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Abstract: Children who experience increased levels of stress in early and middle 
childhood are at higher risk for symptoms of depression and anxiety in adulthood, 
resulting in an impaired health-related quality of life (HRQoL). A psychoeducational, 
recreation therapy (RT) intervention aimed to assist in the development of skills that 
promote a healthy life was created. The Healthy Me! program is founded on the Leisure 
and Well-Being Model in conjunction with the Utah State Core Curriculum Health 
Education Standards. This study investigated the impact the program had on 110 stu-
dents in the fourth grade. Evidence supports the notion that RT interventions aimed 
at addressing HRQoL can prevent a decline of HRQoL in early and middle childhood.  
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Introduction and Literature 
Review

The World Health Organization 
(WHO) defines health as “a state of com-
plete physical, mental, and social well-
being and not merely the absence of dis-
ease or infirmity” (WHO, 1948). In order 
to attain and maintain health across the 
lifespan, emerging evidence suggests that 
early and middle child development stag-
es set the foundation for healthy develop-
ment (Eccles, 1999). These developmen-
tal stages are important for an individual’s 
health-related quality of life (HRQoL). 
Although quality of life can be subjective, 
the Centers for Disease Control and Pre-
vention (CDC) have defined HRQoL as 
encompassing an individual holistically, 
meaning well-being in each domain of 
health (CDC, 2010).

Foundationally, human development 
is defined by three separate but overlap-
ping, overarching concepts that psychol-
ogists refer to as the biological, cognitive, 
and psychosocial domains (Allen & Ma-
rotz, 1989; Bransford, Brown, & Cock-
ing, 1999). Each of these domains can 
be further categorized into the physical, 
social, emotional, cognitive, and spiritual 
domains. Understanding each domain 
of health is foundational to distinguish-
ing an individual’s HRQoL. How a child 
develops each of the five domains during 
developmentally sensitive stages is likely 
to determine his or her HRQoL across 
the lifespan (Crain, 2000).   

Child development theorists such as 
Jean Piaget (1953), Lawrence Kohlberg 
(1981), and B. F. Skinner (1951) recog-
nized the importance of the develop-
mental milestones during the early and 
middle childhood stages. Early child-
hood (generally defined as birth to six) 
is a time of great physical, cognitive, and 
socioemotional development (Allen & 

Marotz, 1989). Middle childhood (gen-
erally defined as ages 6 to 12) is a time 
when children develop skills for build-
ing healthy social relationships and learn 
roles that will be foundational in healthy 
development (Erikson, 1963). The early 
and middle childhood stages, are foun-
dational for developing each domain of 
health which can be done by acquiring 
and implementing skills that create and 
support HRQoL (Halfon, 2009). 

An important aspect of HRQoL is 
an individual’s mental health. Mental 
health is not constrained to factors that 
lie within the emotional domain, but can 
be affected by any or all of the five do-
mains. WHO explains mental health as 
“a state of well-being in which every in-
dividual realizes his or her own potential, 
can cope with the normal stresses of life, 
can work productively and fruitfully, and 
is able to make a contribution to her or 
his community” (WHO, 2014). Research 
suggests that early childhood adversity 
and toxic stress can create lifelong effects 
to mental health (Schore, 1999). Bio-
logical and architectural changes to the 
brain can develop if a child experiences 
trauma or toxic stress in early to middle 
childhood, given that he or she does not 
understand how to deal with such events. 
When a child in these stages of develop-
ment experiences trauma or toxic stress, 
the amygdala, or the portion of the brain 
that is responsible for emotional regula-
tion, experiences what is called hypertro-
phy. Hypertrophy is the process in which 
the organ or tissue becomes enlarged 
due to an increase in the size of the cells 
within that particular region (Medilexi-
con, 2013). Thus, the child’s enlarged 
amygdala undergoes neuroplasticity, or 
changes in the architecture of the devel-
oping brain. This change in the brain’s 
structure, results in a “hyper-responsive 
or chronically activated physiologic stress 
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response, and increased potential for fear 
and anxiety” (Shonkoff et al., 2012, p. 
234).

