husband’s health decreased from 
stroke. Believes only temporary 
move and wants to move back to 
her house.   

Bernice 95 F Widowed 1.5 
years 

Husband 2 Husband died- living alone and 
experiencing loneliness  

Dorothy 95 F Widowed 2 years Husband 2 Husband died- living alone. 
Gertrude  97 F Widowed 2 years Husband 1 Doctor recommendation because 

of decreases in health from 
“aging.” Believes only temporary 
move and wants to move back to 
her house.   

Harold 93 M Widower 
(twice) 

6 
months 

Alone 2 Sought out senior community. 

Josephine  91 F Widowed 2 years Husband 1 Part of her retirement plan. 
Katherine  86 F Widowed 1 year Alone 2 Moved states to be closer to son. 

Moved to ALF after stroke and 
decrease in health. 

Mary 92 F Widowed 2 years Husband 1 Broke arm, during rehabilitation 
stay her children insisted on her 
moving to ALF.  

Norman 84 M Divorced 5 years Alone 1 Niece sought out senior 
community because of Parkinson’s 
diagnosis. He liked it and moved.  

Natalia  86 F Widowed 10 
months 

Husband 1 Decrease in health, hospital stay, 
and family decision to move. She 
agreed for comfort it provided her 
family. 

Penny  95 F Widowed 
(twice) 

3 weeks Alone 1 Macular degeneration left her 
without ability to drive. A desire 
for community led to move to 
ALF. 

Richard  90 M Widower 1 year Alone 1 Lonely in townhouse, diagnosis of 
dementia, joint decision between 
family and participant. 

Stewart 91 M Widower 1.5 
years 

Alone 1 Family decision to move after 
physical and decrease in mental 
health (lack of medication 
management for memory care). 
Believes only temporary move and 
wants to move back to his house.   

Theresa 92 F Widowed 2 weeks Alone 1 Parkinson’s diagnosis with falls, 
move to ALF (mutual decision 
with daughter).  
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The Effects of Swimming on Health, Well-Being and Functioning 
of Children with ASD

Lisa Mische Lawson, University of Kansas Medical Center

Introduction.  Children with Autism Spectrum Disorders (ASD) are at a heightened risk of obesity and expe-
rience limited access to physical activity opportunities (Lawson & Foster, 2016; Stanish et al., 2017). Studies have 
shown that obesity can decrease children’s quality of life (Toscano et al., 2018). Additionally, caring for a child with 
ASD can contribute to a decrease in quality of life for parents (Cooper et. al., 2014). The purpose of this study was 
to explore the extent to which a specialized swim program for children with ASD, Sensory Enhances Aquatics 
(SEA), improved child and parent functioning and body composition (BMI).  Methods.  This study used a cross-
over design which is useful for determining power calculations with a limited sample size and evaluation of short-
term intervention effects (Wyman et al., 2015). Researchers recruited a convenience sample of children with ASD 
ages 4-17 from the SEA distribution list. Children were included if 1) they had an autism spectrum disorder diag-
nosis, 2) a Social Responsiveness Scale-2 (SRS-2) score indicating probable autism, 3) a BMI > the 85th percentile. 
Participants were assigned to the immediate intervention or waitlist group. Two weeks before SEA, the research 
team met with all families to 1) obtain informed consent/assent, 2) collect baseline measures (demographic form, 
SRS-2, Children’s Health Questionnaire-CHQ, height, weight). Researchers collected measures (CHQ, height, & 
weight) at two additional time points: 1) when the immediate treatment group completed SEA (week 10), and 2) 
when the waitlist group completed SEA (week 18). The SEA intervention is fully described in previously published 
studies (Lawson & Lisk, 2019). Researchers used descriptive statistics to summarize the sample, ANOVA to com-
pare differences between groups and t-tests to explore significant differences. Because this study was exploratory, 
researchers calculated mean differences and effect sizes of CHQ domain and subscale change scores, height, weight 
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Figure 1
Modified Constraints to Well-Being Model
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and BMI to better understand changes between groups at each time point.  Results.  Our sample of 24 children 
with ASD was mostly young (75% < age 9), male (83%), and Caucasian (58.3%). At least 25% reported use of med-
ication, and 33% had comorbid diagnoses (e.g., ADHD, ODD, Global Apraxia etc.). ANOVA revealed a significant 
difference in CHQ psychosocial subscale scores from T2 to T3 (F= 3.35, p= .094) and two CHQ domain scores, 
family cohesion from T1-T2 (F= 4.80, p=.04) and emotional parent impact from T1-T3 (F= 4.85, p=.04). There 
were no significant differences in children’s BMI between the immediate treatment (SEA) and waitlist group at any 
time point (T1 F=.015, p=.9; T2 F=.003, p=96; T3 F=.031, p=.86). Tables 1 and 2 show moderate to large effect sizes 
for some CHQ domains, but not for height weight or BMI.  Implications for Recreational Therapy.  This study 
showed 8 weeks of twice weekly swimming improved self-esteem and emotional behaviors of children with ASD 
but did not significantly affect body composition. Recreational therapists should include measures of self-esteem 
and emotional behaviors in addition to physical measures in future physical activity research. Practitioners should 
consider physical activity as an intervention to improve self-esteem and behavior. This study also informs design 
and measures for conducting rigorous recreational therapy research.
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Table 1 

 

Children’s Health Questionnaire Change Score Means and Effect Sizes at Each Time Point 

  T1-T2 
Mean (SD) 

Effect 
Size (d) 

T2-T3 
Mean (SD) 

Effect 
Size (d) 

T1-T3	Mean 
(SD) 

Effect 
Size (d) 

DOMAIN SCORES      
Global Health       

 Immediate Tx 1.67(12.3) 0.36 5.62(22.8) 0.00 6.88(23.6) 0.44 
 Waitlist  -3.89(18)  5.56(11)  -2.5(18.3)  

Physical Functioning       
 Immediate Tx -7.41(26.1) 0.12 -3.7(11.1) 0.55 -4.94(9.8) .16 
 Waitlist  -11.11(33.3)  12.35(39.5)  -1.11(32.9)  

Role/Social Limitations-Emotional/Behavioral    
 Immediate Tx -22.22(29.6) 0.73 44.44(60.9) 0.75 22.22(65.7) 0.33 
 Waitlist  -3.70(20)  -4.17(67.7)  .00(68.7)  

Role/Social Limitations- Physical      
 Immediate Tx -5.56(19.3) 0.06 .00(37.3) 0.09 -7.41(43.4) 0.13 
 Waitlist  -7.41(36.4)  3.70(42.3)  -3.33(10.5)  

Bodily Pain/Discomfort      
 Immediate Tx 3.33(11.6) 0.13 -4.44(19.4) 0.13 .00(14.1) 0 
 Waitlist 5.00(14.1)  -2.22(15.6)  .00(.0)  

Behavior       
 Immediate Tx -29.40(16.5) 0.26 22.40(19.4) 0.15 -4.69(13.3) 0.60 
 Waitlist  -25.26(15)  25(14.7)  1.38(5.2)  

Global Behavior Item      
 Immediate Tx -3.33(11.5) 0.09 3.89(35.1) 0.13 -.56(27.3) 0.22 
 Waitlist  -1.67(24.8)  .00(24.6)  -5.5(16.4)  

Mental Health       
 Immediate Tx 4.54(9.4) 0.43 -10.19(23.5) 0.56 -4.17(19.4) 0.93 
 Waitlist  10.19(16)  .93(15.3)  10.00(9.5)  

Self Esteem       
 Immediate Tx -3.47(5.7) 0.74 4.63(8.5) 0.87 .93(10.6) 0.10 
 Waitlist  10.71(26.7)  -12.04(25.7)  .00(7.7)  

General Health Perceptions      
 Immediate Tx -2.84(8.1) 0.19 8.93(15.7) 0.46 8.04(12.9) 0.78 
 Waitlist  -.78(12.7)  14.58(7.7)  18.06(12.7)  

Parental Impact- Emotional      

 Immediate Tx 2.08(26) 0.31 7.81(29.1) 0.32 15.63(14.6) 1.07 
 Waitlist  -4.17(12.5)  .00(17.7)  -5.0(23)  

Parental Impact- Time      
 Immediate Tx 6.06(17.1) 0.73 4.17(23.2) 0.41 16.67(36) 0.44 
 Waitlist  -5.56(14.4)  12.96(20)  3.33(23.3)  

Family Activities       
 Immediate Tx 2.08(3.1) 0.05 -10.94(15.6) 0.49 -4.69(20) 0.26 
 Waitlist  3.12(22.9)  -2.78(17.4)  .00(15.3)  

Family Cohesion       
 Immediate Tx 0(0) 0.0 .00(8) 0.41 .00(8) 0.0 
 Waitlist  -10(16)  6.11(19)  .00(.0)  

 
 

SUBSCALE SCORES      
Psychosocial        

 Immediate Tx -4.19(5.9) 0.51 11.87(7.7) 1.09 2.31(3.2) 0.26 
 Waitlist  -0.48(8.3)  1.42(11.1)  .91(7.0)  

Physical        
 Immediate Tx 1.42(6.3) 0.59 -1.4(13.6) 0.49 1.12(9.4) 0.12 
 Waitlist  -4.02(11.4)  5.74(15.7)  2.56(13.6)  

Note. † = Cohen’s d Small=.2, Medium=.5, large=.8 

Table 1
Children’s Health Questionnaire Change Score Means and Effect Sizes at Each Time Point
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The Use of Yoga with Youth Who Have Experienced Trauma

Madeline Nance, CTRS, Clemson University
Megan Sease, CTRS, Clemson University

Brandi M. Crowe, PhD, LRT/CTRS, Clemson University
Marieke Van Puymbroeck, PhD, CTRS, FDRT

Heidi Zinzow, PhD

Introduction. Experiencing trauma during childhood and adolescence can be detrimental to an individual’s 
physical, mental, social, emotional, and spiritual health and well-being (Cook et al., 2005; Najjar et al., 2008). Trau-
ma impacts all individuals differently and its residual effects often differ depending on the age and developmental 
stage that the youth is in when the traumatic experience(s) occurs (Cook et al., 2017; Najjar et al., 2008). It is vital 
that youth who experience trauma receive proper treatment in order to counteract the negative, and potentially 
lifelong, impacts of trauma. Yoga has been found to be a beneficial therapeutic practice for combating the detri-
mental effects of trauma, however, the current literature contains many inconsistencies with regards to how and 
why yoga is utilized with this population (Beltran et al., 2016; Macy et al., 2018; Nolan, 2016; Seena & Sundaram, 
2018). The purpose of this study was to address these inconsistencies in order to describe by whom, how, and why, 
yoga is being implemented with youth who have experienced trauma. Methods. Using a criterion-based sampling 
strategy, individuals were eligible for participation in the study if they reported that they had completed their pro-
fessional degree program, and had implemented yoga within the last year with youth who had experienced trau-
ma. Individuals were recruited for the study using social media outlets and listservs associated with various health 
care professions and yoga groups; snowball sampling was also employed. After receiving Institutional Review 
Board approval and obtaining participant’s consent, a non-standardized 27-item survey was distributed online 
using Qualtrics. Quantitative data were analyzed using descriptive statistics; open-ended survey responses were 
analyzed using conventional and summative content analysis. Results. Fifty-six respondents met inclusion crite-
ria, completed the survey, and were included in the final sample. Thirty-one respondents indicated working with 
children (aged 2-11) who had experienced trauma; 47 indicating working with adolescents (aged 12-19). Partici-
pants reported providing yoga in community-based, outpatient mental health, and “other” settings (e.g., schools) 
primarily to improve emotional and physical health. Social, cognitive, and spiritual health were also targeted out-

Table 2
Body Measure Mean Differences and Effect Sizes Each Time Point

 

Table 2 

Body Measure Mean Differences and Effect Sizes Each Time Point 

 

 T1 
Mean (SD) 

Effect 
Size (d) 

T2 
Mean (SD) 

Effect 
Size (d) 

T3       
Mean (SD) 

Effect 
Size (d) 

