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Abstract

Although research continues to suggest that recreation-
al therapy benefits elderly residents in long-term care 
(Buettner & Fitzsimmons, 2011; Fitzsimmons, Sardina, 
& Buettner, 2014; Kolanowski, Fick, Frazer, & Penrod, 
2010; Seitz et al., 2012), administrators often remain un-
familiar with the profession and the abilities of the Certi-
fied Therapeutic Recreation Specialist (CTRS) (Bedini & 
White, 2018; Harkins & Bedini, 2013). Through the use of 
semi-structured interviews, this qualitative study sought 
New England administrators’ perceptions of recreational 
therapy in the long-term care (LTC) industry. Thematic 
analysis of the data indicated three overarching themes: 
financial support, facility culture, and knowledge of rec-
reational therapy. These three themes are suggested to 
influence administrators’ decisions to utilize recreational 
therapy (RT) in their facilities. Recommendations for the 
profession include administrator education on the ben-
efits of recreational therapy; continuing with evidence-
based research to advocate for the Centers for Medicare 
and Medicaid Services (CMS) coverage; and creating a 
facility culture through family, resident, and staff educa-
tion where RT is considered a necessity in LTC.   
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Imagine the following scenario: A recreational therapist is speaking with a nursing 
home administrator who oversees both a LTC facility and an adult day health center. 
The administrator has only three weeks to find a replacement for their director of Adult 
Day Health. The recreational therapist, a CTRS with many years of leadership experi-
ence in LTC, offers assistance until a suitable replacement was found. The administra-
tor looks genuinely perplexed and asks, “What can you do?” 

This situation is hardly surprising, especially to recreational therapists (RTs) who 
have committed to a career in health care. Although a large number of RTs work in 
LTC, many leadership staff, including administrators, lack knowledge of the profes-
sion (Bedini & White, 2018; Harkins & Bedini, 2013), as the scenario above describes. 
CMS often considers nurses, social workers, and physical and occupational therapists 
as part of the front line in aging, while RTs remain in the background (Buettner, 2010). 
Twenty-five percent of active certified RTs currently work in LTC (NCTRC, 2017), and 
while a considerable amount of research supports the benefits of RT for the elderly 
population, only one study (Harkins & Bedini, 2013) has addressed administrators and 
their understanding of the profession. 

Research suggests that public knowledge and understanding of a profession could 
create growth and opportunity within that profession (Bedini & White, 2018). Admin-
istrators shape and influence their facility’s culture, and by understanding administra-
tors’ perceptions of RT it is possible to increase the recognition and offerings of these 
services that have a history of being sorely overlooked in LTC (Buettner, 2001; Harkins 
& Bedini, 2013).

Review of Literature
Nursing home administrators are instrumental in the hiring of appropriate staff 

to provide the highest quality of care and therapy for the residents in LTC. Yet, only a 
small number of nursing homes provide RT services even though evidence supports 
the use of RT interventions for improving outcomes of older adults in health care set-
tings (Buettner, 2000; Buettner, 2001; Buettner & Fitzsimmons, 2011; Chen & Chip-
pendale, 2018). The failure to offer RT services results in the underutilization of com-
petent professionals trained to assist LTC residents in meeting clinical goals to improve 
their quality of life (Buettner, 2001).

History of Long-Term Care and Recreational Therapy
The advancement of RT, also known as therapeutic recreation, has grown parallel 

to the development of LTC. In 1935, the Social Security Act was enacted, providing 
states with federal money to administer financial assistance to seniors (Kaffenberger, 
2000). As a result, the private nursing home industry was born. Following the medical 
model of care, which was popular at the time, nursing homes were managed much like 
hospitals (Kaffenberger, 2000). In the 1940s, following World War II, hospital recre-
ation became a profession in the military and Veterans Affairs (VA) hospitals (Aus-
tin, 2004), and by 1959, the Commission for the Advancement of Hospital Recreation 
(CAHR) had credentialed 68 hospital recreation personnel (“About NCTRC,” 2017). 

Keywords

Administrators, advocacy, culture change, education, leadership, long-term care, 
recreational therapy  
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In 1978, as a direct result of poor quality of care, the Ombudsman program was 
developed to give residents a voice and hold nursing homes accountable for their lack 
of quality services (Kafferberger, 2000). These public advocates were charged with rep-
resenting the interests of the residents in an effort to address complaints and promote 
the unique needs of each individual. The modern nursing home has evolved from con-
tinuous changes in federal legislation such as the passage of Medicare and Medicaid 
in 1965 and the Omnibus Budget Reconciliation Act of 1987 (OBRA), which was de-
veloped with the intention of promoting resident rights and health outcomes (White-
Chu, Graves, Godfrey, Bonner, & Sloane, 2009). Determined to create an emphasis on 
person-centered care and quality of life, practitioners across the country convened and 
formed the Pioneer Network in 1997. This movement, known as culture change, con-
tinues to strive to create a culture of aging that is life affirming, human, and meaningful 
(Lepore, Miller, Tyler, Lima, & Shield, 2014; White-Chu et al., 2009). 