Though the changes in the brain 
are not visible, toxic stress can result in 
permanent changes in both the structure 
and function of the brain. These changes 
generate more reactive behaviors in chil-
dren and a diminished ability to cope 
with stress (Shonkoff et al., 2012). After 
an individual’s amygdala has experienced 
hypertrophy, his or her ability to handle 
stress becomes a biological and mental 
health concern for the rest of his or her 
life.  Consequently, there is a link between 
toxic stress in early and middle child-
hood, and mental health in adult life. This 
knowledge has developed the need for a 
strong presence in understanding pre-
ventative mental healthcare for children. 

Growing recognition exists for pre-
vention and health promotion tactics as 
a means of addressing mental health dur-
ing these developmentally sensitive peri-
ods. These periods are when prevention, 
early intervention, and health promo-
tion can produce the maximum benefits. 
The overwhelming statistics indicate that 
mental health is the leading cause of dis-
ability worldwide (WHO, 2001). There-
fore, it is critical to examine interventions 
to educate and support children in im-
proving mental health and ultimately the 
overall HRQoL.  

An effective method of providing in-
terventions to support the development 
of skills that improve mental health is 
Recreation Therapy (RT). Robertson and 
Long (2008) define recreation therapy as 
“the purposeful use of leisure and recre-
ation as a means to maximize an individ-
ual’s overall optimal health, well-being, 
and quality of life.” The clinical practice 
of RT is facilitated through a systematic 
process that involves assessment, plan-
ning, implementation, evaluation, and 

documentation (Stumbo, 2009). The 
overall aim of RT is to generate outcomes 
for the individual participating in RT 
service. Outcomes are direct effects of 
service or observable changes that result 
from any given intervention (Hodges & 
Luken, 2000; Stumbo & Wardlaw, 2011).

RT focuses on those important, val-
ued life domains and works from a ho-
listic approach, assessing and addressing 
the physical, social, emotional, cognitive, 
and spiritual domains of health. Hence, 
the RT profession has the opportunity 
to play an important role in increasing 
an individual’s HRQoL. At its core, RT 
is a strengths-based approach in which 
the main purpose is to assist individuals 
in reaching their goals and aspirations 
(Anderson & Heyne, 2012) which can be 
accomplished using the Leisure and Well 
Being Model (LWM) of service delivery. 
The LWM is based in literature from the 
psychology, social work, and human de-
velopment fields, including components 
of strengths-based practice, well-being, 
and leisure theory (Carruthers & Hood, 
2007). The premise of the model relies on 
working from a strengths-based approach 
to generate positive emotion and build 
resources; recognizing the significant role 
that leisure has in facilitating these expe-
riences and producing well-being. Car-
ruthers and Hood (2007) indicate that the 
LWM provides empirical and theoretical 
backing for the RT profession to embrace 
well-being as a desired outcome for RT 
interventions. The LWM implies that RT 
is an ideal profession to facilitate experi-
ences that develop the skills needed to 
create a healthy life.  

In order for children to acquire skills 
to improve mental health, they should 
receive information from a variety of set-
tings. However, school-based settings are 
an optimal environment for the develop-
ment of these skills. The Utah Board of 
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Education curriculum guidelines have 
identified and established the need for 
the development and care for each indi-
vidual’s mental health. The first standard 
in the health curriculum as outlined 
by the Core Standards for Utah public 
schools states, “The students will learn 
ways to improve mental health and man-
age stress” (Utah State Office of Educa-
tion, 2013, p. 117). The missing compo-
nent in the curriculum is the experiential 
practice and real world application that 
RT can provide. If the ill effects of toxic 
stress are likely to create lifelong illness, 
then it is imperative children develop 
skills to manage this toxic stress, which 
will likely generate improved mental 
health across the lifespan. Mental health 
has an impact on overall HRQoL. Thus, 
using RT as an inclusive intervention in 
a school-based setting will likely pro-
vide the support needed for children to 
develop the skills necessary in creating 
a healthy life. Therefore, the purpose of 
this study was to determine if an RT in-
tervention within a school-based setting, 
focused on the personal implementation 
of skills to improve mental health will re-
sult in an increased HRQoL. In efforts to 
investigate the role that RT interventions 
can play in addressing mental health con-
cerns in early and middle childhood, the 
following hypotheses were formulated for 
this study: 

H1: HRQoL will increase for 
participants who receive the de-
signed curriculum.