Height       
Immediate Tx 52.50(7.3) .16 52.98(7.1) .18 54.27(7.7) .03 

 Waitlist Control 53.51(5.1)  54.07(5.2)  54.49(5.6)  
Weight       
 Immediate Tx 97.96(54.4) .04 98.94(54.2) .03 114.39(60.3) .25 
 Waitlist Control 96.04(27.4)  97.75(28.8)  102.44(28.4)  
BMI      
 Immediate Tx 23.45(6.5) .06 23.28(6.4) .02 24.49(6.9) .08 
 Waitlist Control 23.17(4.1)  23.15(4.6)  24.05(4.3)  

Note. † = Cohen’s d Small=.2, Medium=.5, large=.8 
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comes. Participants most frequently reported using trauma-informed yoga (61.3%) and gentle yoga (45.2%) with 
children; and trauma-sensitive yoga (61.7%) and trauma-informed yoga (60%) with adolescents, in both group 
and 1:1 formats. Study participants reported details related to planning logistics (e.g., group size, session duration, 
preparing the facility space); and common trauma-specific adaptations, including increasing participant autono-
my, creating a safe environment, and building therapeutic rapport, they use when facilitating yoga with youth who 
have experienced trauma. Lastly, open-ended responses reflect participants’ perspectives regarding the similarities 
and differences between trauma-informed and trauma-sensitive yoga. Implications for Recreational Therapy. 
As trauma-informed care becomes increasingly prevalent in health care fields (Bateman et al., 2013; Layne et al., 
2012), it is important for recreational therapists to gain a deeper understanding of how trauma-informed care may 
be incorporated into their own professional practice. Specifically, results from this study will increase recreational 
therapists’ knowledge of how to plan and facilitate yoga sessions with youth who have experienced trauma. Study 
findings also provide information related to the various yoga- and trauma-specific trainings recommended by 
study participants for practitioners utilizing yoga with youth who have experienced trauma. 
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Older Adult Response to a Robotic Pet Intervention Using Joy for 
All Companion Pets

Rhonda Nelson, PhD, MTRS, CTRS, MT-BC, FDRT, University of Utah
Rebecca Westenskow, University of Utah

Introduction. Robotic pets are showing promise as an innovative treatment intervention for older adults liv-
ing in long term care (LTC) facilities. Studies have documented improvements in depression (Petersen et al., 2016), 
loneliness (Banks et al., 2008), pleasure and interest (Libin & Cohen-Mansfield, 2004), and both positive and 
negative behavior (Lane et al., 2016). Additionally, improvements in communication (Banks et al., 2008; Kramer 
et al., 2009; Sung et al., 2014; Tamura et al., 2004), interaction (Sung et al., 2014), and activity participation (Sung 
et al., 2014) have also been recorded. Unfortunately, widespread adoption has been limited since studies have a) 
used expensive robotic pets not compatible with most LTC budgets, and b) lacked replicable protocols for facil-
itators. Joy for All Companion Pets (JFACP), which offer dog and cat models, are new to the robotic pet market 
and represent a cost effective option for recreational therapy (RT) practice. Therefore, evidence-based protocols 
using JFACP are needed. Methods. This study aimed to gather data on how older adults residing on a memory 
support unit of a LTC facility responded to JFACP when they were presented as part of a structured RT protocol. 
The primary aims were to a) determine resident enjoyment in activities with JFACP, b) identify common behavior-
al responses and the facilitation techniques that prompted them, and c) establish appropriate length for sessions.  
Participants were scheduled for two 30-minute sessions 2–10 days apart. The intervention was provided 1:1 in the 
participant’s room. Both a cat and dog JFACP were available, and residents interacted with the one they chose. Ses-
sions were video-taped so specific responses and facilitation techniques could be reviewed and coded by a team of 
RT researchers. At the end of each session, participants rated their level of enjoyment on a scale of 1-10 and were 
asked what they liked/did not like about the session. While 30 minutes were allotted, sessions were structured to 
end sooner if the resident desired. Results. Participants (n = 5) ranged in age from 82 to 87 years (M = 85.00, SD 
= 1.67) and included males (n = 3) and females (n =2). All had severe cognitive impairment based on Brief Inter-
view for Mental Status (BIMS) scores of 2–7 (M = 4.40, SD = 2.07). Rating how much they enjoyed the sessions on 
a scale of 1–10, participants responded with scores of 5–10 with an average of 7.80 (SD = 1.87) corresponding to 
“quite a bit.” Comments reflecting what they liked/did not like most about the sessions are summarized in Table 
1.  The most common behavioral responses and the facilitation techniques that typically prompted these behav-
iors are summarized in Table 2. Session length ranged from 19–36 minutes (M = 30.33, SD = 4.37). Some sessions 
were lengthened beyond the 30 minute time frame to accommodate for brief interruptions from staff/visitors. 
Discussion and Implications for RT Practice. This preliminary data indicates JFACP can be used as part of a 
RT intervention with LTC residents experiencing cognitive decline.  In this small sample (a result of COVID-19 
study interruption), all residents enjoyed the interaction at least “moderately,” and several enjoyed it “very much.” 
The most common behaviors exhibited a) petting/rubbing/scratching the pet, b) communicating with the pet, c) 
brushing the pet, and d) moving the pet to and from its carrier, lend insight for developing future studies where 
other treatment outcomes can be recorded.  Effective facilitation techniques including a) modeling interactions, b) 
repositioning the pet, c) verbally prompting interactions, d) offering a brush for grooming, e) asking questions to 
re-engage, f) allowing time for quiet interaction with the pet, and g) letting the resident self-direct, will also assist 
therapists in structuring sessions that engage residents most effectively. This information will also guide the re-
search team in refining this specific protocol.  The time allotted (30 minutes) was determined to be appropriate for 
this type of intervention. Future studies should also explore the potential for using JFACP in small group settings 
and with older adults of differing ages and levels of cognitive functioning.
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Table 1
Participant Comments Related to Enjoyment in the JFACP Activity

Table 2
Most Common Behaviors and Effective Facilitation Techniques
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Table 1: Participant Comments Related to Enjoyment in the JFACP Activity 

What did you like most? Is there anything you did not like? 
“Really nice to have that”  “I don’t remember.”  
“To see him and act like he’s having fun”  “I like/prefer real animals. I am fond of 

chipmunks.” 
“He did what I wanted him to and he didn’t run off”  “Not that I saw”  

 
“They are funny. Enjoyed holding them. Wasn’t scared.  “I can’t remember” 
“The ability to stop it.”  “Can’t think of anything”  

 
“Pretty hair, will listen to you, could take them to bed with 
you”  

“No” 

“I was able to approach (the animal) and talk to him. Not 
nervous”  

 

“His black nose.”   
 

 

Table 2: Most Common Behaviors and Effective Facilitation Techniques 

Behaviors  
Petting, rubbing, and/or scratching the pet 
Communicating with the pet 

• Using “pet talk” comments/sounds 
• Using “pet talk” voice/inflections 
• Exhibiting engaging facial expressions 
• Mirroring or imitating pet sounds 

Brushing the pet 
Taking the pet out of the carrier, helping put pet back into carrier 
Facilitation Techniques 
Modeling interactions (petting or holding the robotic pet) 
Repositioning the pet to lay down or sit up 
Verbally suggesting interaction (scratching the belly or ears) 
Offering a brush to groom the pet 
Asking a question to re-engage the resident (about the robotic pet or past pets the resident had) 
Allowing quiet interaction between the resident and the pet 
Letting the resident self-direct  
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Health Benefits of Adapted Taekwondo Practice for Adolescents with Intellectual 
and Developmental Disabilities from Parents’ Perspectives

Yongseop Kim, MPH, School of Public Health, Indiana University
Junhyoung (Paul) Kim, PhD/CTRS, School of Public Health, Indiana University

Jennifer Piatt, PhD/CTRS, School of Public Health, Indiana University
Cedomir Stanojevic, MS, School of Public Health, Indiana University

Introduction. Adolescents and young adults with intellectual and developmental disabilities (IDD) demon-
strate maladaptive and aggressive behaviors as well as deficient social communication skills. In addition, these in-
dividuals experience high levels of psychological problems and concerns such as depression, anxiety, and isolation 
(Kim, 2000; Myers & Pueschel, 1991). Prior studies have stressed the importance of physical activity intervention 
programs as a tool in promoting physical, social, and cognitive functions among people with IDD (Izquierdo-Go-
mez et al., 2015; Tsimaras & Fotiadou, 2004). In this study, adaptive Taekwondo, a Korean form of martial arts that 
focuses on mind-body exercise, can be an effective program for promoting health benefits among adolescents and 
young adults with IDD. Considering the various cognitive levels of adolescents with IDD, this study is to extract 
health benefits as a result of Taekwondo participation from parents of adolescents and young adults with IDD. 
Methods. A qualitative observational research strategy was employed due to the various cognitive levels of the 
participants. Eight parents of Taekwondo participants at the local YMCA adapted Taekwondo class participated 
in this study. In-depth semi-structured interviews were conducted with each parent, lasting between 40 to 60 
minutes (Miles & Heberman, 1994). In terms of data saturation, this study reached a saturation point when the in-
terview with the sixth participant took place, after which additional themes were not identified. Creswell’s  (2009) 
five steps of data collection and analysis were followed in this study. For the data analysis, the constant comparative 
method was used for this study. Results. Four salient themes were identified as health benefits that Taekwondo 
participation provided for their child: (a) psychological benefits, (b) social benefits, (c) cognitive benefits, and (d) 
physical benefits. For the psychological benefits, participants experienced happiness and excitement as well as 
enhanced self-esteem and confidence. From social aspects, participants created and developed unique friendships 
with others who had similar experiences and exchanged valuable resources and information related to adaptive 
recreational programs. From the participants’ perspectives, their children developed cognitive abilities by demon-
strating a series of physical movements. Moreover, participants indicated that their children improved physical 
functioning such as balance, coordination, motor skills, and physical strength. Implications for TR. The findings 
of this study indicate that adaptive Taekwondo can be a novel therapeutic intervention to adolescents with IDD to 
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improve the physical, social, psychological, and cognitive functioning. This study suggests that adaptive Taekwon-
do may serve as an effective mind-body exercise program that promotes their health and well-being in the afore-
mentioned domains by providing a dynamic series of physical movements, meditations, and vigorous exercise. 
In addition, this study adds to the body of knowledge about evidence-based interventions related to martial arts 
programs and mind-body interventions for adolescents with IDD. Thus, this study provides invaluable insights to 
help recreational therapists design and implement adaptive Taekwondo for their clients with IDD.
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Effectiveness of RT with Canine or Equine Therapy for Older 
Adults with Dementia

Betsy Kemeny, PhD, CTRS, CPG, Slippery Rock University
Deborah Hutchins, EdD, CTRS, Slippery Rock University
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Megan Hutchman, Slippery Rock University

Hope Gettemy, Slippery Rock University
Deborah Walton, Slippery Rock University
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Introduction. By 2050, dementia is projected to affect over 115.4 million people globally (World Health Or-
ganization, 2018). Currently, over 50% of long-term residents have dementia (U.S. Census Bureau, 2014). One 
of the most common neuropsychiatric symptoms in dementia is apathy (Selbæk et al., 2013). Since no conclu-
sive evidence exists for pharmacological approaches (Harrison et al., 2016) and some may have negative side 
effects, non-pharmacologic approaches are suggested (Brodaty &Arasaratnam, 2012). Limited research exists on 
animal-assisted interventions (AAI) effectiveness in decreasing apathy or increasing engagement. AAI has been 
shown to enhance well-being in older adults in LTC (Friedman et al., 2015; Huff-Mercer, 2015). No known re-
search measures older adult response to multi-species animal-assisted therapy. This study compared RT using ca-
nine, equine, and control to understand the effectiveness on apathy, heart rate variability (HRV), and engagement. 
Methodology. Following IRB/IACUC approval, in five two-hour sessions at the Equestrian Center, 10 volunteer 
participants with dementia from two LTC facilities were randomly assigned to the order in which each resident 
received every intervention per session (AAI with dog, AAI with horse, and control (social group). Informant-re-
ported apathy, using the Apathy Evaluation Scale (Marin et al., 1991) was collected before and after the entire five-
week period. During each session, Engagement in Preferred Activities Scale (EPASS) (Nelson et al., 2014), targeted 
observed AAI social responses, and heart rate variability (HRV) Emwave pro which is not negatively impacted by 
dementia (Britton, 2008; HeartMath Institute, 2020).To promote fidelity, the same CTRS dog handler and the same 
CTRS PATH instructor incorporated grooming, walking and interaction with the dog or the horse every session. 
The control, a social group, was facilitated under the supervision of a CTRS. To compare the differences in apathy 
before and after the five sessions as well as observational data within sessions, nonparametric statistics for repeat-
ed measures was used. Findings. On the overall apathy scale, as seen in Table 1, the participants became more 
apathetic (p<.05) over the five-weeks in “low effort” (p = .039) and “needs help” (p = .015). On the other hand, 
they improved in the area of “friends” (p =.013) and “intensity” (p =.053). While not significant, means increased 
in the areas of interest, excitement, and motivation. The EPASS findings, seen in Table 2, no significant changes 
in duration, attention, or attitude were noted in any canine session. In general, participants started and ended the 
canine session with a high engagement. Improvement (p < .05) occurred in equine sessions 3 and 4 with duration, 
attitude, and attentiveness and in the control for session 2 with duration and 5 with attitude. Participants displayed 
a higher frequency of all targeted social behaviors with dogs than horses in every incidence but two. The partici-
pants’ average HRV showed lower average coherence during equine-interaction than dog-interaction or control.
Implications and Significance to Recreational Therapy. Planned AAI sessions facilitated by CTRS may decrease 
some symptoms of apathy and improve engagement. Some response varies by dose and familiarity with the inter-
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vention. While equine sessions showed more significant increases during the later sessions after the participants 
gained more familiarity with the horses, canine sessions more consistently yielded engagement, coherence, and 
frequency social response. CTRS with specific training in AAI can promote engagement, coherence, and improved 
socialization of LTC residents with dementia.

