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Abstract

Approximately 500,000 Canadians have Alzheimer’s disease or a related form of 
dementia, with the majority of these individuals residing in the community. As a result, 
there is significant need for support networks and programs that can optimize func-
tioning and independence of persons with dementia. Therapeutic Recreation enhances 
people’s social, psychological, emotional, physical and spiritual well-being across the 
life course and can be a key part of dementia care. This case report provides insight into 
one Therapeutic Recreation program and the associated model for delivery, focusing 
on the impact of the program on one participant with Alzheimer’s disease, the most 
common cause of Dementia. The participant’s involvement in a Wii bowling activity 
enabled the participant to demonstrate increased focus, to engage in a familiar and 
meaningful activity, and to master new skills. Several implications are noted, such as 
the importance of completing a task analysis and identifying problem areas for the per-
son with Alzheimer’s. It was also observed that the caregiver benefited from the client’s 
improvements. Future studies and practice should include the caregiver in the sessions, 
which may assist in transferring skills to the home environment.
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Alzheimer’s disease is a degenerative 
illness of unknown etiology characterized 
by impairments in memory, cognition and 
behavior (Sevush, 1986; Zarit, Orr, & Za-
rit, 1985).  It is the most common cause 
of severe mental deterioration of the older 
population (Callender, 1988). Alzheimer’s 
disease is progressive.  At present there is 
no cure; the only interventions are ones of 
maintenance.  Alzheimer’s disease is gen-
erally diagnosed among individuals who 
are in their mid-fifties and sixties, but the 
disease can also be present in individuals 
as young as 40 years of age (Sevush; Zarit 
et al.).  The course of the disease can last 
as long as 15 to 20 years, but death usually 
ensues within 7 to 10 years after a diagno-
sis has been made.  As the overall demo-
graphic profile of society grows older, the 
number of Alzheimer’s cases and the as-
sociated need for services continues to in-
crease.  Leisure and recreation activity can 
contribute to the quality of life of someone 

with Alzheimer’s disease (Buettner, Fitzsim-
mons, & Atav, 2006; Burgener et al., 2008; 
Flansberry, Dawson, Gravelle, & Singleton, 
1999; Kolanowski, Buettner, Costa Jr., & 
Litaker, 2001; MacDonald, 2006; Martin, 
2006; Voekl, 1998; Voekl, Galecki, & Fries, 
1996) (See Figure 1).  

Statistics show that there are currently 
500,000 people in Canada who have Al-
zheimer’s disease or a related form of de-
mentia and in just five years we may see 
that number grow by 50% (Alzheimer Soci-
ety of Canada, 2006, 2009). In the United 
States, the prevalence of Alzheimer’s dis-
ease has been estimated to be between 2 
and 5 million people (National Institute on 
Aging, 2010).  With the impending bubble 
of baby boomers on the verge of their se-
nior years, Alzheimer’s disease and the as-
sociated dementia will become even more 
prevalent in society.

Alzheimer’s is a condition that affects a person’s ability to interact with others.  
The characteristics of Alzheimer’s according to Sevush (1986, p. 9 )are:

	 •	 Forgets	recent	events.

	 •	 Repeats	same	questions.

	 •	 Disorientation	to	time	and	location.

	 •	 Usually	denies	memory	loss.

	 •	 Diminished	abstract	thinking,	impaired	judgment,	and	paranoid	ideation.

	 •	 Neocortical	dysfunction;	aphasia,	and	apraxia.

	 •	 Simple	motor	functions	remain	intact	until	late	stage	of	the	disease.

	 •	 Alzheimer’s	disease	eventually	involves	all	cortical	functions	and	results	in	death.

Figure 1
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The majority of persons with Alzheim-
er’s related dementia actually reside in the 
community. Vitaliano, Young, and Russo 
(1991) have indicated that, “Alzheimer’s 
disease is an illness that places unrelenting 
and progressive demands for care on care-
givers because behavioral and cognitive 
deficits restrict the ability of the impaired 
elder to perform activities of daily living” 
(p. 67).  Caregivers are forced to watch 
loved ones deteriorate and find themselves 
constantly providing care on a round-the-
clock basis.   