H2: HRQoL will not increase for 
participants who do not receive 
the designed curriculum.

H3: HRQoL post-test scores will 
be significantly higher for the 
treatment group than for the 
control group.

Methods

Setting
Data were collected at an elemen-

tary public charter school in a suburb of 
a large western city. The mission of the 
school is to think critically, communi-
cate effectively, and act responsibly in an 
ever-changing global community. The 
Utah State Core Curriculum standards 
as outlined by the Utah State Office of 
Education are implemented within the 
classroom. Additionally, this school is an 
AdvancedEd accredited school as well as 
an authorized International Baccalaure-
ate Primary Years Programme School. 
The primary goal of these programs is 
to develop inquiring, knowledgeable, 
and caring young people who create a 
better and more peaceful world through 
their actions. These programs encourage 
a framework in which faculty members 
can facilitate both the Utah State Core 
Curriculum as well as the mission of the 
school. This framework provides a robust 
foundation for implementing the critical 
components of this study.  

The classroom setting in the school is 
established upon this institutional frame-
work. As such, there are no more than 25 
students in a given class, allowing for a 
teacher-to-student ratio that is more con-
ducive for acquiring the knowledge skills 
intended by the school. 

Participants
Participants were recruited following 

approval from the Institutional Review 
Board. There are indications that early 
and middle childhood (birth to 8 and 
6 to 12) developmental stages are ideal 
for acquiring skills that will support and 
sustain skills for a healthy life. Therefore, 
this study investigated the impact of this 
intervention on fourth grade students. 
During the 2014-2015 school year, there 
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were seven classes of fourth graders with 
the standard of 25 students per class at 
the school. A total of 175 participants, 
from the fourth grade (ages 9 to 10 years 
old) were invited to participate in this 
study, with the final sample size being 
110 children. Of the 110 children who 
participated in the study, 49 were male, 
and 61 were female, with the average age 
being 9.5. The treatment group, which in-
cluded individuals who received the pre- 
and posttest as well as the full eight-week 
curriculum, consisted of 79 children. The 
control group consisted of 31 children 
who received the pre- and posttest during 
the same weeks as the treatment group 
but did not receive the eight-week cur-
riculum. 

Measurement
As mental health plays a significant 

role in HRQoL, researchers used the Pe-
diatric Quality of Life Inventory – Version 
4.0 (PedsQL 4.0) Generic Core Scales to 
assess the hypotheses. The PedsQL 4.0 
is a brief, 23-item inventory designed 
to measure HRQoL in healthy pediatric 
populations, as well as those with chronic 
health conditions. For the purpose of this 
study, the generic core scales of the Ped-
sQL were used to assess HRQoL in chil-
dren in a school-based setting. The scales 
are available in both child self-report and 
parent proxy report formats with three 
child versions of self-report (for ages 5 to 
7, 8 to 12, and 13 to 18) and four parent 
versions of proxy report (for ages 2 to 4, 
5 to 7, 8 to 12, and 13 to 18). The items 
on all forms are essentially alike, differing 
only in terms of cognitively appropriate 
language and verb tense, depending on 
the age of the child. 

The PedsQL scales were designed to 
measure the core domains of health as 
outlined by the World Health Organiza-
tion, as well as school functioning. The 

generic core scales are comprised of 23 
items including four subscales consist-
ing of questions about the child’s physi-
cal functioning (eight items), emotional 
functioning (five items), social function-
ing (five items), and school functioning 
(five items). The PedsQL scores each 
subscale separately, in addition to a to-
tal score (derived from all items) (Var-
ni et al., 2001). Due to the fact that the 
majority of items on the PedsQL relate 
primarily to the psychological health of 
participants as an important component 
of HRQoL and based on its extensive use 
with this population, researchers deter-
mined it would be an appropriate mea-
sure for this study. 