Table 1   
Comparison of Apathy Evaluation Scale Before and After 5 Week Intervention Period

Table 2
Average Duration, Attentiveness, Attitude of Canine, Equine, Control

increases during the later sessions after the participants gained more familiarity with the horses, 
canine sessions more consistently yielded engagement, coherence, and frequency social 
response. CTRS with specific training in AAI can promote engagement, coherence, and 
improved socialization of LTC residents with dementia. 

 
Table 1   Comparison of Apathy Evaluation Scale Before and After 5 Week Intervention Period 

Variable Pre  
Baseline 

Post 
Baseline 

Mean 
Difference 

Wilcoxon 
Value 

Put a * if 
<.05 

 
Interested in things 3.360 3.450 0.090 .739 
Gets things done during day 2.730 2.550 -0.180 .527 
Gets things started on his/her own that are important to 
him/her 

2.90 2.09 -0.810 .066 

Interested in having new experiences 2.82 3.90 1.080 .102 
Interested in new things 2.81 2.54 -0.270 .334 
Puts little effort into anything 1.73 2.45 0.720 .039* 
Approaches life with intensity 2.27 2.91 0.640 .053 
Seeing a job through to end is important to him/her 2.81 2.36 -0.450 .197 
Spends time on things that interest him/her 3.63 3.63 0.000 1.00 
Someone has to tell him/her what to do each day 2.45 3.45 1.000 .015* 
Less concerned about problems than she/he should be 3.09 3.27 0.180 .414 
Has friends 3.00 3.36 0.270 .157 
Getting together with friends is important to him/her 1.91 2.91 1.000 .013* 
When something good happens, he/she gets excited 3.34 3.45 0.110 .527 
Has an accurate understanding of her/his problems 1.81 2.45 0.640 .102 
Getting things done during day is important to him/her 2.27 2.73 0.460 .265 
Has initiative 2.81 3.0 0.190 .317 
Has motivation 3.0 3.18 0.180 .480 

Scale 1-4     1-not characteristic at all     4-a lot characteristic 

Table 2 Average Duration, Attentiveness, Attitude of Canine, Equine, Control 
# Variable Pre  

Mean 
Canine 

Post  
Mean 
Canine 

Mean  
Diff 
Canine 

Wilco
xon 
Value 
 

Pre 
Mean 
Equine 

Post 
Mean 
Equine 

Mean 
Diff 
Equine 

Wilco
xon 
Value 
          

Pre 
Mean 
Control 

Post 
Mean 
Control 

Mean 
Diff 
Control 

Wilcoxon 
Value 
 

1 Duration  74.5 80.5 6 .2 72.2 64.1 -8.6 .08 82.3 88.2 5.9 .18 

1 Attention 70.5 74.1 3.6 .67 71.4 65 -6.4 .72 76.4 88.6 12.2 .09 
1 Attitude 70 71.4 1.4 .32 74.6 78.2 3.6 .45 73.6 70.9 -2.7 .67 
2 Duration  74 78.5 4.5 .68 74.5 85.5 11 .12 84.5 91.5 7 .03* 
2 Attention  76 79 3 .38 77 75.5 -1.5 .92 86 84 -2 .58 
2 Attitude  73 80.5 7.5 .07 76.5 77 0.5 .52 72.5 78 5.5 .09 
3	 Duration  84.5 85.9 1.4 .68 74.1 83.6 9.5 .06 82.3 80.9 -1.4 .6 
3	 Attention 75.5 76.8 1.3 .9 80 88.2 8.2 .04* 80.5 79.1 -1.4 .9 
3	 Attitude  73.6 78.6 5 .9 66.4 79.1 12.7 .01* 79.5 78.6 -0.9 .9 
4	 Duration  80 81.5 1.5 .7 88 92.5 4.5 .03* 81 77 -4 .67 
4	 Attention 77.5 84.5 7 .2 86 90.5 4.5 .05* 80.5 88.2 7.7 .06 
4	 Attitude  77 79 2 .67 80 87.5 7.5 .02* 80.5 76 -4.5 .72 

Table 2 Average Duration, Attentiveness, Attitude of Canine, Equine, Control 
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Mean  
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Value 
 

Pre 
Mean 
Equine 

Post 
Mean 
Equine 

Mean 
Diff 
Equine 

Wilco
xon 
Value 
          

Pre 
Mean 
Control 

Post 
Mean 
Control 

Mean 
Diff 
Control 

Wilcoxon 
Value 
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1 Attention 70.5 74.1 3.6 .67 71.4 65 -6.4 .72 76.4 88.6 12.2 .09 
1 Attitude 70 71.4 1.4 .32 74.6 78.2 3.6 .45 73.6 70.9 -2.7 .67 
2 Duration  74 78.5 4.5 .68 74.5 85.5 11 .12 84.5 91.5 7 .03* 
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4	 Duration  80 81.5 1.5 .7 88 92.5 4.5 .03* 81 77 -4 .67 
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5	 Attitude  72.5 77 4.5 .69 73.5 80 6.5 .67 67.5 75.5 8 .03* 

 

References 
 

Britton, A., Singh-Manoux, A., Hnatkova, K., Malik, M., Marmot, M.G., & Shipley, M. (2008).   
  The association between heart rate variability and cognitive impairment in middle-aged  
  men and women: The Whitehall II Cohort Study. Neuroepidemiology, 31(2), 115-121. 
Brodaty, H. & Arasaratnam, C. (2012). Meta-analysis of nonpharmacological interventions 
 for neuropsychiatric symptoms of dementia. American Journal of Psychiatry. 169:946–
 953. 

Friedmann, E., Thomas, S.A, & Chung, S.Y. (2015). Evaluation of a pet-assisted living  
intervention for improving functional status in assisted living residents with mild to moderate 

cognitive impairment: A pilot study. American Journal of Alzheimer’s Disease & Other 
Dementias. 30(3), 276-289. 

Harrison, F., Aerts, L., Broadaty, H. (2016). Apathy in dementia: Systematic review of recent  
 evidence on pharmacological treatments. Current Psychiatry Reports, 18(11):103. 
HeartMath Institute (2020). Emwavepro at www.heartmath.org. 

Huff-Mercer, A.K. (2015). Animal-Assisted Therapy and Application to Older Adults in  
Long Term Care. Journal of Arts and Humanities, 4(5), 16-27. 

Marin R.S., Biedrzycki, R.C., Firingiogullari, S. (1991). Reliability and validity of the Apathy  
Evaluation Scale. Psychiatric Research 38:143–162.   

Nelson, R., Humes, S., Borgstrom, K., Crew, A., Crumbie, V., Gimbel, J. & Park, K. (2014). The 
 Engagement in Preferred ActivieS Scale (EPASS). Technical Report. Retrieved from 
 author. 
Selbæk, G., Engedal, K., Bergh, S. (2013). The prevalence and course of neuropsychiatric  

symptoms in nursing home patients with dementia: a systematic review. Journal of  
American Medical Director Association.14:161–9. 



Abstracts from the 2020 ATRA Conference Proceedings

27

References

Britton, A., Singh-Manoux, A., Hnatkova, K., Malik, M., Marmot, M.G., & Shipley, M. (2008).  The association 
between heart rate variability and cognitive impairment in middle-aged men and women: The Whitehall II 
Cohort Study. Neuroepidemiology, 31(2), 115–121.

Brodaty, H., & Arasaratnam, C. (2012). Meta-analysis of nonpharmacological interventions for neuropsychiatric 
symptoms of dementia. American Journal of Psychiatry, 169: 946–953.

Friedmann, E., Thomas, S. A, & Chung, S. Y. (2015). Evaluation of a pet-assisted living intervention for improving 
functional status in assisted living residents with mild to moderate cognitive impairment: A pilot study. Amer-
ican Journal of Alzheimer’s Disease & Other Dementias, 30(3), 276–289.

Harrison, F., Aerts, L., Broadaty, H. (2016). Apathy in dementia: Systematic review of recent evidence on pharma-
cological treatments. Current Psychiatry Reports, 18(11), 103.

HeartMath Institute. (2020). Emwavepro at www.heartmath.org 
Huff-Mercer, A. K. (2015). Animal-assisted therapy and application to older adults in long-term care. Journal of 

Arts and Humanities, 4(5), 16–27.
Marin R. S., Biedrzycki, R. C., & Firingiogullari, S. (1991). Reliability and validity of the Apathy Evaluation Scale. 

Psychiatric Research, 38, 143–162.  
Nelson, R., Humes, S., Borgstrom, K., Crew, A., Crumbie, V., Gimbel, J. & Park, K. (2014). The Engagement in Pre-

ferred ActivieS Scale (EPASS). Technical Report. https://epassonline.files.wordpress.com/2016/11/edited_en-
gagement-in-preferred-activities-scale-11-16.pdf

Selbæk, G., Engedal, K., Bergh, S. (2013). The prevalence and course of neuropsychiatric symptoms in nursing 
home patients with dementia: a systematic review. Journal of  American Medical Director Association, 14, 161–
169.

U.S. Census Bureau. (2014). Fast Stats. https://www.cdc.gov/nchs/fastats/alzheimers.htm.
World Health Organization. (2018). Dementia: A public health priority. World Health Organization.

