
 

Promoting Healthy Living for Seniors
Evaluation of a Community-Based Program

A healthy lifestyle that addresses modifiable risk factors is beneficial for promoting 
brain health in older adults. Grey Matters, a community-based therapeutic recreation 
specialist (TRS) led group intervention, focuses on promoting healthy aging and use of 
practical memory strategies. Grey Matters participants (adults aged 55 years or more) 
completed questionnaires pre- and post-program about healthy aging, use of memory 
strategies and their memory abilities. Participants’ behavioral change was surveyed 
immediately post-program and six to eight months later. Participants significantly 
increased both their knowledge about lifestyle factors and use of memory strategies. 
Short- and long-term behavioral change occurred in the small subset of participants 
surveyed. This community-based TRS led program helped older adults utilize memory 
strategies, increase their knowledge of proactive lifestyle factors that they could use 
to reduce the risk of future memory loss and motivate behavior change. This is an 
emerging role for therapeutic recreation. 
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For the vast majority of older adults, 
certain aspects of memory and attention 
decline slightly with age (Glisky, 2007).  
This can be due to brain changes, for ex-
ample, as declines in white matter can 
make rapid processing of information 
more difficult (Filley, 2012).  

Other research has suggested that 
cultural expectations can contribute 
to memory performance among older 
adults. Positive views on aging in Chi-
nese populations are associated with 
better memory performance, while in 
North American populations, where 
people tend to have more negative views 
on aging, individuals tend to have poor-
er memory performance (e.g., Levy & 
Langer, 1994). However, not everyone 
will develop dementia as they age. In fact, 
75% of individuals aged 85 and older do 
not have a diagnosis of dementia (Al-
zheimer Society of Canada, 2013). There 
has also been an increased understanding 
of lifestyle factors that reduce the risk of 
developing dementia. Consuming a Med-
iterranean diet (Gu, Nieves, Stern, Luchs-
inger, & Scarmeas, 2010), aerobic exercise 
(Kramer & Erickson, 2007), mental activ-
ity (Hertzog, Kramer, Wilson, & Linden-
berger, 2009), and social activity (Frati-
glioni, Paillard-Borg, & Winblad, 2004) 
are all known to decrease the risk of de-
veloping dementia.  In addition, knowl-
edge that the brain remains plastic in 
older age (Mahncke, Bronstone, & Mer-
zenich, 2006) suggests that it is never too 
late to promote brain health.  Therefore, it 

is not surprising that there is a significant 
interest in preventing memory loss (Tan-
nenbaum, Mayo, & Ducharme, 2005).

The report Rising Tide: The Impact 
of Dementia on Canadian Society (Al-
zheimer Society of Canada, 2010) makes 
many recommendations for reducing the 
risk of dementia on a population level.  
One of these includes the development 
of programs to delay dementia onset that 
would incorporate evidence-based strate-
gies such as the provision of information 
about a healthy lifestyle.  While thera-
peutic recreation (TR) has been found 
mainly in institutional settings, the pro-
fession has begun to respond to the needs 
of community dwelling older adults as 
well. While community-based TR ser-
vices have been shown to be beneficial for 
individuals with disabilities (Zabriskie, 
Lundberg & Groff, 2005; McGhee, Groff, 
& Russoniello, 2005), with a core tenet 
of this model being helping people to re-
gain stability following a threat to health, 
their use for health promotion has also 
been described (Austin, 1998). Given the 
increasing incidence of dementia in the 
population and the associated increase in 
economic burden, it would be imperative 
to develop programs that address health 
and lifestyle before a threat to health 
occurs (Alzheimer Society of Canada, 
2010). The implementation of such a pre-
ventative program would fall within the 

Boys & Girls Club of London; Christine Meston, audiologist, National Centre for Audiology, 
Western University; Jill Kennedy-Tufts, music therapist, Parkwood Hospital; Claire Downey, 
registered dietitian, Parkwood Hospital; Patti Hoddinott, registered dietitian, Parkwood Hospi-
tal; Jeff Robb, pharmacist, Turner Drug Store; Susan Oster, The Alzheimer Society London and 
Middlesex; Sandi Hammond, manager, Chelsey Park Health Club; Sarah Woolmore-Goodwin,  
clinical trials coordinator, Lawson Health Research Institute; and Elizabeth McCarthy, director, 
Specialized Geriatric Services, Parkwood Hospital. Also thank you to those who attended Grey 
Matters and completed the evaluation forms.  Please send correspondence to jfogarty@uwo.ca



scope of practice for therapeutic recre-
ation specialists (TRS).  