Despite most persons with Alzheimer’s 
residing in the community, services that 
are provided for persons with Alzheimer’s 
are typically delivered during institutional 
care (Leitner & Leitner, 1989; Singleton, 
2007). Scott Dudgeon, the CEO of the Al-
zheimer Society of Canada has stated that 
the “costs associated with the 1,300 beds 
and increased emergency department uti-
lization would purchase a lot of commu-
nity services more appropriate to the care 
requirements of people with dementia” 
(Alzheimer Society of Canada, 2009, p. 4). 
Adult Day Programs (ADP’s) are emerging 
as a community service that would fulfill 
this need by providing an appropriate en-
vironment and level of support to clients 
and their caregivers. ADP’s provide sup-
ports for the individual and the family to 
maintain the individual residing in the 
community.

Adult Day Programs

The first known ADP in Canada, to 
the authors’ knowledge, was established 
in 1959 in Toronto; however, Nova Scotia 
did not see its first established ADP until 
1978. Throughout the 1980s and 1990s, 
the number of ADPs continued to grow, as 
there was a recognized need in the commu-
nity for cost-effective community services 
(Nova Scotia Adult Day Program Network, 

1997).  In 1997, an Adult Day Program Net-
work Group was established in Nova Scotia 
to provide support to individuals working 
in this field and to begin setting guide-
lines for service delivery. Unfortunately, 
this group only lasted for a couple of years 
due to an unstable membership. Several 
of these ADPs were developed with grant 
funding, but did not continue to receive 
grants to keep them in operation. During 
this time, ADPs were traditionally located 
in long term care facilities, hospitals, or 
church basements; however, in 2008 a pri-
vate ADP opened providing a home-like 
atmosphere to its clients (this facility is 
the setting for the current case report). The 
Adult Day Program Association of Nova 
Scotia was established in 2008. This asso-
ciation was created with the same purpose 
as the 1997 group, but this time with a 
stronger membership. 

One critical element in the provision 
of ADP services is therapeutic recreation 
programming. Much of the research on 
Alzheimer’s focuses on maintaining levels 
of activity among persons with Alzheimer’s 
(Eustis, Greenburg, & Patten, 1984; Levy, 
1986; Tabourne, 1982) with a particular 
emphasis on reminiscence type therapies 
(Weiss, 1993; Weiss & Kronburg, 1993; 
Weiss & Thurn, 1990). Therapeutic recre-
ation programs have been demonstrated 
to be an effective intervention for persons 
with Alzheimer’s as they relieve anxiety, 
reduce confusion, and improve mood 
(Barnes, Raskind, Scott, & Murphy, 1981; 
Bedini & Bilbro, 1991; Bollin, Voelkl, & 
Lapidos,1998; Chenowith & Kilstoff, 1998; 
Dupis, Smale, & Wiersma, 2005; Hughes & 
Keller, 1992; Keane, & Shoesmith, 2005; 
Keller, 1992; MacDonald, 2006; Martin, 
2006; Zarit & Zarit, 1982).  As for caregiv-
ers and family members, much of the focus 
of research has been on providing services 
to help family members who care for their 
relatives within the community to cope 
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(Barnes et al.; Bedini & Bilbro; Bollin et 
al.;  Chenowith & Kilstoff;  Dupis, Smale, 
& Wiersma; Hughes & Keller; Keller; Mac-
Donald; Martin; Zarit & Zarit).  

Case Report

This case report profiles an 84-year-old 
Caucasian male with Alzheimer’s related 
dementia who was taking part in the thera-
peutic recreation services offered as part of 
the general programming of an ADP. This 
particular ADP provided therapeutic recre-
ation interventions as a means to enhance 
and/or maintain cognitive, physical, spiri-
tual, emotional, and social abilities of indi-
viduals living in the community, primarily 
those who are diagnosed with Alzheimer’s 
disease or related types of dementia. 

Setting

The setting for this case report was an 
ADP located in Nova Scotia that provided 
services Monday to Friday from 8:30 a.m. 
to 5:00 p.m. to clients who were either in 
early to mid-stages of Alzheimer’s disease 
or related types of dementia,  physically 
frail (e.g., Parkinson’s Disease, stroke), or 
socially isolated. The ADP has been de-
signed so that its environment has a com-
fortable, home-like atmosphere that is 
non-institutional. The ADP also provides 
support to caregivers through respite, edu-
cation, and communication regarding pro-
gram and client updates.  