Items are rated on a 5-point Likert-
type scale (with the exception of the 
young child report, which has a 4-point 
Likert-type scale) and are scored as in-
dicated: 0, it is never a problem to 4, it 
is almost always a problem. This scor-
ing means that higher scores indicate a 
lower HRQoL. The assessment was ad-
ministered by asking the participants 
to rate each item on the scale over the 
past month using the 5-point scale. The 
PedsQL 4.0 scale took approximately 10 
minutes to complete and was used for 
this study due to the validity and reliabil-
ity indicated in previous studies as well 
as its concise manner in which it can be 
administered. Previous research has in-
dicated the internal consistency for the 
PedsQL 4.0 self-report ranged from α = 
.68 for school functioning to α = .88 for 
total score (Varni et al., 2001). For this 
study, tests of internal consistency on the 
pretest and posttest both yielded good in-
ternal consistency with α > .90. Validity 
has been demonstrated using the know-
groups method, correlations with indica-
tors of morbidity and illness burden, and 
factor analysis (Varni, et. al., 2001). 
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Procedures
After IRB approval was obtained, a 

letter detailing the nature of the research 
study, a participation consent form, and a 
copy of the PedsQL 4.0 were sent home to 
the parents of all students in fourth grade. 
Parents were asked to return the consent 
form to the school either through their 
child or in person, and received a remind-
er email from their student’s teacher, one 
week following distribution. At the end 
of two weeks, 110 completed participant 
consent forms were collected. 

Each participant in the fourth grade 
was administered the PedsQL 4.0 during 
week one and week eight of the program. 
Four of the 7 fourth grade classes (Group 
1) received the full curriculum during 
weeks two through seven. The remaining 
three classes (Group 2) were the control 
group and only completed the measure-
ment to identify HRQoL. Group 2 did 
not receive the curriculum, but was tested 
again at the end of the same eight-week 
period as Group 1. This design allowed 
for adequate data collection to test the 
hypotheses of the study. The measure-
ment was administered the same way 
both times, allowing for familiarity for 
the participants.  

A recreation therapist who is a li-
censed in the state of Utah as a Thera-
peutic Recreation Specialist (TRS) and 
who is also a Certified Therapeutic Rec-
reation Specialist (CTRS) administered 
the PedsQL 4.0. The recreation therapist 
began by reading the directions to the 
classroom and asking if there were any 
questions. After answering all questions 
participants were instructed that no other 
questions or comments were to be made 
as these may sway the opinions and re-
sponses of others. 

The recreation therapist facilitated 
the remainder of the measurement by 
reading the 23 individual items on the 

scale, one by one. The facilitator allowed 
adequate time between each item on the 
scale so that participants could respond. 
Upon completion, the facilitator collected 
the measurement from the participants 
and scored them according to the facilita-
tor guide that is distributed with the mea-
surement. Makeup administration was 
not available as the measurement was ad-
ministered in the first week of the session. 
This session also provided foundational 
information that participants would need 
for the remainder of the program. 

Curriculum
The Utah State Board of Educa-

tion established policy regarding the 
core standards that are to be met by all 
students K-12. These standards inform 
curriculum development and allow for 
standardization of education statewide. 
The core standards identify critical infor-
mation for students to learn in order to 
obtain academic achievement. 

One subject from the criteria in-
cludes that of Health Education. There 
are seven standards identified as compe-
tencies that a student must meet under 
Health Education. Standard one of the 
Health Education section states: Students 
will learn ways to improve mental health 
and manage stress. There are four objec-
tives listed to operationalize standard 
one: 

Standard 1: The Students will 
learn ways to improve mental 
health and mange stress

Objective 1: Develop strate-
gies for appropriately and 
safely expressing emotion
Objective 2: Demonstrate ac-
ceptance of self and others
Objective 3: Develop assets 
that help promote resiliency 



Bennett, Negley, Wells, and Connolly  27

Objective 4: Demonstrate 
positive strategies for manag-
ing stress

Standard one, its objectives, and the 
Leisure and Well-Being Model have in-
formed and guided the development of 
the curriculum for the program, Healthy 
Me!. Healthy Me! is an eight-week cur-
riculum designed for fourth grade stu-
dents to develop the necessary skills to 
create strong mental health that will in-
crease well-being and quality of life for 
children aged 8–11. Its overall intended 
goal is to increase Health-Related Quality 
of Life, ultimately striving for increased 
well-being across the lifespan. Each week 
the program focused on a component of 
the body, the heart, and the mind of the 
individual, with overall efforts aimed to 
achieve mental well-being for each par-
ticipant.