Research has shown that participa-
tion in leisure activities is associated with 
a reduced risk of dementia (Verghese 
et al., 2003). The leisure ability model 
(Stumbo & Peterson, 2009) may provide 
a foundation from which TRSs can moti-
vate older community-dwelling adults to 
both improve their leisure lifestyles and 
to reduce their risk of dementia. TRSs 
can help older adults engage in strate-
gies that improve memory, in an effort to 
bring about positive social, emotional, in-
tellectual, and physical changes that will 
in turn increase their quality of life. A 
program focusing proactively on factors 
that affect memory and aging could help 
to increase one’s sense of internal control 
to affect positive changes in their life. By 
potentially increasing personal choice, 
a program focused on leisure education 
and the benefits of recreation participa-
tion could impact leisure lifestyle (Stum-
bo & Peterson, 1998).  However, more TR 
research to create evidence-based care 
strategies and health promotion modali-
ties is needed notably for community-
dwelling older adults (Richeson, Buettner, 
McKenzie, Fitzsimmons, & Keller, 2006).  

Following a presentation on mem-
ory and aging at a community library 
by a neuropsychologist (JF), many par-
ticipants expressed interest in learning 
more about how to reduce their risk of 
memory loss. Participants involved in 
a community-based TR service offered 
through St. Joseph’s Health Care London 
were surveyed about possible interest 
in a cognitive loss prevention program.  
The results of this survey confirmed the 
need for such a program. The proposed 
Grey Matters program was developed in 

partnership with the City of London, the 
Horton Street Seniors Center, St. Joseph’s 
Health Care London, and the Alzheimer’s 
Society of London and Middlesex, and 
was submitted to the Ontario Ministry of 
Health Promotion and Sport from whom 
it received funding  

Development of the Grey Matters 
program content began with a review of 
factors known to impact the develop-
ment of dementia in the academic/clini-
cal literature as well as the following texts: 
Strengthen Your Mind (Einberger & Sell-
eck, 2009), The Harvard Medical School 
Guide to Achieving Optimal Memory 
(Nelson & Gilbert, 2005), and Memory 
Fitness: A Guide for Successful Aging (Ein-
stein & McDaniel, 2004).  

Based on this literature review, a 
program that consisted of seven weekly 
two-hour sessions covering the following 
eight content areas was developed:    
1. “Aging and memory: What is normal 

and what is not,” presented by a li-
censed clinical neuropsychologist; 

2. “Nutrition and memory,” presented 
by a registered dietitian; 

3. “Keeping your brain healthy through 
leisure activities,” presented by a 
TRS;

4. “Hearing loss and memory,” present-
ed by a registered audiologist; 

5. “Exercise and memory,” presented by 
a physiotherapist; 

6. Benefits of relaxation on memory 
through demonstrations of yoga and 
tai chi, also presented by a physio-
therapist;  

7. “Music and memory,” presented by a 
music therapist; and 

8. “Effects of medications/supplements 
on memory,” presented by a pharma-
cist.  



For six of the seven sessions, the 
first hour consisted of a content-specific 
talk followed by a second hour focused 
on practical information such as differ-
ent memory tips, tricks, and strategies 
the participants could use to improve 
their everyday memory and functional 
abilities.  For the remaining session, the 
one-hour content-specific talk, specifi-
cally exercise and memory, was followed 
by a one-hour demonstration of relax-
ation techniques.  During the 10-minute 
break between the two sessions, healthy 
snacks were provided as a strategy to fur-
ther encourage healthy living. During the 
sessions, participants were encouraged to 
talk about everyday memory slips they 
might have experienced, and to brain-
storm as a group around how to cope 
with memory difficulties.  This helped the 
group facilitator to match the skill level 
and activity challenge to achieve maxi-
mum flow (Csikszentmihalyi, 1990).  