Estimating Response Variability on the Children’s Health Questionnaire

Lisa Mische Lawson, PhD, CTRS, FDRT, University of Kansas Medical Center
Kayla Hamner, MOTS, University of Kansas Medical Center

Introduction. Our published studies showed Sensory Enhanced Aquatics is feasible, highly preferred by chil-
dren with autism spectrum disorders (ASD) and their families, improves children’s swimming skills, and may 
increase physical activity (Lawson et al., 2014; Lawson et al., 2017). Our team has been testing physical activity 
measures for over a year to provide pilot data for a proposed clinical trial. The objective of this pre-post pilot 
study was to estimate rates and variability of responses of parents of children with ASD on the Children’s Health 
Questionnaire (CHQ) to determine its feasibility with this population and to inform sampling for a future clinical 
trial examining effectiveness of the SEA intervention. Participants. At least 12 participants are recommended for 
pilot studies with primary focus of estimating average values and variability for planning larger subsequent studies 
(Moore et al., 2011). This allows for reasonable width of confidence interval while considering study pragmatics. 
To account for possible dropout, we recruited 15 children with ASD ages 4-17 from the SEA waitlist. Children 
were included if they had a diagnosis of ASD and parents could complete measures in English. Procedures. One 
week before SEA, the research team met with all families to obtain consent and collect baseline measures; parents 
completed the CHQ after the intervention. Intervention. SEA is a specialized swimming and water safety pro-
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gram for children with ASD. Details of the intervention have been previously published (Lawson & Lisk, 2019). 
Measures. Social Responsiveness Scale-2nd Edition (SRS-2) is a 64-item caregiver report that measures autism 
severity in children and adolescents (Constantino et al., 2003). The Child Sensory Profile 2 (CSP2) is an 86-item 
caregiver report questionnaire designed to measure sensory processing in children aged three to fourteen years 
(Dunn, 2014). The Child Health Questionnaire (CHQ-PF28) is divided into 13 domains including physical func-
tioning, emotional/behavior role functioning, physical role functioning, bodily pain, general behavior, mental 
health, self-esteem, general health perceptions, parental impact (emotional), parental impact (time), family activ-
ities, family cohesion and change in health (HealthActCHQ, 2013). The questionnaire provides additional global 
and summary scores. Analysis. Precision was expressed with 95% confidence intervals of the variance pre- and 
post-intervention. Means, Standard Deviation and range of pretest responses were compared to the general popu-
lation. ANOVA and t-tests were calculated to explore differences in reporting. Results. Confidence intervals indi-
cate the Physical Health and Psychosocial Health Summary scores are more precise and may show more variability 
after intervention than subscale scores (see Table 1). Parents of children with ASD report lower scores on the CHQ 
than the general population (Raat et al., 2005) across all measures, particularly in areas of behavior, mental health 
and psychosocial health (see Table 2). There were no significant differences in parent responses on the CHQ for 
child age, autism severity (SRS-2 scores), ethnicity, sensory processing patterns (CSP2 cores) or comorbidities. 
Implications for Recreational Therapy. The CHQ is a standardized parent-report measure that can be utilized by 
recreational therapy researchers to measure intervention effects on child health and family well-being. It is a valid 
and reliable measure for the general population of children and several specific disability populations (e.g., ADHD, 
asthma, etc.). This study provides evidence supporting use of the CHQ with children with ASD.
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Table 1 
 
Children’s Health Questionnaire Means, Confidence Intervals and Variance 
 

      Pre-test          Post Test 
 Mean 95% CI Variance Mean 95% CI Variance 
Global Health 81.0714 72.3606 

89.7823 
227.610 82.8571 71.1598 

94.5545 
410.440 

Physical Function 92.0635 80.9721 
103.1549 

369.014 92.0635 79.8838 
104.2432 

444.987 

Role/Social Limitations-
Emotional-Behavioral 

64.2857 48.3357 
80.2358 

763.126 54.7619 35.3578 
74.1660 

1129.426 

Role/Social Limitations-
Physical 

95.2381 88.2491 
102.2271 

146.520 88.0952 73.7579 
102.4325 

616.606 

Bodily Pain/Discomfort 80.0000 66.4119 
93.5881 

553.846 75.7143 59.9078 
91.5208 

749.451 

Behavior Scale 
 

46.8750 37.4064 
56.3436 

268.930 44.0476 30.1244 
57.9708 

581.502 

Global Behavior  
 

48.9286 28.0131 
69.8441 

1312.225 36.4286 16.9001 
55.9571 

1143.956 

Mental Health 60.7143 48.8639 
72.5646 

421.245 55.9524 43.3731 
68.5317 

474.664 

Self-Esteem 70.2381 59.4438 
81.0324 

349.512 64.2857 51.1523 
77.4191 

517.399 

General Health 
Perceptions 

50.4464 38.0694 
62.8235 

459.521 46.8750 34.8856 
58.8644 

431.190 

Change in Health 
 

2.7143 2.2377 
3.1909 

.681 2.1429 1.5948 
2.6909 

.901 

Parental Impact-
Emotional 

47.3214 32.0300 
62.6129 

701.408 41.9643 25.0721 
58.8565 

855.941 

Parental Impact-Time 69.0476 54.0173 
84.0779 

677.656 58.3333 41.9894 
74.6773 

801.282 

Family Activities 
 

49.1071 34.8221 
63.3922 

612.122 50.0000 34.7554 
65.2446 

697.115 

Family Cohesion 
 

73.9286 60.8610 
86.9961 

512.225 73.2143 59.5506 
86.8780 

560.027 

Physical Health Summary 50.7563 45.3047 
56.2079 

89.149 48.5710 40.6376 
56.5043 

188.792 

Psychosocial Health 
Summary 

35.2277 30.2231 
40.2322 

75.129 31.1143 23.2028 
39.0258 

187.753 

 

Table 2 

Comparison of ASD and General Population Responses on CHQ 

 Population Mean (SD) Range 
Role/Social Limitations-
Emotional-Behavioral 

ASD Sample 
General Population 

64.3 (27.6) 
96.7 (13.2) 

0-100 
0-100 

General Behavior ASD Sample 
General Population 

48.9 (36.2) 
70.3 (15.9) 

13-75 
0-100 

Mental Health ASD Sample 
General Population 

60.7 (20.5) 
81.8 (16.2) 

25-83 
8-100 

Psychosocial Health Summary ASD Sample 
General Population 

35.2 (8.7) 
52.5 (7.2) 

25-56 
13-75 
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Prevalence of Vicarious Trauma among Recreational Therapists

Michelle Bateman, PhD, CTRS, EP-C, Northwest Missouri State University
Brandt Brickell, Oklahoma State University

Chad Romoser, MS, CTRS, Oklahoma State University
Tim Passmore, EdD, CTRS/L, Oklahoma State University

Introduction. Recreational therapists who serve individuals that have experienced a traumatic event are at risk 
for vicariously experiencing that same trauma (Cohen & Collins, 2013). This vicarious experience can inherently 
impact cognitive schema of self and the world (Cohen & Collins, 2013). This phenomenon has been character-
ized as vicarious trauma (Baird & Kracen, 2006; McCann & Pearlman, 1990). There were three purposes of this 
research study: 1) determine the prevalence of vicarious trauma among RTs by population served, 2) determine 
if RTs perceive themselves as being exposed to patient trauma, and 3) determine if RTs have ever participated in 
an in-service related to coping with exposure of patient trauma. Methods. Data were collected in person at recre-
ational therapy conferences and online through professional listservs and social media. Inclusion criteria consisted 
of participants being 18 years of age or older, a Certified Therapeutic Recreation Specialists, and must have been 
employed and practicing at the time the survey was completed. A demographic questionnaire was distributed 
and the Trauma Attachment and Belief Scale (TABS) was utilized to evaluate the prevalence of vicarious trauma. 
The TABS is an 84-item self-report assessment and was developed based on the Constructivist Self-Development 
Theory (Varra et al., 2008). The TABS determines prevalence of vicarious trauma based on the identification of 
changes in cognitive schema in five domains (feelings of safety, trust, self-esteem, intimacy, and control) (Varra 
et al., 2008). Each item on the TABS was ranked by participants on a 6-point Likert scale (1 indicated “disagree 
strongly” and 6 indicated “agree strongly”) (Varra et al., 2008). A score of ≤29 = extremely low or very little dis-
ruption, 30-39 = very low, 40-44 = low average, 45-55 = average, 56-59 = high average, 60-69 = very high, ≥70 = 
extremely high (Varra et al., 2008). Descriptive statistics and cross tabulations were utilized to analyze data. Re-
sults: Participants (n = 193) were 37.91 ± 11.52 years old and reported being a CTRS for 90.93±90.63 months. The 
prevalence of vicarious trauma among RTs by population served can be found in Table 1. Of participants surveyed, 
66.3% answered “yes” to being exposed to patient trauma and 52.3% answered “no” when asked if they had ever 
participated in an in-service related to coping with exposure to patient trauma. Discussion. Perceived exposure 
to trauma and vicarious trauma should not be used interchangeably. Perceived exposure to trauma was measured 
by obtaining participants perception of their own exposure while vicarious trauma was measured quantitatively 
using the TABS. Therefore, results of this study indicate RTs do experience vicarious trauma with a large portion 
scoring in the average to very high average normative categories. Interestingly, even though the majority of partic-
ipants perceived themselves as being exposed to patient trauma over half reported never having participated in a 
work in-service related to coping with exposure to patient trauma. Existing literature has indicated that in-service 
trainings related to vicarious trauma may serve as a protective and preventative factor (Bell, Kuklarni, & Dealton, 
2003; Newell & MacNeil, 2010). Implications for RT. Due to existing literature supporting the implementation of 
in-services as a preventative and protective factor to vicarious trauma and the lack of RTs participating in similar 
trainings, it may be beneficial for administrators and managers of RT departments to implement in-services relat-
ed to coping with indirect exposure to trauma. 
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Table 1        
Cross Tabulation Analysis of Vicarious Trauma and Population Served       
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Table 1         

Cross tabulation Analysis of Vicarious Trauma and Population Served        

  Normative Categories for Vicarious Trauma  

    
Extremely 
low Very low 

Low 
average Average 

High 
average 

Very 
high 

Extreme
ly high  

Setting          
Behavioral 
Health  n 1 9 8 29 9 13 3 

 %  1.40% 12.50% 11.10% 40.3% 12.50% 18.10% 4.20% 
Child &      
Adolescent n 0 1 0 3 5 2 0 

 %  0.00% 9.10% 0.00% 27.30% 45.50% 18.20% 0.00% 
Community  n 0 2 2 7 5 6 0 

 %  0.00% 9.10% 9.10% 31.80% 22.70% 27.30% 0.00% 
Older Adults  n 0 2 2 3 3 6 1 

 %  0.00% 11.80% 11.80% 17.60% 17.60% 35.30% 5.90% 
Physical 
Rehabilitation  n 0 0 1 12 3 4 0 

 %  0.00% 0.00% 5.00% 60.00% 15.00% 20.00% 0.00% 
School Systems  n 0 0 0 2 1 2 1 

 %  0% 0.00% 0.00% 2.00% 1.00% 2.00% 1.00% 
Veterans n 0 3 1 13 2 5 0 

 %  0.00% 12.50% 4.20% 54.20% 8.30% 20.80% 0.00% 
Other n 0 2 0 12 3 4 0 
  %  0.00% 9.50% 0.00% 57.10% 14.30% 19.00% 0.00% 
Note.  ≤29 = extremely low, 30-39 = very low, 40-44 = low average, 45-55 
= average, 56-59 = high average, 60-69 = very high, ≥70 = extremely high     
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What to Say After a Win or a Loss: How Social Engagement is Impacted by 
Choice of Conversational Patterns During Peer-Based Recreational Activities for 

Adolescents with and Without Autism Spectrum Disorder

Joan Esse Wilson, PhD, CCC-SLP, New Mexico State University
 Kristen Fedesco, MA, CTRS, University of New Mexico