The program was delivered over 
a period of eight weeks with each ses-
sion having a 40-minute duration. The 
program curriculum uses a psychoedu-
cational approach with the modality of 
experiential education employed to work 
toward the goals and objectives that the 
Utah State Core Curriculum has outlined 
for Health Education. The program was 
developed and implemented in order to 
test the hypotheses and gather informa-
tion on the impact that RT interventions 
can have on quality of life. Data were col-
lected and analyzed to determine the im-
pacts of the program. The program out-
line is as follows: 
• Week 1: Students were taught the 

importance of the physical body, the 
heart, and the mind working togeth-
er in creating a well-being. Assess-
ment was administered. 

• Week 2: The students were taught 
the importance and benefits that 

physical exercise, specifically deep 
breathing and light stretching, has 
on mental well-being.

• Week 3: Students were taught the 
importance of identifying emotions.

• Week 4: Students were introduced 
to the concept of expressing difficult 
emotions.

• Week 5: Students were taught to 
define and identify stress. Students 
were also introduced to a healthy life 
skill that will help to decrease stress 
in a moment of need.

• Week 6: Students were able to rec-
ognize the stressors in their own life 
and list specific skills that will help 
them calm down when they are feel-
ing stressed in this way.

• Week 7: Students explored ways to 
implement optimistic thinking in 
their life.

• Week 8: Students had the opportu-
nity to review and internalize impor-
tant factors in their personal well-
being. Assessment was administered. 

Results

A series of t-tests were conducted in 
order to test the hypotheses (see Table 1). 
First, to test H1, a paired t-test revealed 
no significant difference (p = .87) in 
HRQoL between pretest (M = 16.90, SD 
= 11.76) and posttest (M = 16.69, SD = 
14.02) for the treatment group. Thus H1 
was unsupported.

A second paired t-test was used to 
test H2, which stated that the control 
group would not increase in HRQoL. 
The results of this paired t-test were sig-
nificant (p = .03); however, a look at the 
means revealed that HRQoL levels de-
creased for the control group between the 
pretest (M = 15.20, SD = 11.98) and post-
test (M = 19.80, SD = 16.63). Thus H2 was 
supported.
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Finally, an independent samples t-
test was used to test H3, which stated 
that there would be a significant differ-
ence between posttest scores in the treat-
ment group and the control group. This 
hypothesis was unsupported as results of 
the analysis revealed no significant differ-
ence (p =.37) between the two groups. 

Discussion

The present study considered the po-
tential impact that delivering an RT inter-
vention within a school-based setting has 
on an increased HRQoL. This was con-
ducted using an eight-week psychoedu-
cational program structured to facilitate 
learning and practical application experi-
ences so that students could develop skills 
to support HRQoL. Research assistants 
focused on the Utah State Core Curricu-
lum health education standards to engage 
students in a learning environment that 
is conducive to their everyday learning 
structure. Results of this study suggest 
HRQoL was maintained from baseline 
to postprogram scores for the treatment 
group, while it decreased for the control 

group. This section provides and explains 
the results, considers limitations of the 
study, and finally, offers recommenda-
tions for future research and practice. 

Interpretation of Results
Results relating to the study’s three 

hypotheses were determined using a se-
ries of t-tests. H1 (HRQoL will increase 
for participants in the treatment group) 
was unsupported as the participants in 
the treatment group had no significant 
increase in their HRQoL. These par-
ticipants did, however, maintain their 
HRQoL over the course of the eight-week 
program. This was not the case for the 
participants in the control group, their 
HRQoL decreased over the eight weeks in 
support of H2 which stated that HRQoL 
will not increase for participants who do 
not receive the designed curriculum. Fi-
nally, H3 stated: HRQoL posttest scores 
will be significantly higher for treatment 
group than for the control group. This hy-
pothesis was not supported as there was 
not a statistically significant difference 
(p = .373) in posttest scores between the 
treatment group and the control group. 