To cope with memory difficulties, 
four strategies corresponding to the ac-
ronym VASE were taught: V —Visualiza-
tion and verbalization, A—Association, 
S—Spaced retrieval, and E—Everything 
in its place. Visualize and verbalize could 
be used to remember something that has 
just happened, such as whether or not 
one has locked the locker when already in 
the swimming pool for a water aerobics 
class. This involves visualizing the turn-
ing of the key in the lock as one is leav-
ing the locker room, and saying aloud, 
but to himself, “I have locked my locker.”  
Association could be used to remember 
the names of new individuals at a book 
club at a local library by relating the new 
person’s name with someone famous or 
someone they already know.  Spaced re-
trieval could be used to remember the 
phone number of the YMCA after learn-
ing about a new exercise class that one 
wants to join. The strategy uses spaced 

repetitions of the phone number over 
increasingly longer intervals of time.  Ev-
erything in its place could be used to keep 
track of reading glasses, which might be 
necessary to read small print in recipe 
books when trying a new recipe; always 
keeping the glasses in the same drawer in 
the kitchen, or next to the recipe books.  
As well, each week, participants were giv-
en practical handouts that summarized 
the strategy and explained how it could 
be used to improve everyday memory.  

Also covered during the Grey Mat-
ters program were how sleep patterns 
can change as we age, why these changes 
occur, the impact of changing sleep pat-
terns on memory, and tips for maintain-
ing good sleep hygiene. Hyperthymesia 
(a condition where individuals possess 
an extremely detailed autobiographical 
memory), and why it is adaptive to forget 
information, were also discussed. How 
an individual’s level of arousal changes 
throughout the day was reviewed, and 
all participants completed the Morning-
ness–Eveningness Questionnaire (Horne 
& Ostberg, 1976) to understand when 
their optimal time of day for remember-
ing information might be. In addition, 
the role of cultural expectations in influ-
encing memory as we age was discussed, 
specifically that negative views about 
memory and aging are also associated 
with memory loss. All of these elements 
helped to provide individuals with the 
skills, knowledge, attitudes, and abilities 
that they could use to develop a success-
ful leisure lifestyle for healthy aging.

Key leisure education principles were 
embedded in the Grey Matters program.  
Participants were made aware of the 
benefits of engaging in leisure activities 
and how this contributes to brain health.  
The importance of social interaction was 
stressed as studies show that people who 
are socially connected and have mean-



ingful activities in their lives have more 
resiliency to deal with life’s challenges 
and therefore live longer (Glass, Mendes 
de Leon, Marottoli, & Berkman, 1999).  
Resources facilitating leisure involvement 
were shared and participants discussed 
the importance of meaningful activities, 
leisure skill development and overcom-
ing barriers to participation.  Participants 
were encouraged to consider activities 
that are intrinsically motivating and to 
take responsibility for their leisure as well 
as the outcomes from these activities.  

The TRS involved with Grey Matters 
provided information about leisure op-
portunities that promote healthy living 
and taught the program’s memory strat-
egies. This is in line with a fundamental 
tenet of TR practice, namely the promo-
tion of well-being (Hood & Carruthers, 
2007). This psychoeducational program 
helped participants to cultivate their full 
potential through the provision of leisure 
education with a focus on the positive 
features of lifestyle that could be used to 
promote healthy aging (Seligman & Csik-
szentmihalyi, 2000).  The TRS also coor-
dinated all other aspects of the program, 
including arranging the other sessions 
and introducing the other multidisci-
plinary speakers.  

A neuropsychologist developed the 
content for the sections dealing with 
memory tips, tricks, and strategies that 
could be used to improve everyday mem-
ory and functional abilities, and trained 
the TRS to carry out this part of the pro-
gram.  The neuropsychologist led the sec-
ond hour of the first three groups, with 
the TRS observing, and the discussion 
before and after each session about the 
content of the session.  The second hour 
of the fourth session was led by the TRS, 
with the neuropsychologist observing 
most of the sessions and providing feed-
back, and the fifth session was led inde-
pendently by the TRS.  