The client population within the ADP 
was made up of primarily male veterans 
aged 78-95, living alone or with support in 
the surrounding community. Services that 
were provided include leisure/recreation 
support, homemade lunch, morning/af-
ternoon snacks, transportation, and light 
personal care.  The mission of the private 
ADP was to enhance quality of life for se-
niors living in the community by provid-

ing meaningful leisure experiences and 
promoting independent choice.   

Case Assessment

At the time of this case report, Mr. X 
was an 84-year-old Caucasian male living 
in a suburban area of Nova Scotia. He was 
married, had two children, five stepchil-
dren and five step grandchildren and was 
living in the community with the support 
of his wife. He was diagnosed with mid-
stage Alzheimer’s disease, type-2 diabetes, 
and high blood pressure. He was taking the 
following medications: Aricept, Apo-Hydro 
(Hydrochlorothiazide), Metformin, Lipitor, 
Norvasc and Glyburide. Mr. X spent over 
40 years of his life working for the military 
and as a result had lived in every province 
and territory in Canada. He began attend-
ing the ADP on July 28, 2008 for two days 
a week from 10:30 a.m. to 5:00 p.m. Mr. X 
was very pleasant, enjoyed socializing, had 
a good sense of humor and walked inde-
pendently. He told the same stories repeti-
tively, particularly about his experiences 
in the military, and had poor short-term 
memory. 

The agency’s recreation therapist com-
pleted a therapeutic recreation assessment 
with Mr. X, which included interviewing 
Mr. X and his wife and noting observations 
while Mr. X attended the program (Stumbo 
& Peterson, 2004). This assessment collect-
ed information on the client’s past and cur-
rent leisure history and skills. The client’s 
leisure history included computers (email, 
games, Internet), sports including bowling, 
cards, board games, pets, woodworking, 
photography, stamps, listening to music 
as well as his military career, which was 
something he profoundly enjoyed. These 
activities were identified by the individual, 
his wife, and by the recreation therapist’s 
observation of Mr. X’s involvement at the 
ADP.
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Plan

Based upon the client’s assessment, 
a treatment plan was developed that in-
cluded the following enabling objectives 
(EO) and performance measures (PM; see 
Stumbo & Peterson, 2004 for a detailed 
description of this approach to goals and 
objectives):

EO1: To demonstrate increased 
focus during leisure participa-
tion.

PM1.1: Client will engage in a 
minimum of one cognitive pro-
gram for at least 45 minutes per 
visit (board games, cards, Ninten-
do Wii sports).

PM 1.2: Client will complete 
75% of behavioral tasks indepen-
dently (without cueing) during 
each program.

EO2: To demonstrate ability to 
engage in past leisure interests.

PM 2.1: Client will engage in 
a minimum of one familiar lei-
sure interest per visit (i.e., cards, 
sports).

PM 2.2: Client will identify one 
benefit of engaging in leisure 
program(s) per visit.

Task Analysis of Activity Selected

Nintendo Wii Bowling was chosen as 
an intervention for Mr. X. There were a 
number of reasons for this choice, the first 
one being his combined history of physi-
cal activity, interest in this particular activ-
ity, and technology experience. Also, early 
participation in this activity showed good 
concentration and interest along with no-
ticeable improvements in his skill and level 
of concentration.  To further determine if 
Nintendo Wii Bowling had potential to be 
a successful intervention for Mr. X, a task 
analysis was completed (See Figure 2).

Adaptations

Several cautions for using Nintendo 
Wii have been identified by Watson (2009, 
p. 8). These cautions were used when pre-
senting Wii to the participant (see Figure 
3).