Table 1

Pre- and Posttest Scores for Hypotheses

N Mean SD SE df t p

Hypothesis 1 1.28 67 .16 .87

     Pretest 79 16.90 11.76

     Posttest 79 16.69 14.02

Hypothesis 2 1.99 24 -2.31 .03*

     Pretest 31 15.20 11.98

     Posttest 31 19.80 16.63

Hypothesis 3 3.45 91 -.90 .37

     Treatment 79 16.69 14.02

     Control 31 19.80 16.63
*p 
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While the anticipated increase in 
HRQoL did not occur for participants in 
the treatment group, the unanticipated 
decrease in HRQoL for participants in 
the control group might provide some 
explanation to support the validity of the 
designed curriculum. Together, these re-
sults could indicate that the treatment in 
this study was effective at mitigating de-
creases in HRQoL, having some impact 
on the lives of the individuals simply by 
maintaining their current HRQoL. As the 
school year progresses, added stressors 
such as testing and homework levels in-
crease in academia on all levels of educa-
tion (Lewis & Lewis, 1996). One explana-
tion of the results of this study includes 
the possibility that the program provided 
students in the treatment group with 
skills that were able to support them with 
the various stressors that could likely im-
pact their quality of life. This explanation 
would also justify the decrease in HRQoL 
in the control group, as these students 
were not taught the skills needed to sup-
port themselves as their stress levels in-
creased. 

When children experience an in-
creased amount of stress, it is likely to 
impact not only their academic perfor-
mance, but also their overall quality of 
life (Hoghughi, 1980). As the academic 
and testing rigor increase as the school 
year comes to the end, it is critical for a 
child to be able to identify and handle 
stress (Helms, 1996). One way to do this 
is to identify sources of the stress and how 
it is manifesting in the body. If a child is 
unaware of how to identify stress, he or 
she will likely not be able to implement 
a healthy life skill in order to cope with 
that given stressor. If he or she experi-
ences stress too often or at too high of a 
level it puts him or her at a higher risk 
for illnesses like anxiety and depression 
across the lifespan (Shonkoff et al., 2012). 

Members of the control group were likely 
unable to develop and implement skills 
that maintained the stress they experi-
enced through the duration of the eight-
week period of time. This could explain 
the decrease in HRQoL for the control 
group throughout the eight-week session, 
and consequently, would support the idea 
that the intervention was effective sim-
ply by maintaining HRQoL levels among 
members of the treatment group.  

Limitations of the Study
As with all applied research, some 

limitations of this study may have af-
fected the outcomes, findings, and in-
terpretation of the results. These limita-
tions include the numbers of participants 
in the treatment versus control groups, 
the length of the intervention, and par-
ticipant interrupts. The first limitation 
resulted from logistical issues leading 
to an imbalance between the treatment 
and control groups. Teachers who were 
involved as part of the treatment group 
put in extra time and effort to ensure 
that consent forms were returned to the 
researcher, while the teachers who were 
involved in the control group did not take 
such precautions. This led to fewer indi-
viduals participating in the control group 
than the treatment group. Unfortunately, 
due to time constraints, the program pro-
ceeded, with an unbalanced design. 

Another concern is the 40-minute 
duration of the weekly sessions. Each 
week, the teachers allowed 40 minutes per 
session for an eight-week period of time. 
While the program was able to commu-
nicate the Utah State Core Curriculum 
Standard and its associated objectives 
during the eight-week program, there 
was a weekly time constraint trying to 
engage students in an effective RT inter-
vention within the 40-minute timeframe. 
Classroom management techniques, 
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transitions, and engaging in the learning 
process were more time intensive than 
originally anticipated. In the future, this 
limitation could be resolved by allocating 
60 minutes per session in order to more 
effectively implement the goals and ob-
jectives of each session with the students. 

A final concern would be the partici-
pant interrupts. Interrupts of a partici-
pant’s planned behaviors are those things 
that limited participation in the program. 
For this study, these were absences due to 
illness, behavioral consequences, or other 
programing within the school such as 
speech therapy. Many interruptions oc-
curred throughout the study with various 
participants. Each week was designed to 
build on the information that was taught 
the previous week, which required the stu-
dent to receive the information from the 
last session from a brief overview given at 
the beginning of the weekly session. The 
data for those students who were absent 
on a regular basis (five or more sessions) 
for programming within the school were 
removed from final analysis, as it was de-
termined that the students were not able 
to gather enough information to imple-
ment skills introduced in curriculum. 
Although some participant interrupts 
are beyond the control of the researcher, 
one way to resolve this issue would be to 
discuss options with the administrative 
faculty and curriculum director of the 
school in order to find a time that would 
best fit with the programming that is al-
ready established within the school. This 
may increase the number of students who 
could participate weekly in the program. 