Program participants from the Lon-
don area, a mid-sized community of ap-
proximately 366,150 people including 
53,705 seniors (Statistics Canada, 2011 
Census), were recruited through lo-
cal senior centers. As well, the program 
was advertised in a local publication that 
provides information about programs 
supported by the City of London. These 
advertisements indicated that the pro-
gram was designed for those who were 
interested in learning information about 
what could be done to reduce risk of fu-
ture memory loss. Individuals were not 
formally screened for cognitive impair-
ment, but were told that they should not 
enroll if they had a diagnosis of demen-
tia or mild cognitive impairment (MCI), 
which can be a precursor to dementia.  As 
well, as part of the first talk on aging and 
memory, the presenter reviewed what are 
considered “normal” memory slips and 
how these memory slips differ from those 
seen in MCI and dementia. Participants 
were encouraged to speak to their family 
doctor about their memory concerns if 
they were concerned that their memory 
slips were consistent with MCI or demen-
tia.

To facilitate target population atten-
dance and to reduce barriers to leisure 
involvement (travel time and cost), the 
Grey Matters program was offered at four 
different locations across London where 
seniors were known to frequent.

To understand the impact of the re-
cruitment strategy, demographic data 
were collected on all participants. As 
well, mixed methods were used to evalu-
ate the impact of the Grey Matters pro-
gram. Qualitative data were collected at 
two time points: during the evaluation 
sessions, held one week after the program 
ended, and again six to eight months later.



At the evaluation session, a TRS aide 
used a 22-item semi-structured interview 
guide (available upon request) to ask par-
ticipants a series of questions that dealt 
with planned behavioral changes (e.g., 
describe a time when you used the in-
formation you learned in this program), 
program content (e.g., what sessions did 
you like and why), as well as the delivery 
of the program (e.g., was the registra-
tion process easy or difficult). Comments 
were not audio recorded, rather the TRS 
aide wrote down participant remarks 
that generated either group consensus or 
group discussion.

At a project steering committee 
meeting held at the end of cycle 3, it 
was decided that consenting partici-
pants from cycles 4 and 5 would also be 
called by a TRS aide six to eight months 
after completing the program and asked 
whether they had made any changes to 
their lifestyle or used the presented in-
formation (telephone interview guide is 
available upon request). Participants were 
also asked if in the last week they had 
used any of the memory strategies. Eight 
participants  indicated that they would be 
willing to participate in a follow-up in-
terview.  Again, the conversation was not 
recorded, but responses to the questions 
were written down.  

Quantitative data were also col-
lected. All participants were asked to 
complete three questionnaires both prior 
to starting the program and during the 
evaluation session held at the conclusion 
of each cycle. Changes in knowledge of 
risk factors associated with memory loss, 
subjective everyday memory abilities, 
and the use of memory strategies outside 
of the program were quantified.  In order 
to match pre and post Grey Matters ques-
tionnaires, participants were asked to put 
the first four digits of their home phone 
number on each of the questionnaires.  

At the end of the first cycle, the 
original 20-item knowledge assessment 
measure was evaluated.  Questions where 
participants were able to identify the cor-
rect response both before the program 
was started and after all of the sessions 
were completed, as well as questions 
where participants were consistently 
unable to identify the correct response, 
were reviewed. The presenters who wrote 
these questions were asked to develop 
questions that were better able to iden-
tify knowledge change. As a result, a 23-
item questionnaire based on the expert 
presenters’ opinions, was created and 
used to evaluate knowledge change for 
the remaining four cycles. Participants 
were given one point for every correct re-
sponse on this measure; thus knowledge 
scores could range from 0–23.  

The 49-item Memory Assessment 
Self-Rating Scale (MAC-S) (Crook & 
Larrabee, 1990, 1992) was used to evalu-
ate everyday memory. Individuals were 
asked to indicate their ability to remem-
ber specific types of information on a 
5-point scale ranging from very poor to 
very good (e.g., how would you describe 
your ability to remember addresses of 
close family members, friends, or associ-
ates?) and to indicate how often specific 
memory problems occurred, also on a 
5-point scale, this time ranging from very 
often to very rarely (e.g., how often do you 
fail to recognize people who recognize 
you?).  Possible scores can range from 49 
to 245, with higher scores denoting high-
er self-rated memory ability and a lower 
frequency of memory slips.  

Participants were also asked to com-
plete the Multifactorial Memory Ques-
tionnaire (MMQ) Memory Strategy sub-
scale (Troyer & Rich, 2002).  Participants 
were asked to rate the frequency of their 
use of 19 different strategies (e.g., use of 
a timer or an alarm to remind them to 



do something; write things on a calen-
dar, such as appointments or things that 
need to be done) in the past two weeks on 
a scale from 0 (never) to 4 (all the time).  
Higher scores suggest increased use of 
memory strategies with possible scores 
ranging from 0 to 76.