The primary adaptations necessary for 
Mr. X were oriented around physical and 
verbal cues to facilitate cognitive process-
ing. In regard to the Wii activity, individu-
als who have difficulty with timing can 
be provided with verbal cues that indicate 
when to press buttons and swing. Also, 
keeping a hand lightly on the remote can 
help keep clients from swinging too early. 
If verbal cueing alone is not successful, the 
recreation therapist can assist by pressing 
and releasing the ‘B’ button (to release the 
ball) while the client performs the swing. 
The opposite can be done as well with the 
recreation therapist in control of the swing 
and the client releasing the ‘B’ button. If 
the client is confused by the number of 
buttons on top of the remote, or has dif-
ficulty finding the ‘B’ button, the remote 
can be turned over so the ‘B’ button is fac-
ing up.   These techniques, and other cues 
described below, were implemented at 
times when working with Mr. X.

Implementation

Mr. X took part in the Nintendo Wii 
Bowling program at least once a week with 
a group of three to five participants over a 
span of nine weeks.  Close observation was 
required to determine what physical and 
verbal cues would help Mr. X and when it 
was time to decrease these cues. Physical 
cues that were required included a hand 
placed on the remote to keep him from 
swinging too early and the ‘hand-over-
hand’ technique. This protocol (hand-
over-hand) provided the participant with a 
guided opportunity for skill mastery.  The 
therapist reduced the use of the physical 
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Instructional Objective: Given the Wii remote with the game already set up, the 
participant will bowl two balls per turn.

Materials: Nintendo Wii, Wii Sports Video Game, Wii Remote, Television.

Verbal Cues: “Press the button,” “bring your arm down and wait,” “let go of the but-
ton and swing up.”

Physical Cues: Put your hand on remote until time to swing. May require hand-over-
hand to show how to swing and when to let go of button.

 1.  Stand approx. 8-10 feet in front of television.

 2.  Hold Wii remote in dominant hand with thumb on top of remote.

 3.  Press ‘A’ button when prompted.

 4.  Aim ball by pressing right or left side of the ‘+’ button.

 5.  Press and hold ‘B’ button.

 6.  Lift dominant arm up so it is parallel with the floor.

 7. Watch game character on television. 

 8. As game character moves forward, swing dominant arm down. 

 9. Swing arm back up as game character gets close to bowling line.

 10. Let go of ‘B’ button as swing reaches top point to release the ball.

 11. Press ‘A’ button to start next round.

 12. Repeat steps 1-10 for second ball. 

Figure 2:  Task Analysis

cues once the participant had demonstrat-
ed mastery of activity (Doyle & Singleton, 
2000).  Verbal cues were also used such as 
“press the button,” “bring your arm down 
and wait,” and “let go of the button and 
swing up at the same time.” It was ob-
served that Mr. X’s cognitive impairments 
did initially lead to some confusion and 
difficulty with properly using the remote, 
but that repeatedly stating to “let go of the 
button and swing up at the same time” al-
lowed him to be successful in releasing the 
ball at the appropriate time.  

The recreation therapist completed 
documentation after each session and 
noted Mr. X’s progress based upon his 
PM’s and EO’s, and the activity analysis. 
Improvements in Mr. X’s behavior and 
skills were documented and the recreation 
therapist was gradually able to decrease the 
physical and verbal cueing, which then 
provided Mr. X with increased indepen-
dence. The recreation therapist also com-
municated with Mr. X’s wife so that any 
changes in his behavior at home could also 
be documented. 



Leahey and Singleton 141

Evaluation

Nintendo Wii bowling was chosen 
as an intervention for the client as it met 
the criteria set in the PMs and EOs in his 
treatment plan. The intent of EO1 was “to 
demonstrate increased focus during leisure 
participation.” It was noted by the recre-
ation therapist that, over time, the client 
did demonstrate increased focus in the 
activity. This was met by following PM1.1 
“client will engage in a minimum of one 
cognitive program for 45 minutes per visit 
and PM1.2 “Client will complete 75% of 
behavioral tasks independently (without 
cueing) during each program.”  Through 
a progressive reduction of cues, hand over 
hand cueing was no longer necessary after 
approximately six weeks. By the eighth 
week of participation, verbal cues were 
minimal or absent from sessions all togeth-
er (see Figure 4).