LiaNora Granger, BS, New Mexico State University 

Introduction. Autism spectrum disorder (ASD) is now the fastest-growing neurodevelopmental disorder in 
the United States (Center for Disease Control, 2016). Social deficits are a key diagnostic feature for ASD (Ameri-
can Psychiatric Association, 2013). Opportunities for children with ASD to build social interaction skills are lim-
ited by difficulties in effectively engaging in conversation (Paul et al., 2009) coupled with reduced participation in 
recreation activities (Smith et al., 2011). Conversation Analysis (CA) reveals how people use language to perform 
specific social actions, yet only minimal research exists utilizing CA with individuals with ASD. Our study ana-
lyzes conversational patterns occurring around wins and losses (win-loss) and their impact on the continuation 
of peer-based recreational activities with adolescents with ASD or who are neurotypical (NT). Methods. Twelve 
participants, including 7 with ASD (5 male) and 5 NT (4 male), ages 12-18 years completed table-top recreational 
activities in a school-based setting while being video/audio recorded. Three raters studied the recordings under 
the paradigm of CA (ten Have, 2007), an inductive approach, where an “unmotivated looking at conversations” is 
prescribed until patterns appear. Patterns revealed themselves around win-loss events, which the three raters then 
focused on and hand-transcribed. Results. Across NT and ASD groups, a total of 358 win-loss events occurred.  
A win-loss conversational pattern was utilized by NT adolescents 99.7% of the time consisting of, basically: (1) 
winner declares win, (2) loser confirms win, and (3) loser continues the activity. These sequences were communi-
cated by words, body language (e.g., dancing, hands waving), and/or sounds (e.g., singing, hooting). The typical 
win-loss pattern was utilized by adolescents with ASD in 4% of win-loss events, with 96% of events showing in-
complete patterns after a winner declared a win (e.g., loser looked at his watch; loser was nonresponsive), followed 
by a discontinuation of the activity 13% of the time, which meant that opportunities for further social engagement 
were also discontinued. When the RT and SLP modeled and cued the typical win-loss pattern, activities continued 
83% of the time. Discussion. CA has been utilized with individuals who are post-stroke to identify conversational 
patterns that act as a barrier to successful interactions, with the use of new patterns based on typical conversations 
demonstrating improvements (Damico et al., 2015). In our study, modeling and cueing the typical win-loss pattern 
for adolescents with ASD facilitated continued participation in the recreational activity and allowed increased op-
portunities for practicing social communication, social engagement, and friendship building. This demonstrates 
the large impact that even a small conversational pattern has for increasing social opportunities for adolescents 
with ASD. Implications for Recreational Therapy. RTs and SLPs use CA for intervention by analyzing video/au-
dio recordings to discover conversational patterns that act as barriers to successful social interactions, and then de-
veloping new successful patterns. The new patterns are implemented when the RT facilitates recreational activities 
and the SLP focuses on social communication. The implications of RTs using CA in intervention are far-reaching, 
including the ability to identify barriers to social integration, develop strategies that allow recreational activities to 
continue, and facilitate increased social opportunities for adolescents with ASD.  
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Introduction. Transitions to a care facility, like an assisted living facility (ALF), can be very challenging (Chat-
man, 2013). The transition process may negatively influence well-being for older adults. However, it is possible 
that older adults are implementing adjustment strategies to maintain or even improve their well-being (Mulry, 
2012; Scott & Mayo, 2019). Prior literature is limited to the overall happenings for older adults in the transition 
process (cf. Resnick et al., 2015; Saunders & Heliker, 2008; Tracy & DeYoung, 2004) or practitioner specific rec-
ommendations for helping with the transition process (Fields et al., 2012; Scott & Mayo, 2019). There exists a need 
for identifying various adjustment strategies used by older adults to ease the transition process. Therefore, the aim 
of this study was to explore older adults’ specific adjustment strategies to maintain or improve well-being in the 
transition process into an ALF. Methods. This qualitative study was conducted in a rural area at a 54-bed ALF. A 
local ethics review board approved of the study. Recruitment occurred through participant referrals by health care 
administrators at the ALF to the principal investigator. The following criteria was required for participants to be 
included in the study: (a) score of 4 or higher on the Six Item Screener (Callahan et al., 2001); (b) willing to com-
plete a media release for consent to have interview audio-recorded; and (c) current resident at the facility where 
the study occurred. A literature review aided the formation of the open-ended questions for the semi-structured 
interviews with the participants. Interviews were audio-recorded and transcribed verbatim. Participants were giv-
en pseudonyms to protect confidentiality. Constant comparison method (Creswell & Poth, 2016) was used for data 
analysis. Open, axial, and selective coding were further employed for identifying themes (Strauss & Corbin, 1990). 
Strauss and Corbin’s approach to grounded theory assisted the process to recognize theories that emerged from the 
data. Results. Participant demographics are summarized here and can be found in Table 1. Fourteen participants 
participated in this study between the ages of 86 and 97. Participants were primarily female (n=10) and were all 
living alone in the ALF (n=14). Eight central findings were identified as either active or passive adjustment strat-
egies: importance of health promoting activities (subthemes: promoting physical health and promoting mental 
health), connections to the outside world (subthemes: community integration outings and community visitors), 
placing possessions, finding a new routine, engaging in spiritual practices, peer support, staff support, and prior 
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familiarity with the ALF. Implications for RT. The themes that emerged support the transition process framework 
(Brandburg, 2007). The components of this framework are linear so that older adults start with an initial reaction, 
move into adjustment, and end with acceptance of the transition. The themes identified in this study are suggested 
strategies to promote adjustment in the transition process. A recreational therapist (RT) could help determine 
where an older adult lies on the linear transition process after moving into the ALF. The RT could then educate 
the older adult on adjustment strategies to help maintain or improve well-being when transitioning into the ALF. 
Future research is needed to quantify the amount or number of adjustment strategies used by older adults that may 
influence their overall well-being. Future research should also include the development of a standardized assess-
ment tool to measure well-being for older adults in the transition process to an ALF. 

Table 1
Participant Demographics (N=14)

 

 

Table 1. 

Participant Demographics (N=14) 

Participant 
Pseudonym Age Gender 

Relationship 
Status 

Length of 
time in 
ALF 

Number of times 
moved in the past 
5 years including 
move to ALF 

Agatha 94 F Widowed 4 years 1 

Bernice 95 F Widowed 1.5 years 2 

Dorothy 95 F Widowed 2 years 2 

Gertrude  97 F Widowed 2 years 1 

Harold 93 M Widower 

(twice) 

6 months 2 

Josephine  91 F Widowed 2 years 1 

Katherine  86 F Widowed 1 year 2 

Mary 92 F Widowed 2 years 1 

Norman 84 M Divorced 5 years 1 

Natalia  86 F Widowed 10 months 1 

Penny  95 F Widowed (twice) 3 weeks 1 

Richard  90 M Widower 1 year 1 

Stewart 91 M Widower 1.5 years 1 

Theresa 92 F Widowed 2 weeks 1 
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Yoga to Reduce Leisure Constraints for Residents of Assisted-Living Facilities
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Introduction. The health benefits of active engagement in leisure activities for older adults have been well 
demonstrated and include maintenance of both physical and cognitive functioning (Hutchinson & Nimrod, 2012). 
However, adults in Assisted Living Facilities (ALFs) face excessive leisure constraints including structural (lack 
of equipment, poor communication, and low staff support), interpersonal (family attitudes), and intraperson-
al constraints (including pain and low functional fitness) (Benjamin et al., 2011). Researchers have found that 
yoga, a practice that combines mindfulness, movement, and breath, is associated with reduced leisure constraints 
among older adults (Van Puymbroeck et al., 2011), but this has not be explored in the context of ALFs. Methods. 
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The present study was a convergent mixed methods intervention study to evaluate the impact of an eight-week 
therapeutic yoga intervention on leisure constraints. Participants were recruited from four ALFs. To be included 
participants must: reside in an ALF, be able to provide informed consent, commit to attend all sessions of the in-
tervention, pass a cognitive screener, answer no to all questions on the Physical Activity Readiness Questionnaire. 
Participants were excluded if they expected to leave the facility or receive intensive medical treatments in the next 
10 weeks, had a known diagnosis of dementia, or required ventilator assistance to breathe. The intervention was 
16 bi-weekly 50-minute group sessions of chair yoga conducted by a yoga therapist (C-IAYT). For older adults, 
common leisure constraints include pain, and reduced physical functioning. Thus, pre and post measures included 
a quantitative measure for overall perceived leisure constraints, and pain intensity and interference, and various 
measures for functional fitness. Percent change was calculated for each quantitative measure and paired t-test (or 
non-parametric equivalent) was used to assess significant differences. Qualitative data consisted of a focus group 
at each ALF (n=4, n=4, n=3, n=4) at the conclusion of the study, and directed content analysis was used to assess 
changes in perceptions of specific leisure constraints. Quantitative and qualitative data strands were compared 
after initial analysis. Results. The mean age of participants (n=15) was 80.73 years old. Thirteen participants were 
female, and none had previous experience with yoga. Percent change indicated a trend to improvement in all mea-
sure, though there was only significant improvement in the functional fitness measures (see Table 1 for full results 
and statistical values). Qualitative results indicated that participants used yoga to improve their engagement in 
activities such as sleeping, completing ADLS, and engaging in physically active leisure. Additionally, participants 
employed yoga and as a pain management tool throughout the week. Participants also reported improvements 
in functional fitness, as well as noting improvement in cognitive functioning and respiratory functioning. Impli-
cations for Recreational Therapy Practice. The results of this study indicated limited efficacy for Recreational 
Therapists to use a therapeutic yoga intervention to promote pain management and improve the functional fitness 
of residents. Yoga may additionally improve resident engagement in other daily activities. Further evaluation is 
needed to determine appropriate ways of assessing leisure constraints in this setting.  

Table 1
Pre and Post Measures and Results
Table 1 

Pre and post measures and results 

Measure Construct T1 Mean 
± SD 

T2 Mean 
± SD 

p-value Percent 
Change 

Qualitative 
Results 

Leisure 
Constraints Scale 

(Alexandris & 
Carroll, 1997) 

Leisure 
Constraints 

44.09 ± 
12.49 

41.64 ± 
16.87 

.504 -5.56 

(improved) 

Divergent 

Pain, Enjoyment, 
General Activity 

Scale (Krebs et al., 
2009) 

Pain 2.80 ± 
1.97 

2.60 ± 
2.55 

.737 -7.69 

(improved) 

Divergent 

*Chair Sit and 
Reach Test (Rikli 
& Jones, 2013) 

 

Lower 
Body 

Flexibility 

-3.35 ± 
4.38 

-0.55 ± 
4.13 

*.014 +83.5 
(improved) 

NA 

*Back Scratch 
Test (Rikli & 
Jones, 2013) 

 

Upper 
Body 

Flexibility 

-10.02 ± 
5.71 

-5.65 ± 
6.86 

*.026 +43.7 

(improved) 

NA 

*Arm Curl Test 
(Rikli & Jones, 

2013) 

 

Upper 
Body 

Strength 

12.80 ± 
2.60 

20.73 ± 
5.37 

*.000 +61.95 

(improved) 

Convergent 

*Function in 
Sitting Test 
(Gorman & 

Radtka, 2010) 

Trunk 
stability 

49.80 ± 
5.52 

54.47 ± 
2.39 

*.003 +9.38 

(improved) 

Convergent 
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Leisure Spiritual Coping Model: A Framework for Coping with 
Compassion Fatigue

Nicholas J. Wahl, CTRS, CDP, Temple University
Gena Vargas, PhD, CTRS, Temple University

Introduction. As reported in an article by the Washington Post, between 35-54% of nurses and doctors claim 
to be “burned out” from caring for individuals in their settings (Wan, 2019). This creates tremendous stress on the 
health care system, with it costing an estimated 4.6 billion dollars as a result of medical personnel reducing hours, 
quitting their current position, or leaving the field of medicine altogether (Wan, 2019). Studies on quality of life for 
family caregivers have found spirituality and beliefs/practices to positively impact quality of life and coping with 
stress (Newmeyer et al., 2016; Chafjiri et al., 2017; Gonzalez-Rivera & Rosario-Rodriguez, 2018). Recreational 
therapy, using concepts and coping strategies presented in the Leisure-Spiritual Coping Model, may produce pos-
itive outcomes in working with medical professionals to present healthy coping strategies to reduce and prevent 
stress associated with caring for individuals with disabilities. Explanation of Conceptual/Theoretical Framework. 
The Leisure-Spiritual Coping Model, developed by Heintzman (2008), provides a holistic way of coping with a 
stressor through a person’s beliefs, perceptions of the stressor, and leisure participation. With participation in lei-
sure that is meaning-making, spiritually connecting, and behaviorally coping with the stressor, a person will cope 
in a healthier/holistic manner and have the overall goal of improving well-being (Heintzman, 2008; Ross & Ash-
ton-Shaeffer, 2009). There is no research connected to this model as the driving mechanism related to coping with 
compassion fatigue. Application and Translation of Theory in RT Practice. In stressful situations, persons often 
begin with examining their own beliefs and “identifying what is most important to them” as the start to the coping 
process (Chafjiri et al., 2017; Showalter, 2010). While there is literature that connects the concept of spirituality/
spiritual practices and activities as a coping strategy, there is no mention of the Leisure-Spiritual Coping Model as 
the driving mechanism behind the coping process. Recreational therapy, through values clarification and leisure 
education, would be able to assist clients in identifying their beliefs and attitudes toward life, leisure, and spiritual 
domains. Upon identifying these factors, recreational therapy could reinforce positive coping behavior using lei-
sure interests that are aligned with the model, promoting spiritual leisure interests (including nature and non-tra-
ditional spiritual practices) that provide a connection to spiritual self/being, and help a person rediscover their 
meaning/purpose for working where they are, and reevaluate the situation through a different lens. Recreational 
therapy may be incorporated into company wellness programs and educational training on stress management, 
leisure education, and values clarification. Recreational therapy has the opportunity to facilitate leisure experienc-
es for team building and opportunities to increase social support for employees, and provide leisure education for 
more positive coping, holistic and self-care interventions to be used to prevent and alleviate stress from providing 
care to those with disabilities. This model would also be of benefit to staff during a pandemic, such as COVID-19, 
offering staff a healthy way of coping with the stress of providing care during a time when levels of anxiety and fear 
are at their highest. 
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The Effects of Mindfulness-Based Stress Reduction among Individuals with Back 
Pain: Implications for Recreational Therapy