The frequency of recorded respons-
es collected during the semi-structured 
group discussion held during the evalu-
ation session was determined. Similarly, 
the frequency with which those who were 
part of the eight-month follow-up identi-
fied behavioral changes was determined.  

Paired t-tests were used to assess the 
statistical significance of change scores.  
Statistical tests were based on a two-tailed 
level of significance, with an alpha value 
of 0.05.  The analyses were conducted us-
ing SPSS version 18.  

Grey Matters was offered five times 
between May 2011 and October 2012.  
However, as there were considerable 
changes to the knowledge questionnaire 
after the first cycle, the results reported in 
this paper will focus on the findings asso-
ciated with the evaluation of cycles 2 to 5.  

A total of 48 people registered over 
the four cycles Grey Matters.  Of the 48 
Grey Matters registrants, one person did 
not participate and one person stopped 
attending after three sessions. Of the 46 
people who remained, 23 people (50.0%) 
attended all seven sessions, six people 
(13.0%) attended six of the seven sessions, 
five people (10.9%) attended five of the 
seven sessions, and three people (6.5%) 
attended four of the seven sessions.

Demographic data were collected 
on 43 of the 46 people who attended the 
program. Two of the three people who 
did not complete the demographic ques-
tionnaire did not attend the first session, 

and one person who did attend the first 
session left before this information was 
collected. As seen in Table 1, the major-
ity (83.7%) of those who attended Grey 
Matters were female. Almost 42% were 
75 or more years of age. However, more 
than a quarter of program attendees were 
less than 65 years of age.  Nearly 33% had 
no post-secondary education, but almost 
28% had a university degree. Almost a 
quarter of the participants indicated that 
they had either fair or poor health. De-
spite the fact that the program was offered 
at four different locations across the city, 
a higher proportion of participants con-
sistently came from the west end of the 
city where the median household income 
in a number of census tracts is higher 
than that found in other parts of the city.

Of the 46 people who attended Grey 
Matters, seven people completed the 
three questionnaires prior to attending 
the sessions but did not complete the 
questionnaires for a second time during 
the evaluation session, usually because 
they did not attend this session.  As well, 
two people completed the final set of 
questions but did not complete the first 
set.  Thus, there were 37 matched sets of 
questionnaires.  

Responses from some questionnaires 
were not used in the analysis, however, 
for the following reasons. While there 
is a standardized approach to inputing 
missing values for the MAC-S (i.e., us-
ing the average score as the score for 
skipped items), in two cases a full page 
of responses were missing. Further, four 
people skipped at least 1 of the 19 ques-
tions on the MMQ, preventing their re-
sponses from being used as there is no 
standardized approach regarding the 
imputation of missing values.  Thus, the 
analysis was conducted on 37 matched 
knowledge questionnaires, 35 matched 
MAC-S measures, and 33 matched MMQ 
questionnaires.



As seen in Table 2, there was a sta-
tistically significant increase in both 
knowledge scores and the MMQ scores 
following Grey Matters.  While MAC-S 
scores also increased, the difference be-
tween pre and post Grey Matters scores 
was not statistically significant (p = .14).  

Program delivery, content, and im-
pact were considered during the semi-

structured group discussions. For all 
four cycles, there was high satisfaction 
with the program. Participants indicated 
that they would recommend the pro-
gram to others and felt that the program 
was good value for the money. In all four 
cycles, participants found the informa-
tion delivered by the pharmacist helpful.  
In three cycles, participants found the 

 Characteristic Count 

(n=43) 

Percent 

(%) 

Sex   

 Male 6 14.0 

 Female 36 83.7 

 Missing 1 2.3 

Age   

 Less than 65 years 11 25.6 

 65-69 years 6 14.0 

 70-74 years 6 14.0 

 75 or more years of age 18 41.9 

 Missing 2 4.7 

Highest Level of Education   

 Grade 8 or lower 0 0.0 

 Some high school 8 18.6 

 Graduated from high school 6 14.0 

 Some post-secondary training  2 4.7 

 Trade certificate or diploma from a vocational school or 

apprenticeship training 

4 9.3 

 Non-university certificate or diploma from a community college, 

CEGEP, school of nursing, etc. 