The focus of EO2 was for the client “to 
demonstrate ability to engage in past lei-
sure interests”. The results of the client as-
sessment indicated that he had a previous 
interest in bowling and also in using his 
computer (email, Internet surfing, games, 

etc.). The client was able to successfully 
achieve EO2 as indicated by documented 
achievement of  PM2.1 “client will engage 
in a minimum of one familiar leisure in-
terest per visit” and PM2.2 “client will 
identify one benefit of engaging in leisure 
program(s) per visit.”  The client partici-
pated in the activity one to two times a 
week in a small group setting (three to five 
people) for 45 minutes to an hour. 

By completing a task analysis, the RT 
was able to identify the component parts of 
the activity that the client was not able to 
master, such as aiming the ball and press-
ing controller buttons at the appropriate 
times. Once all of these components were 
identified the RT provided verbal/physical 
cueing as needed and gradually decreased 
cueing to encourage the client to be en-
gaged at his maximum potential.  

Documentation was completed each 
day the client was in attendance and paid 
particular attention to his progress with 
Nintendo Wii Bowling. The following are 
notes from his client file that document his 
progress.

1.  It should not be used with individuals who may have feeding tubes or pace mak-
ers.

2.  Be no closer than 3 meters of the IV pumps, nerve stimulators and other devices 
impacted by the radio frequencies sent off by the console. 

3.  You will need to be very careful about who participates in the program. 

4.  When it is being used, signage should be posted alerting those affected. 
 
5.  As for the games, the trick is teaching the residents how to use the remote. It can 

be a little difficult trying to teach them how to use it. 

Figure 3: Cautions for Wii
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August 1, 2008: began playing Wii Bowling, hand-over-hand technique, could follow 

directions to press and let go of “B” button. Observed that Mr. X had difficulty 

with timing and that his repetitive story telling was frustrating for co-clients. 

August 15, 2008: first indication of decline in repetitive story telling and increased 

focus. Staff member observed that client decreased repetitive story telling by ap-

prox. 30%.

August 22, 2008: client’s wife reported big change in client and attributed it to all the 

“stimulation.” She stated that he used to repeat the same stories over and over all 

day and that he was no longer doing this. 

August 26, 2008:  able to bowl approx. 60% of the time without hand-over-hand. RT 

gradually began to decrease physical/verbal cueing during program and observed 

client’s success. 

September 9, 2008:  hand-over-hand technique rarely required. RT observed client 

was able to bowl 90% of the time without physical cueing and stated enjoyment 

and appreciation. 

September 12, 2008: participated actively without hand-over-hand. Client was able 

to bowl successfully with minimal verbal cueing per turn (i.e., press the button, 

wait, go ahead).

September 19, 2008: RT noted hand-over-hand technique no longer required. Client 

continued to be successful with only verbal cueing when client was instructed to 

press the button, wait, go ahead when  releasing the ball

October 3, 2008: decrease in verbal cueing. Client had become successful in this activ-

ity with only verbal cueing that was primarily directed at timing (when to throw 

the ball) as he often rushed. 

Over this nine-week period it was observed by the RT that Mr. X had become successful 

in meeting the PM’s set for him. He was participating regularly in one cognitive program 

during each visit, primarily Nintendo Wii. Mr. X also developed the necessary skills 

through gradual decrease in hand-over-hand technique and verbal cueing to complete 

75% of tasks with minimal cueing. Mr. X developed a strong personal enjoyment for 

Nintendo Wii and stated during the activity how much he enjoyed it, that he liked the 

graphics and appreciated everything that was done for him. While bowling was a famil-

iar past time for Mr. X he also participated in other familiar (and cognitive) activities 

during his visits such as crib and board games. 

Figure 4: Notes
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As the intervention took place on a 
regular basis (one to two times per week), 
and documented observations that noted 
what cues were successful and when it was 
appropriate to decrease them, Mr. X be-
came successful in this leisure activity. Not 
only did he learn and retain the necessary 
skills to participate in Wii Bowling, he was 
also able to transfer these skills to other lei-
sure pursuits. For example, his wife found 
that caring for Mr. X at home became eas-
ier for her and stated that; “the Adult Day 
Centre is a much needed facility for some-
one like my husband who has dementia. 
He has improved in many ways such as be-
ing able to play solitaire on his computer, 
also he is more alert about everyday life.”