Christina J. Coleman, MEd, MS, MTRS, CTRS, University of Utah
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Introduction. Mindfulness-Based Stress Reduction (MBSR) has been used to teach self-regulation for pain, 
stress, and anxiety management through mindfulness meditation and used in conjunction with biomedical and 
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psychological treatments (Beaulac & Bailly, 2015, Kabat-Zinn, 1985). Back pain is the most common disability and 
has over 50-billion-dollar economic impact nationally due to medical treatments and loss in productivity (Ardito, 
2017; Cherkin, 2015; Trager, 2016). Inclusion and Evaluation Criteria Inclusion and Evaluation Criteria. Using 
multiple databases (i.e., Cochrane, Ebsco) and the search terms: Mindfulness-based stress reduction, MBSR, pain, 
and pain management, 27 articles met the criterion. We narrowed the focus to individuals with back pain specifi-
cally, keeping 8 research manuscripts to examine. A team of five which included, recreational therapy professionals 
and students, evaluated the sources and that were included based on their relevance to RT practice and the utili-
zation of MBSR. Summary of Research Findings. Jon Kabat-Zinn developed MBSR at UMass Medical Center. 
MBSR is traditionally conducted over an 8-week period, that incorporates weekly structured 2.5-hour group ses-
sions with weekly homework practices and includes an additional 6-hour daylong retreat between weeks six and 
seven (Kabat-Zinn, 2005). Five studies utilized the full MBSR program (Ardito et al., 2017; Cherkin et al., 2016; 
Esmer et al., 2010; Schmit et al., 2015; Turner et al., 2016). Two studies included variations to the traditional MBSR 
program. For example, Braden et al. (2016) provided the full MBSR content, in an abbreviated time, that consisted 
of a two-hour session twice a week over four weeks. Ussher et al. (2012) utilized a 10-minute audio recorded body 
scan, twice a day over 8 weeks. Individuals with back pain range from 18- to 70-year-old, and 60 to 70% are females 
among the review articles (Ardito et al., 2017; Beaulac & Bailly, 2015; Braden et al., 2016; Cherkin et al., 2016; 
Esmer et al., 2010; Scmidt et al.; Turner et al., 2016; Ussher et al., 2012). Inclusion criteria included chronic back 
pain (Beaulac & Bailly, 2015; Braden et al., 2016), lasting at least three months (Ardito et al., 2017; Cherkin et al., 
2016; Turner et al., 2016), five months (Ussher et al., 2012), or 1 year (Schmidt et al., 2015).  Results documented 
decreases in pain severity (Ardito et al., 2017; Braden et al., 2016; Cherkin et al., 2016; Schmidt et al., 2015; Ussher 
et al., 2012), pain catastrophizing (Turner et al., 2016), and pain disability (Beaulac & Bailly, 2015; Schmidt et al., 
2015). Also reported, was an increase in psychological health with emotional awareness that impacted back pain 
(Beaulac & Bailly, 2015; Braden et al., 2016; Esmer et al., 2010), and increased functioning in life activities (Beaulac 
& Bailly, 2015; Cherkin et al., 2016; Esmer et al., 2010). Application of Findings to RT Practice. Recreational ther-
apists, in physical medicine and rehabilitation, community, mental health, and older adult settings, could consider 
using MBSR to assist pain management among individuals with back pain. Recommended sessions are dependent 
upon availability of time with the individual with back pain, for greatest benefit from MBSR, the traditional pro-
gram is recommended. Current literature supports the use of MBSR mindful practice through utilization of audio 
recordings in shorter settings to meet the needs of the individual’s availability. Recreational therapists considering 
facilitating MBSR should take an introductory 8-week MBSR course. Further training and certifications could be 
navigated through UMASS medical center’s stress reduction clinic. Recreational therapists may want to consider 
using MBSR as an alternative to physical exercise to increase engagement in life activities. 
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The Health Belief Model: A Framework for Responding to the Rates of Suicidal 
Ideations Among Teens

Lauren Hayducek, MSRT, Temple University
Gena Vargas, PhD, CTRS, Temple University

Suicide is the leading cause of death among youth throughout the entire world (Glenn et al., 2019). According 
to the National Education Association, there are several major risk factors that increase adolescent’s susceptibility 
to suicidal ideations and attempts (Flannery, 2020). These include family or personal history of mental health di-
agnoses, bullying, social media use, substance abuse disorders, and firearms within the home (Glenn et al., 2019). 
If suicidal ideations are left untreated and risk factors are not reduced or acknowledged, they can lead to negative 
consequences such as strained interpersonal relationships, social isolation, substance abuse, worsening emotional 
and physical well-being, and suicide (Glenn et al., 2019). Explanation of Conceptual/Theoretical Framework. 
The Health Belief Model is based on six key constructs that predict a person’s health and behavior in order to 
guide health promotion and disease prevention (Rosenstock, 1974). The first key construct is perceived suscepti-
bility or the individual’s belief that they may acquire an illness. The second construct is perceived severity or the 
individual’s assumptions that the results of developing an illness would have detrimental consequences. The third 
concept are perceived benefits or the individual’s beliefs that certain actions and treatments can have positive ef-
fects. The fourth construct are perceived barriers or the individual’s beliefs that certain obstacles may restrict them 
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from achieving health promotion. The fifth concept is self-efficacy or the person’s belief that they are capable of 
engaging in actions that may enhance their health. The sixth construct is cue to action or the catalyst that prompts 
a behavior change. (Jones et al., 2014). As adolescents become more aware of these concepts, they are more likely 
to utilize healthy coping skills and personal resources to increase health and well-being during times of mental 
distress. Application and Translation of Research/Concept/Theory in RT Practice. Even though the Health Be-
lief Model has not been directly utilized within this population, the constructs of this model can be incorporated 
into recreational therapy practice, especially within inpatient and outpatient behavioral health settings. This can 
be done through the implementation of safety contracts which provide strategies to reduce the negative effects of 
a mental health crisis (Drapeau, 2019). This tool allows individuals with suicidal ideations to contract for safety 
when experiencing mental distress and provides several therapeutic benefits such as increased accountability and 
feelings of support (Stanley & Brown, 2012). RTs working in behavioral health settings may facilitate treatment 
sessions such as emotion regulation, communication skills, and coping skills which aid in the creation of safety 
contracts. These treatment sessions also allow RTs to help individuals identify warning signs proceeding a crisis 
and recognize social contacts who may offer support. RTs can educate the clients on the concepts related to the 
model and assess their perceptions related to their diagnosis and benefits of the intervention. RTs can also help cli-
ents determine meaningful recreation activities by administering leisure assessments. These therapeutic sessions 
led by the RT allow for the formation of individualized safety contracts which have been identified by adolescents 
with mental and behavioral health diagnoses as a facilitator for reducing suicidal thoughts and behaviors as well as 
readmission into an inpatient psychiatric hospital (Drapeau, 2019).

Figure 1
The Health Belief Model (Rosenstock, 1974)
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Figure 2
Sample Safety Contract
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The Use of Flow Learning™ to Enhance Engagement in Sensory-Based Nature 
Experiences for Students with Neurodevelopmental Diagnoses

Rebecca Westenskow, University of Utah
Melissa Zahl, PhD, MTRS, CTRS, University of Utah

Introduction. The purpose of this project was to design and implement a sensory-based nature experience 
(SBNE) for students with neurodevelopmental diagnoses and understand the teacher’s impression of benefits 
gained as a result of the experience. Evidence suggests that positive outcomes associated with nature engagement 
include problem-solving, creativity, relaxation, positive social experiences, increased inclusion, and feelings of 
responsibility for nature (Brodin, 2009; Burriss & Burriss, 2011; Davis et al., 2017; Honig, 2019; Leo et al., 2018; 
von Benzon, 2011). Although the literature indicates many benefits related to nature engagement, there is a lack of 
SBNE resources and programs for individuals with neurodevelopmental diagnoses (Burriss & Burriss, 2011; How-
ie et al., 2012; von Benzon, 2011). This project utilized a SBNE resource, Flow Learning™, and adapted associated 
Sharing Nature® activities to develop a SBNE intervention protocol (Cornell, 2015; Leo et al., 2018). Overview of 
Theory. Flow Learning™ (Cornell, 2015) is a framework designed to engage participants both in and with nature 
through various energy levels and skills represented in four stages. The four stages include awaken enthusiasm, 
focus attention, direct experience, and share inspiration. The goal of Awaken Enthusiasm is to provide a playful, 
high energy activity to help participants start the learning process with excitement. Focus Attention brings the 
energy level down while increasing intention to focus on cognitively stimulating experiences. Direct Experience 
offers an immersive sensory experience in nature through activities that offer direct contact and interaction with 
natural spaces and objects. Finally, the goal of Share Inspiration is to solidify learning through reflection of the 
previous experiences. The purpose of Flow Learning™ is flexibility, inclusivity, and simplicity. Each stage includes 
a Sharing Nature® activity, which is an engaging sensory activity that allows the participant to interact directly 
with nature (Cornell, 2015). Application of Theory to Practice. The SBNE protocol was piloted with 15 students 
at both a canyon and a park location. All students (ages 18-22) had neurodevelopmental diagnoses and were at-
tending a post-secondary class at a specialized public school. Activities were chosen to follow Flow Learning™, 
and modifications were developed to meet the needs of the students. Prior to participation, the primary classroom 
teacher separated all students into three cognitive levels (Level 1, Level 2, Level 3) and assisted in identifying ac-
tivity modifications. Table 1 summarizes the Sharing Nature® activities and associated modifications used in both 
the canyon and park locations. Participation in the activities allowed students the opportunity for exploration, 
creativity, problem-solving, and developing responsibility for nature (See Table 1).  At the end of the intervention, 
yes/no questions were asked to each student including “Did you like this?” (Canyon = 90% yes; Park = 50% yes) 
and “Did you have fun” (Canyon = 100% yes; Park = 60% yes). Survey responses, collected from the teacher and 
chaperones, outlined perceived benefits including activity participation/engagement, independent exploration, 
and positive social interaction. Due to the positive responses, resources and training on the intervention protocol 
and Flow Learning™ were given to community partners for future implementation. Although Flow Learning™ was 
not originally developed for individuals with neurodevelopmental diagnoses, it is adaptable to their abilities and 
needs. These activities can be replicated and adapted by a recreational therapist based on individual participant 
needs, environmental barriers, and identified outcomes. 
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Table 1
Sharing Nature Activities
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Table 1 
Sharing Nature Activities 
 Canyon Modification Park Modification 
Awaken 
Enthusiasm 

Noses: Facilitator 
shares animal clues 
and participants 
touch their nose 
when they know the 
answer. 

Level 1: No modifications. 
Level 2: Touching noses is not 
required. Facilitator may use 
animal actions or sounds. 
Level 3: Present two pictures, 
give an animal clue, and let 
participant choose. 

Animal Parts: One 
team collaborates to 
collectively act as an 
animal while the other 
team guesses. 

Level 1: One individual acts as 
the animal. 
Level 2: Facilitator acts as an 
animal, participants mimic then 
guess. 
Level 3: Everyone acts as the 
same animal, no guessing. 

Focus 
Attention  

Sounds: Count 
nature sounds by 
closing eyes and 
holding up a finger 
for every sound 

Level 1: Tap leg for each 
sound. 
Level 2: Use yes/no questions 
to identify sounds. 
Level 3: Create sounds near 
the participant for them to 
identify. 