8 18.6 

 University degree (Bachelor’s degree or higher) 12 27.9 

 Missing 3 7.0 

Self-reported health   

 Excellent 6 14.0 

 Very good 15 34.9 

 Good 11 25.6 

 Fair 10 23.3 

 Poor 1 2.3 

 Missing 0 0.0 

 



information provided by the dietitian, 
the TRS, the audiologist, the psycholo-
gist, the physiotherapist, and the music 
therapist to be of value.  In two cycles 
participants mentioned the session on re-
laxation was helpful.  

Participants indicated that this was a 
good learning opportunity.  One partici-
pant said, “We learned a lot about mem-
ory strategies.  It was very helpful; like a 
librarian, we should always look for new 
information.”  Another said, “It was good 
finding out what normal memory issues 
are and what causes for concern are.”

Participants discussed the impor-
tance of health promotion and social in-
tegration with respect to brain health and 
memory.  One participant said, “This pro-
gram has started the wheels turning with 
respect to ideas for lifestyle additions 
that I can see myself making gradually.” 
Another stated, “I realized that leisure 
isn’t just for fun, that there are benefits; 
it keeps everything balanced. Leisure 
activities for brain health … was such a 
surprise; something I hadn’t considered 
but of course it all makes sense.”  Another 
participant indicated that the program 
was a “wake-up call”; that he was now 
more mindful of the need to take care of 
himself.  

During the evaluation session, some 
specific challenges were reported by the 
participants. For example, when asked 
about the quantitative evaluation, in 
three of the four cycles, participants indi-
cated that the response options were too 
restrictive.  While most people in all four 
cycles were pleased that the program was 
offered during the morning, others noted 
that if someone were still employed, they 
would not be able to participate in the 
program. 

Of the eight people who indicated 
that they would be willing to be called six 
months after the end of the Grey Matters 
program, only six were reached between 
six and eight months after the program 
ended.  Of these, three indicated that they 
were more involved with leisure activi-
ties and had used the information from 
the sessions on music and memory, and 
medications and memory; two people in-
dicated that they had used the informa-
tion from the sessions on diet and mem-
ory, and hearing and memory; and one 
person said that he was more physically 
active. With regard to the VASE strategies 
covered, three participants indicated that 
they had used “visualize and verbalize” 
and association in the last week; two peo-
ple had used spaced retrieval in the last 
week; and four people indicated that they 
had used “everything in its place.”

 Mean Score (Standard Error)  

 Pre Grey Matters Post  Grey Matters Significance 

Knowledge Questionnaire  (n = 37) 9.3 (0.7) 12.1 (0.5) < .001 

MAC-S (n = 35) 165.9 (4.8) 169.7 (4.2) .14 

MMQ (n = 33) 34.0 (2.0) 40.7 (2.1) .001 

Note: MAC-S = Memory Assessment Self-Rating Scale, MMQ = Multifactorial Memory 
Questionnaire. 



This paper presents an evaluation 
of Grey Matters, a community-based 
program for older adults with memory 
concerns who are interested in learning 
more about what they can do to pro-
mote brain health. Participants attended 
seven 2-hour sessions with a dual focus.  
The first hour consisted of didactic edu-
cational sessions presented by experts in 
content areas known to impact memory 
as one ages. The second hour focused on 
the teaching of practical memory strate-
gies applicable to everyday life and on 
presenting information applicable to 
memory as one ages.  A TRS was involved 
with coordinating all aspects of the pro-
gram, educating seniors about the impor-
tance of leisure activities in reducing the 
risk of dementia and in teaching practical 
memory strategies.