Implications 

Several implications should be noted 
regarding the outcome of this case report. 
First, results appear to support the effec-
tiveness of the implemented therapeutic 
recreation program in regard to the rees-
tablishment of basic leisure skills among 
persons with mid-stage Alzheimer’s.  While 
this finding is limited by analysis of a sin-
gle subject, and there are certainly limita-
tions regarding the extent to which these 
gains can be maintained over time, it does 
appear that leisure interests and associ-
ated participation skills can be enhanced 
through appropriate application of the 
therapeutic recreation process. Further-
more, community-based ADPs appear to 
be an effective setting for delivering such 
interventions. 

Adding to this observation, the pro-
cess of breaking down the activity into 
basic elements, as well as the repetitive 
provision of associated cues, was critical 
in skill development. Because the client 
had not used Nintendo Wii before and 
demonstrated poor short term memory, 
the most effective way to teach him the 

necessary skills was to begin with physical 
and verbal cueing by providing hand-over-
hand support and stating when to swing 
and let go of the ‘B’ button. As the client 
became familiar with participating in the 
program in this manner, it was necessary 
to gradually provide less support during 
subsequent programs until physical sup-
port was no longer required followed by 
little or no verbal support. Findings of this 
case report support research that suggests 
building upon a person’s past interest and 
breaking the experience into component 
parts will enhance the individual’s abil-
ity to complete the task (Boettcher,  Ke-
meny,  DeShon, & Stevens, 2004; Buettner, 
Fitzsimmons, & Atav, 2006; Doyle & Sin-
gleton,  2000; Fitzsimmons & Buettner,  
2002; Johnston, 2004; Keane & Shoesmith, 
2005; MacDonald, 2006; Reever, Mathieu, 
Dennis, & Gitlin, 2004; Singleton, 2002;  
Voelkl, 1998).  The case report findings also 
indicate that in some instances leisure edu-
cation can be beneficial for persons with 
cognitive impairment, particularly during 
the early to mid-stages of Alzheimer’s.

A second implication regarding this 
study is that there appeared to be benefits 
for both the client and the caregiver. As for 
caregivers and family members, much of 
the focus of research has been on provid-
ing services to help family members who 
care for their relatives within the commu-
nity to cope (Barnes et al., 1981; Bedini & 
Bilbro, 1991; Bollin et al.,1998;  Chenowith 
& Kilstoff, 1998;  Dupis, Smale, & Wiersma, 
2005; Hughes & Keller, 1992; Keller, 1992; 
MacDonald, 2006; Martin, 2006; Zarit & 
Zarit, 1982).  Furthermore, it may be that 
including the caregiver in the actual recre-
ation therapy sessions may provide them 
with insights regarding cueing that enables 
the person to be successful in the activ-
ity. Research that has been conducted by 
other therapeutic recreation professionals 
regarding inclusion of caregivers and sib-
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lings also may assist in developing proto-
cols in this realm of research and practice 
(Doyle & Singleton, 2000; Fitzsimmons & 
Buettner, 2002; MacDonald , 2006, Reever, 
Mathieu, Dennis, & Gitlin, 2004; Voelkl, 
Battisto, Carson, & McGuire, 2004).

In summary, this case report examined 
the impact of an ADP recreation therapy 
program on the focus and leisure engage-
ment of an adult male with mid-stage Al-
zheimer’s.  The techniques used in this case 
report were based upon Stumbo and Peter-
son’s (2004) assess, plan, implement and 
evaluation process. Through this process, 
the recreation therapist built upon Mr. X’s 
past leisure repertoire to enhance his abil-
ity to successfully participate in the Wii 
Bowling activity. When interpreting these 

findings, readers of this case report should 
consider that each person with Alzheimer’s 
has various levels of ability and that one 
activity/program may not meet the needs 
of the individual, nor represent their over-
all interests and capabilities. In the case of 
Mr. X, other activities and modalities were 
available and provided on a regular basis 
that were beyond the focus of this article. 
Thus, this case report only examined one 
element of a broader recreation therapy 
program. Despite this limitation, the case 
does demonstrate that the therapeutic 
recreation process, when paired with ap-
propriate modalities, can be used to bring 
about positive outcomes for persons with 
early to mid-stage Alzheimer’s.   
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