Micro-Hike: Use 
magnifying glasses to 
explore grass, trees, 
and other natural 
objects. 

No modifications. Allow 
participants to explore on their 
own. 

Direct 
Experience 

Duplication: Show 
participants eight 
natural objects for 
30 seconds, then 
send them to find 
those same objects. 

Level 1:  Use a reference sheet 
that participants can carry with 
them. 
Level 2: Place large pictures of 
each object on the ground and 
gather items as a group. 
Level 3: Give participant a 
natural object to match to one 
of two pictures. 

Meet a Tree: Blindfold 
participant, lead them 
to a tree, and help them 
learn about the tree 
through touch. Return 
to initial spot, 
unblindfold them and 
let them find the same 
tree. 

Do not have participants use 
blindfolds. Utilize a magnifying 
glass to enhance sight and help 
participants explore a tree from 
top to bottom. 

Share 
Inspiration 

Sharing Walk: In 
groups of two or 
three, walk through 
a natural space 
sharing observation 
nonverbally. 

Facilitator may ask questions 
or verbally point out plants or 
insects to help engage 
participants in the walk. 

Special Moments: Ask 
each participant to act 
out their favorite 
moment of the activity, 
let others guess, then 
have the participant 
share their reasons.  

Level 1: Ask participant to share 
their favorite location or activity. 
Level 2: Show pictures from the 
activities and let participant 
choose their favorite. 
Level 3: Let participant choose 
from only two pictures. 
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Supporting Students with Disabilities Using the Flourishing 
Through Leisure Model

Anna Magnani, CTRS, CCLS, Temple University
Gena Bell Vargas, PhD, CTRS, Temple University

Introduction. From 2000-2005, the number of students between the ages of 3 and 21 who received special 
education services offered under the IDEA increased from 6.3 million to 6.7 million, then to 7 million as of 2018, 
which constituted 14% of all public-school students. (NCES, 2019). The percentage of public school children with 
disabilities continues to increase. Unfortunately, schools may be unaware of or lack the proper resources to pro-
vide a fully inclusive setting for these students to grow and learn. Students with disabilities may face limitations 
while trying to succeed in the classroom and/or school setting, which can decrease all domains of well-being 
such as physical, psychological, social, leisure, cognitive and spiritual. Recreational therapy (RT) is not as prev-
alent in public school settings as it is in other health care and human services settings and facilities (Hawkins et 
al., 2012). Implementing RT programs, specifically using the Flourishing Through Leisure Model: An Ecological 
Extension of the Leisure and Well-Being Model, will create an inclusive environment for students where they can 
grow, learn and flourish. Explanation of conceptual/theoretical framework. The Flourishing Through Leisure 
Model: An Ecological Extension of the Leisure and Well-Being Model is a strengths-based approach that focuses 
on both the individual, and their environment (Anderson & Heyne, 2012). Specifically, it focuses on enhancing 
the individual’s leisure experiences and developing their personal strengths and resources. Using this model, RT 
can enhance the leisure experience through “facilitation of leisure skills and knowledge” and “facilitation of leisure 
environments” (Traci et al., 2016). RT also uses strengths of the individual and resources within the environment 
that can be facilitated through leisure to positively impact the individual’s well-being in all domains (Traci et al., 
2016). Application and translation of research/concept/theory in RT practice. According to Etzel-Wise and 
Mears (2004), using this model will allow students with disabilities to participate in education programs that will 
teach them about their own strengths and skills, as well as provide resources on leisure opportunities in which they 
can participate. Also, professionals within the school system can evaluate classrooms and the school environment 
in order to determine if adaptations and modifications need to be made in order to be a fully inclusive setting 
for students with disabilities that will allow them to succeed and thrive (Etzel-Wise & Mears, 2004). This model 
guides RT programs in facilitating leisure that will produce positive outcomes in all domains of well-being, as well 
as adapt and modify the environment in order to make the setting as inclusive as possible. First, the recreational 
therapist would assess the classroom and leisure functioning through standardized assessments such as the Leisure 
Diagnostic Battery (LDB) From there, a treatment plan would be developed that would focus on facilitating leisure 
skills and knowledge, creating an accessible and inclusive environment, developing clients’ current strengths and 
enhancing school resources in a way that would best meet the students need to successfully learn and participate. 
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Finally, interventions and activities that the student could use within the classroom, at home and in the commu-
nity would be implemented.

Figure 1
Flourishing through Leisure: An Ecological Extension of the Leisure and Well-Being Model (Anderson & Heyne, 2012)
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Figure 1. Flourishing through Leisure: An Ecological Extension of the Leisure and Well-Being 
Model 
 (Anderson & Heyne, 2012) 
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Utilizing RT to Bridge the Gap between Incarcerated Mothers and 
their Children: An Ecological Perspective

Jessica Costanzi, CTRS, Temple University
Gena Vargas, PhD, CTRS, Temple University

Introduction. Approximately 5 million children in America are either currently being affected by maternal 
incarceration, or have previously been affected (Hardy, 2018). Women only represent about 7% of the incarcerated 
population, however, most of the women are mothers and their incarceration effects trickle down to their family 
(Tremblay & Sutherland, 2017). A combination of physical separation and societal pressure due to not meeting the 
expectations of motherhood create the maternal distress felt by many mothers during incarceration (Hardy, 2018). 
Most female correctional facilities offer parenting programs; however, a lack of standardized guidelines results in 
many of these programs being ineffective (Tremblay & Sutherland, 2017). Often, an increase in familial strain is 
experienced because of ineffective parenting programs and interventions (Delgado & Barragan, 2019). When con-
sidering the environmental impact of incarceration, the Ecological Model can be applied to recreational therapy 
practice to help mothers improve their coping skills and learn how to properly parent despite the effects of incar-
ceration. Explanation of conceptual/theoretical framework. The Ecological Model aims to utilize leisure to help 
individuals grow and improve their overall well-being (Anderson & Heyne, 2012). An emphasis is placed on both 
the individual and their environment and how the two interact. This interaction between the individual and their 
environment is portrayed as a source of disability (Wise, 2016). When applying the Ecological Model to practice, 
a recreational therapist would focus on modifying or adapting the individual’s environment; thus, improving the 
interactions they have with their environment. Application and translation of research/concept/theory in RT 
practice. To address the experienced familial strain, it is encouraged that a mother modifies the interactions she 
has with the prison environment. Mothers can do this by changing their perceptions of their environment, as well 
as learning how to properly parent despite the impact incarceration has had on them and their family. Even though 
the Ecological Model has not been utilized directly with mothers who are incarcerated, the components of the 
model can be implemented within recreational therapy practice. Coping skills groups can be facilitated to help the 
mothers learn how to change their perceptions of their environment and manage the effects of their environment. 
A focus should also be placed on parenting programs so the mothers are prepared to return to their parenting role 
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post release. Mothers who are incarcerated have unique experiences that only previously incarcerated mothers can 
understand. A mentorship program can be developed that pairs previously incarcerated mothers with those who 
are currently incarcerated. Collaborative efforts are encouraged so recreational therapists can partner with pro-
grams such as Parenting Inside Out and Free2Suceed that can provide support tailored to mothers who are incar-
cerated (Parenting Inside Out, n.d.; Idado Department of Corrections, n.d.). Creating a safe space where children 
can feel comfortable visiting with their mothers can also help improve their relationship. A recreational therapist 
can facilitate family activities for completion both during visits and post-release to help promote a sense of trust.

Figure 1
The Ecological Model (Anderson & Heyne, 2012)
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Podcast Programming for Client Education: Implications for RT Practice

Jamie R. Bennett, MS, MTRS, CTRS, University of Utah
Rhonda Nelson, PhD, MTRS, CTRS, MT-BC, FDRT, University of Utah

Megan Destromp, University of Utah

Introduction. Listening to podcasts (multimedia files played on an audio device) is an increasingly popular 
leisure activity (Knolle, 2016; McClung & Johnson, 2010), and research has documented the effectiveness of pod-
casts in educating students (Abate, 2013; Kay, 2012) and professionals (Malecki et al., 2019; Paterson et al., 2015;) 
on health-related topics. Therefore, podcasts could provide an innovative way for recreational therapists (RTs) to 
offer health education to the clients they serve. To examine the efficacy of the use of podcasts in RT practice, a total 
of eight intervention studies were located and reviewed following a search of seven databases (CINAHL, ERIC, 
Google Scholar, Library Information Science & Technology Abstracts, Medline, PsycINFO, and Social Work Ab-
stracts). Search terms included podcast, client education, health education, health knowledge, health counseling, 
health behavior, recreation, and treatment. All studies used audio podcasts and were designed to target health 
issues through education. Research Findings. Podcasts provided health education to clients regarding weight 
loss (McGrievey et al., 2009; McGrievy et al., 2013; McGrievy & Tate, 2011), Nutrition (Bangia & Palmer-Keenan, 
2014), Diabetes (Johnson et al., 2012), Stress Management (Ricks et al., 2011), Recovery Topics (Shaw et al., 2013), 
and Mindfulness as a part of Tourist Experiences (Kang & Gretzel, 2012). All studies included adults aged 18+, 
with two focusing exclusively on college students (Ricks et al., 2011; Turner-McGrievy et al., 2013) and the others 
adopting a wider range of ages up to 65+. The majority of podcasts were 8-20 minutes in length (Johnson et al., 
2012; Ricks et al., 2011; Turner-McGrievy et al., 2013; Turner-McGrievy & Tate, 2011) with some studies using 
brief podcasts of 5 minutes or less (Bangia & Palmer-Keenan, 2014; Kang & Gretzel, 2012; Turner-McGrievy & 
Tate, 2011). Programs were structured as single sessions (Bangia & Palmer-Keenan, 2014, Johnson et al., 2012; 
Kang & Gretzel, 2012; Turner-McGrievy et al., 2013), over a series of 2-12 weeks (Shaw et al., 2013; Ricks et al., 
2011; Turner-McGrievy et al., 2009), or 6 months total (Turner-McGrievy & Tate, 2011). A variety of positive 
outcomes were recorded and are summarized in Table 1. These diverse findings can be classified into three main 
outcome categories of a) learning, knowledge, and understanding (Kang & Gretzel, 2012; Johnson et al., 2012; 
Turner-McGrievy et al., 2009; Turner-McGrievy et al., 2012; Turner-McGrievy et al., 2013), b) health-related out-
comes (Bangia & Palmer-Keenan, 2014, Johnson et al., 2012; Kang & Gretzel, 2012, Ricks et al., 2011, Shaw et al., 
2013; Turner-McGrievy et al., 2009; Turner-McGrievy et al., 2011, Turner-McGrievy et al., 2013), and c) enjoy-
ment or likability of the podcasts (Bangia & Palmer, 2014, Kang & Gretzel, 2012; Turner-McGrievy et al., 2009). 
Since this is a new area of study, study limitations included small sample sizes, lack of randomized recruitment, 
lack of comparison group, and/or potential self-report biases. Implications for RT Practice. Podcasts offer a new 
and unique way for RTs to engage clients in a leisure task while simultaneously delivering client education on a 
variety of topics. Research findings support podcast use with adults of varying ages for increased knowledge and 
understanding and positive health outcomes. Programs can be structured as single interventions or as part of an 
ongoing program lasting up to 6 months, with 2-12 weeks being a more common structure. Individual podcasts 
typically last 8-20 minutes. Areas of RT treatment focus supported by current evidence include weight loss, healthy 
eating/nutrition, physical activity, stress management, recovery topics, and mindfulness. Research indicates many 
clients enjoy podcast programming for health education and perceive this to be a novel means of treatment de-
livery which may increase motivation and adherence. Given the limited research in this area, RTs are encouraged 
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to document positive outcomes to build the evidence in this emerging area of study, particularly with RT specific 
interventions.

Table 1
Overview of Studies Using Podcasts for Client Health Education

 

Table 1: Overview of Studies Using Podcasts for Client Health Education 

Source Purpose Participants Results 
 Turner-
McGriev
y et al., 
(2009) 

To	compare	
effectiveness	
of	two	weight-
loss	podcast	
programs.		