As a result of attending Grey Mat-
ters, participants demonstrated increased 
knowledge of proactive lifestyle factors 
that they could use to reduce the risk of 
future memory loss.  In addition, follow-
ing program completion, participants 
demonstrated an increased awareness 
and use of memory strategies compared 
to their own baseline awareness and use 
of strategies.  The impact of the presented 
information was demonstrated imme-
diately after the program ended and, for 
a small sub-group of participants, up to 
eight months following the program’s 
completion. Participants reported con-
tinuing to use the various memory strat-
egies in day-to-day life, and had incor-
porated program-specific information 
directly into their regular routine (e.g., 
were more involved with leisure activi-
ties, had changed their diet).  This is sig-
nificant, as it suggests that by providing 
individuals with choice about lifestyle 
modifications to promote healthy aging, 
we may have been able to intrinsically 

motivate participants to change their be-
havior.  By utilizing TR in the community 
for this type of health promotion pro-
gram, we were able to use leisure educa-
tion to help people to develop awareness 
of appropriate activities, social interac-
tion, leisure activity skills, and knowledge 
of resources (Stumbo & Peterson, 2009).  
Through the program’s provision of 
knowledge about the benefits of exercise, 
socialization, relaxation, diet, and overall 
health, participation in the Grey Matters 
program may help to reduce one’s future 
risk of developing dementia.  

Contrary to our expectations, how-
ever, there was neither a significant im-
provement over time in participants’ rat-
ings of their memory ability nor was there 
a significant decrease in their frequency 
of perceived memory slips as measured 
by the MAC-S scale. It is possible that 
participants’ regular discussion of their 
memory slips while learning strategies 
to improve their memory increased their 
awareness of memory difficulties and, as 
a result, increased the perceived frequen-
cy of these memory difficulties.

The study findings also suggest that 
the target audience for this program was 
mixed in terms of both education as well 
as age. Twenty-eight percent of the at-
tendees had a university degree, while 
approximately 33% had no post-second-
ary education. As well, some of the par-
ticipants did extensive online research 
regarding memory issues and as such, 
came to the program with a considerable 
knowledge base, while other participants 
did not.  Thus, despite the variability in 
our participants’ backgrounds, our sig-
nificant results suggest that we were able 
to match program level to their skill level, 
and in turn achieve “flow.”  

Our findings have several important 
implications for the practice of TRSs.  
There is a need for TR professionals to 



promote healthy living among all com-
munity dwelling individuals, both those 
with and without a disability. Commu-
nity-based programs that provide effec-
tive health and wellness instruction and 
encourage participants to take responsi-
bility for their leisure may also foster an 
internal locus of control and the ability 
to cope with change. As well, programs 
like Grey Matters that focus on healthy 
living through exercise, music, social 
interaction, leisure, and finding mean-
ingful activities to pursue, contribute to 
increased community health. Increasing 
leisure awareness and social interaction 
is an important way to promote health in 
senior populations. Finally, a collabora-
tive capacity-building approach may cre-
ate synergies that maximize community 
uptake of leisure strategies, and increase 
participant awareness of multiple leisure 
possibilities. Through the provision of in-
formation about proactive activities that 
promote healthy aging, capacity to im-
prove leisure lifestyle will increase.  This 
may in turn, promote positive emotions 
about aging.

There are several limitations to the 
current study. First, this was a self-re-
ferred population, so the possibility exists 
that, despite being told that the program 
was not for individuals with MCI or de-
mentia, and being presented with infor-
mation from an expert about the char-
acteristics of these diseases, individuals 
with MCI or dementia were included in 

our final analyses. Second, as the study 
did not include a control group, it is dif-
ficult to determine if the study’s findings 
represent more than just a practice effect 
on the questionnaires. Future research 
could compare participants’ responses on 
these questionnaires to those of a wait-list 
control group.  Finally, only a small group 
of participants volunteered to be con-
tacted regarding long-term behavioral 
change.  Therefore, it is difficult to know 
whether or not the change observed can 
be generalized to either the remaining 
participants, or the population as a whole. 
This limitation has been noted in previ-
ous studies as well (e.g., Papp, Walsh, & 
Snyder, 2009). Conducting a follow up 
with a larger group of participants and 
over a longer period of time post-inter-
vention would also help confirm the per-
sistence of the behaviour changes found. 
As well, tracking participants’ cognitive 
and functional abilities over time using 
established tests, would allow incidence 
of dementia in program participants to 
be examined, relative to that of the gen-
eral population, and further confirm the 
preventative power of the intervention. A 
larger sample would also allow for assess-
ment of whether participants who make 
changes to their leisure lifestyle differ in 
their internal locus of control compared 
to individuals who do not make these 
changes.  This would in turn help to pro-
vide a greater understanding of factors 
underlying behavioral change.   
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