Implications for Future Research
This study examined the effects that 

an RT intervention has on the HRQoL of 
students in a fourth grade class. The re-
sults provided an interesting basis for fu-
ture research that can delve more deeply 

into the issues of HRQoL. To begin, the 
limitations mentioned could all be im-
proved upon to strengthen future studies.  
It would be beneficial for future research 
to include larger sample sizes. This would 
provide research with a more adequate 
understanding of the effectiveness of the 
program on increasing HRQoL. More-
over, the limitations also addressed the 
imbalance of treatment versus control 
group. In the future it is necessary to 
ensure that these are evenly paired, as 
this will increase measurement accuracy 
when analyzing the results.  

Further, the current study was im-
plemented in a public charter school in 
an affluent suburb of Salt Lake City, Utah. 
While the students at this school were 
able to fully engage and participate in this 
program, it would be useful for future re-
search to investigate the impacts that this 
study has with more diverse populations. 
Further, the present study addressed early 
and middle childhood as a whole, how-
ever the differences in development be-
tween boys and girls suggest that there are 
implications for programming that ca-
tered to their specific development (Rose 
& Rudolph, 2006). It would be valuable 
for future research to investigate the ef-
fectiveness of gender specific programs. 

Implications for Practice
In addition to the implications for 

future research, the results also yielded 
important implications for professional 
practice within RT. Specifically, it ad-
dresses implications for RT professionals 
to implement prevention-focused, men-
tal health interventions within a school 
based setting. Current RT practice fo-
cuses primarily on the rehabilitation and 
care of individuals with illness or disabil-
ity. However, the current trends of health 
care have moved from a “fix it” approach 
to a preventative approach (Eccles, 1999). 
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The present study provides practitioners 
with a framework for utilizing RT in the 
promotion of health and the focus on 
preventative measures in mental health. 
Health care is moving into this preven-
tion movement and it is important for the 
RT profession to establish itself within 
this spectrum of practice amongst other 
health care professions (Halfon, 2009). 
This movement to prevention focused 
treatment aligns with the implementation 
of strengths based practice as it will assist 
individuals in reaching their goals and as-
pirations related to their well-being and 
quality of life (Anderson & Heyne, 2012). 

Another implication that arises with 
this study for practice is the opportunity 
that exists for implementing RT interven-
tions within a school-based setting. It is 
not a foreign concept to find a RT prac-
ticing within the school system, but it is 
rare, and it is limited. It is important to 
understand from a practical approach 
that implementing research within a 
school-based setting is within the scope 
of practice of a RT. Practicing within a 
school-based setting would provide the 
RT profession with the opportunity to ex-
pand its reach and provide services on a 
larger scale. 

Most RT professionals who work 
within a school system, work in small-
er groups, rather than the inclusion of 
the class as a whole. The present study 
worked from an inclusion approach and 
aimed to teach healthy life skills for stu-

dents to use throughout their lives. This 
allowed for a larger cooperative approach 
supporting the program to work from a 
strengths-based approach, rather than 
trying to teach skills as a means to fix a 
deficit. Students were able to learn and 
implement healthy life skills with their 
peers and practice these skills through-
out the week. This opportunity provided 
a support system for the students as well 
as a safe environment to share and learn 
together. 

Conclusion
Although the present study only 

supported the second hypothesis of the 
study, there are implications for the RT 
profession. The present study provides 
evidence that RT interventions adminis-
tered in a school-based setting aimed to 
address HRQoL, can prevent a decline of 
HRQoL in early and middle childhood. 
It also provides a framework for future 
research to be administered in order to 
increase the validity of the impact of ad-
dressing mental health concerns in early 
and middle childhood. These implica-
tions suggest that RT interventions are 
likely to impact HRQoL and well-being 
within a school-based setting. Therefore, 
when RT is delivered through the LWM, 
participants who engage in the interven-
tions are likely to achieve a state of well-
being or “successful, satisfying, and pro-
ductive engagement with one’s life and 
the realization of one’s full potential” (as 
cited by Carruthers & Hood, 2007, p. 18). 
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