Overweight men & 
women (BMI = 25 – 
40kg/m2) in North 
Carolina (N = 78)  

Experimental	Group	(EG)	had	greater	reduction	in	weight	and	BMI	than	Control	Group	(CG)	
(p<.001);	EG	had	greater	increase	in	fruit	&	vegetable	intake	than	CG	(p<.05);	No	change	in	
fatty	food	intake	in	either	group.	EG	had	greater	increase	in	#	days	of	vigorous	exercise	than	
CG	(p	<.01). EG	had	greater	increase	in	knowledge	of	weight	loss	topics	than	CG. Greater	
elaboration,	user	control	&	satisfaction	and	less	cognitive	load	for	EG	(p<.001).	

                                  
Turner-
McGriev
y & Tate 
(2011) 

To compare a 
podcast only 
program with 
a podcast + 
mobile 
content for 
weight loss. 

Overweight men & 
women (BMI = 25 – 
40 kg/m2) in North 
Carolina (N = 96); 
Ages 18 – 60. 
 

Both groups lost weight; no significant difference in amount lost between groups.  
Podcast + Mobile (PM) group 3.5x more likely to use app for monitoring diet; Podcast Group 
(PG) participants used web or paper methods. PM group perceived the intervention as more 
novel. PM group reported greater user control at 3 months, but not at 6 months. Positive 
correlation between number of podcasts listened to and amount of weight lost (both groups). 

Turner-
McGriev
y et al., 
(2013) 

To explore 
differences in 
how people 
process info 
on weight loss 
(podcast vs 
website). 

Students in 
undergraduate class 
(N= 40); All 18+ 
years of age (M = 
21.8 years); white 
females (87.5%); 
Mean BMI = 23.0.  

Individuals	in	Podcast	group	(PG)	had	greater	levels	of	physiological	arousal	post	
intervention	(p	<.05).Web	group	(WG)	reported	greater	sense	of	user	control.	
PG	found	the	intervention	significantly	more	novel.	No	difference	in	level	of	knowledge	
gained	between	groups.	PG	spent	significantly	longer	amount	of	time	listening	to	content	
than	WG	spent	reading.	

Kang & 
Gretzel 
(2012)  

To examine 
the influence 
of podcast 
tours on 
tourist 
experiences & 
mindfulness 
as a mediator.  

Tourists (N=221) at 
a nature-based park 
in Texas. Females 
(56.4%); Males 
(43.6%). 

Most very satisfied with podcast tour. M = 4.41 on 5 point scale. Mindfulness was positively 
related to social presence. Mindfulness was found to have a positive influence on learning, 
enjoyment and escape.  Experiencing escape positively influenced enjoyment. Influence of 
information source and narration style: multiple narrators and conversational style viewed as 
most effective. 
*Info above focuses on Mindfulness results and does not reflect the study results in their 
entirety.   

Bangia & 
Palmer-
Kennan 
(2014) 

To examine if 
educational 
podcast would 
change 
purchasing 
behavior.  

Shoppers (N=56) 
with a mean age of 
41.  79% were 
women.  

Self-Efficacy: Significant increase in perceived ability to identify n-3 rich foods (p <.001).  
Perceived Importance: Significant increase in perceived importance of buying n-3 rich foods 
(n <.01). Behavioral Intention: 44 shoppers (79%) reported they intended to increase their 
purchase of n-3 rich foods. Feedback on Podcast: 89% liked the podcast. Many liked brevity 
and clarity of info provided. 

Shaw et 
al., 
(2013) 

To explore the 
feasibility 
podcasts for 
veterans in 
recovery. 

Veterans (N=18) 
age 29-62 years old 
(M = 49). 80% of 
participants were 
male. 

Pre-Intervention: Participants reported more comfort with “older technologies” (statistically 
higher than mobile technologies. p < .005). Post-Intervention: Participants’ comfort increased 
from pre to post (p=.017). Frequency of Use: 56% used 6 days or more; 67% used for 20 
minutes each day. After the study, participants found audio content to be significantly more 
useful than pretest (p = .001). Would have liked having access to podcasts earlier in treatment 
with a mean score of 4.5 out of 5.  

Ricks et 
al., 
(2011) 

To examine 
the effects of 
stress 
management 
techniques 
taught via 
podcast.   

Undergraduate 
students enrolled in 
a health and stress 
course (N = 176); 
ages 18+  

Practicing stress management techniques via podcast led to significant increase in 
effectiveness for 5/7 techniques (deep breathing, PNR, positive thinking, guided imagery & 
meditation). Most common locations practiced were home (66.3%) and school (32.3%); 
Podcasts were typically accessed by computer (76%) or iPod or MP3 player (20.1%). 
Participants accessed most topics with similar frequency. Highest access/use was deep 
breathing (15.6%) followed by PNR (15.2%), time management (15%), guided imagery 
(14.4%), autogenic training (14.1%), positive thinking (13.2%), and meditation (12.5%). 

Johnson 
et al., 
(2012)  

To explore the 
effectiveness 
of using 
podcasts for 
diabetes 
prevention 
education. 

African American 
men (N = 30) age 
18-45, not 
diagnosed with 
diabetes recruited 
through barbershops 

Diabetes Perceptions: 63% (N = 19) stated diabetes is a severe condition; 57% (N =17) 
reported they were likely to develop diabetes. Diabetes Knowledge: scores increased 
significantly from 8.27 at pretest to 10.47 at posttest (p = .001). Posttest Knowledge indicated 
scores increased for 77% of men, stayed the same for 13% and decreased for 10%. 
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Standardized Assessment Recommendations for Recreational Therapists 
to Measure Balance for Adults with IDD

Kaitlin E. Mueller, MS, CTRS, Clemson University
Brandi M. Crowe, PhD, LRT/CTRS, Clemson University

Marieke Van Puymbroeck, PhD, CTRS, FDRT, RYT-500, Clemson University
John DesJardins, PhD, Clemson University

Arlene Schmid, PhD, OTR, FAOTA, Colorado State University

Introduction. Adults with Intellectual and Developmental Disabilities (IDD) typically have lower functional 
fitness abilities, such as balance, compared to adults without IDD (Calders et al., 2011). Thus, the need for adults 
with IDD to participate in functional fitness is important for maintaining physical health (Ma et al., 2018). Many 
recreational therapists (RTs) work with adults with IDD in a variety of spaces, including community-based and 
residential settings (Oakes et al., 2018; Stumbo et al., 2015), and often provide physical activity interventions to 
improve or maintain functional fitness levels, including balance (Wilhite et al., 2012). It can be challenging for RTs 
to choose an appropriate standardized assessment tool to evaluate balance for adults with IDD. The purpose of this 
poster is (1) to review standardized assessments that have been used to measure balance for adults with IDD and 
(2) to provide RTs recommendations for balance assessments to incorporate into practice with this population. 
Methods. The assessments reviewed in this poster were used to measure balance for adults with IDD participating 
in three separate yoga interventions, during eight separate assessment sessions. Five different standardized assess-
ments were used to measure participants’ balance pre/post intervention: The Berg Balance Scale, the Balance Error 
Scoring System (BESS), the Four-Square Step Test, the Timed Up and Go Test, and a force plate (in collaboration 
with bioengineers). After realizing that the BESS, Four-Square Step Test, and the Berg Balance Scale lacked signif-
icant changes pre to post for this population, the Timed Up and Go Test and force plate movements were included 
as balance assessments during the final yoga interventions. Results. Of the five balance assessments used with 
participants, only the Timed Up and Go Test showed significant changes and the force plate yielded positive results 
pre to post yoga interventions. The Berg Balance Scale included items that were often too easy for the participants, 
resulting in a ceiling effect in their pre-test scores. Assessment results using the BESS and Four-Square Step Test 
were unable to be obtained because the participants found the tasks too physically challenging and/or they could 
not cognitively understand the instructions required for completing the assessment. Recommendations for RT 
Practice. It is important to understand that although measures are recommended in the literature for a specific 
population, a substantial component of the appropriateness of an assessment is that it is designed for the level of 
functioning for the person(s) being evaluated. Based on our findings, the Timed Up and Go Test worked well with 
a population of individuals with moderate to severe IDD. Additionally, there were some positive results for using 
force plate technology as a measure of balance for individual participants. Recent research, published after these 
yoga intervention, also suggests the Modified Star Excursion Balance Test, Stork Test, and Chair Stand Test in 
conjunction with the Timed Up and Go Test be used to assess balance for adults with IDD (Ma et al., 2018). RTs 
should evaluate these assessments to determine if they are appropriate for their population of adults with IDD. 
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The Leisure and Well-Being Model: Improving Outcomes for 
Children Exposed to ACEs

Grace Bond Maher, Temple University
Gena Bell Vargas, PhD, CTRS, Temple University

Introduction. ACEs, or adverse childhood experiences, are negative and potentially traumatic events that oc-
cur in childhood (CDC, 2019).  Examples of ACEs include experiencing or witnessing violence, familial substance 
misuse, and the incarceration of a family member (CDC, 2019).  According to the CDC, more than 60% of adults 
surveyed across the nation experienced at least one ACE and about 1 in 6 have experienced four or more (2019).  
The more ACEs an individual has been exposed to, the more likely they are to experience poor adult outcomes 
and reduced well-being (Merrick et al., 2017). Additionally, ACE exposure can have an intergenerational, negative 
effect on well-being (Woods-Jaeger et al., 2018). Parents who report exposure to ACEs as children experience 
chronic stress and reduced potential, including earning potential, making it difficult for them to provide safe 
and nurturing environments that are known to have protective effects against ACE exposure for their children 
(Woods-Jaeger et al., 2018). Children exposed to ACES often feel unsafe, unstable, and can have difficulty bonding 
with family members, which indicates both a perceived and realistic lack of external and internal resources (CDC, 
2019). Providing recreational therapy, guided by the principles of the Leisure and Well-Being Model, may help chil-
dren exposed to ACEs by providing meaningful leisure and improving and developing resources, to promote their 
resilience in the face of adversity. Explanation of conceptual/theoretical framework. The Leisure and Well-Being 
Model (LWM) is a strengths-based approach that uses leisure as a means to improve well-being (Ashton-Shaeffer 
& Ross, 2009).  The model relies on enhancing leisure experiences to promote resource development in multiple 
domains of well-being (Hood & Carruthers, 2013).  Well-being is defined to include having positive experiences 
and emotions as well as the “cultivation and expression of one’s full potential” (Hood & Carruthers, 2013, p. 124, 
Figure 7.1). Application and translation of research/concept/theory in RT practice. Many children and families 
exposed to ACEs experience a lack of resources which can lead to intergenerational reduced potential, poor health 
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outcomes, and diminished well-being (Merrick et al., 2017; Woods-Jaeger et al., 2018).  Providing supportive, safe, 
and nurturing environments via recreation and leisure have been shown to have protective effects and lower the 
risk of negative outcomes (Woods-Jaeger et al., 2018). The LWM can be used when working with children who 
have been exposed to ACEs to encourage the adoption of satisfying, “savor-able” and authentic leisure practice and 
develop resources (psychological, social, cognitive, physical, and environmental). No prior literature linking ACEs 
with the LWM has been identified, however, research has shown that leisure engagement and interventions can 
aid clients in developing diverse resources.  Leitschuh and Brotons (1991) found that implementing a recreation 
therapy program helped children who experienced chronic trauma to engage in age-appropriate recreation that 
previously hadn’t been possible due to a lack of environmental and family resources.  Bibliotherapy interventions 
were also found to help child survivors of trauma to build rapport, communicate their experience, improve emo-
tional intelligence, and significantly reduce aggression indicating the development of psychological and social re-
sources (De Vries et al., 2017).  Delivering recreation therapy interventions guided by the constructs in the Leisure 
and Well-Being Model may provide the children who are exposed to ACEs access to an environment that promotes 
their strengths, encouraging the development of resources and improving resilience in the face of adversity (Ash-
ton-Shaeffer & Ross, 2009). 
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Tables/Figures 

 
Figure 1.  Components of the Leisure and Well-Being Model. Adapted from “Positive leisure science: 
From subjective experience to social contexts,” by C. Carruthers and C. Hood, 2013.  Edited by G. 
Maher for Temple University RT EBP Conference 2020. 
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