The culture change movement has influenced improvements in care, resident qual-
ity of life (Lepore et al., 2014; White-Chu et al., 2009), and practice recommendations 
recently put in place by CMS (Turner, 2016). The Alzheimer’s Association Dementia 
Care Practice Recommendations endorsed goals of quality dementia care including the 
use of supportive and therapeutic environments and person-centered care (Fazio, Pace, 
Maslow, Zimmerman, & Kallmyer, 2018; Lepore et al., 2014). 

RT and the culture change movement both embrace the utilization of recreation to 
address the various needs of older adults as a means to improve health, recovery, and 
well-being. Since CMS seeks goals that are measurable and focused on person-centered 
outcomes (Turner, 2016), RTs are uniquely positioned to provide required assessments, 
care planning, and adapted activities to meet regulatory requirements (De Vries, 2014). 
It is only fitting that RT be a staple service offered to residents living in LTC. 

Utilization of Recreational Therapy in Long Term Care
Years of evidence-based research have suggested that RT significantly benefits old-

er adults living in LTC facilities (Buettner & Fitzsimmons, 2011; Fitzsimmons, Sardina, 
& Buettner, 2014; Kolanowski, Fick, Frazer, & Penrod, 2010; Seitz et al., 2012) and in 
turn the development of practice guidelines for recreational therapy in the care of peo-
ple with dementia (Buettner & Kolanowski, 2003; Fazio, Pace, Maslow, Zimmerman, 
& Kallmyer, 2018). The Dementia Practice Guidelines (DPG) emphasize the use of 
evidence-based practice in the treatment of individuals with dementia (Fitzsimmons 
et al., 2014) and are currently the only practice guidelines specifically developed for 
the field of RT. As suggested by these guidelines, RT can also provide successful non-
pharmacological interventions as a substitute for the prescription of multiple drugs 
(Kolanowski, Fick, Frazer, & Penrod, 2010). Yet, RT is rarely requested by attending 
physicians, especially in skilled nursing facilities (SNF; Buettner, 2010; Chen & Chip-
pendale, 2018). 

Although CMS recognizes a difference between activities and RT, the RT profes-
sion is omitted in key regulatory provisions which has profoundly affected the field 
in LTC and is further complicated by the lack of statutory language allowing for the 
inclusion of RT services (De Vries, 2014; Skalko, 2012). Despite recent professional 
gains, such as progress toward state licensure, the field of RT continues to struggle to 
gain proper recognition and respect within the public and healthcare communities 
(Bedini & White, 2018; Harkins & Bedini, 2013). The role of RT is often confused by 
administrators with other health care professions such as occupational therapists, ac-
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tivity professionals, and physical therapists who sometimes offer interventions with 
recreational elements (Bedini & White, 2018; Harkins & Bedini, 2013). 

This situation is particularly concerning because activity professionals’ training 
requires only 180 hours of classroom time plus 180 hours of practicum working with 
older adults compared to CTRS requirements that include a bachelor’s degree with 
a RT concentration, at least five courses in RT, additional supportive coursework re-
quirements, a 560-hour internship, and successful completion of the CTRS certifica-
tion exam (NCTRC, 2018). Despite the variance in training requirements, activity pro-
fessionals are often hired to provide recreational services in situations where a CTRS 
is warranted (Harkins & Bedini, 2013). A study conducted by Legg, Nazarchuk, and 
Adelman (2010) discovered that nearly 27% of administrators of SNFs in their Penn-
sylvania sample chose to not employ a RT, and also failed to meet the CMS Federal 
Regulation that the recreation program be directed by a qualified professional. These 
requirements state that the position could be filled either by an activity professional or 
“a qualified therapeutic recreation specialist” (p. 9).

Perceptions of Recreational Therapy
Harkins and Bedini (2013), the first and only researchers to study administrators’ 

perceptions of RT to date, found that administrators in North Carolina, a state with 
RT licensure, were unfamiliar with the field of RT. They developed and administered a 
42-question survey instrument that collected data from 1,446 inpatient facilities. The 
results indicated that RT was identified as the least familiar and least utilized treatment, 
and much of their understanding about RT was based on misconceptions. When asked 
about future hiring, the top choice for administrators of for-profit facilities was activity 
professionals. Also, RTs’ occupational prestige appeared poor due to study participants’ 
unawareness of RT training and education requirements as well as the lack of physician 
referrals for RT services (Harkins & Bedini, 2013). 

Even though administrators’ understanding of RT was poor in the aforementioned 
study, it seems other professions do not share these same perceptions. Studies have 
found that occupational therapists, physical therapists, and RTs communicated an un-
derstanding and appreciation of each other’s roles and interprofessional collaboration 
(De Vries, 2016). Nursing aides held generally positive attitudes and described positive 
behaviors toward therapeutic recreation (Sullivan & Sharpe, 2006). 

The significant lack of literature on administrators’ perceptions of RT, along with 
the results found by Harkins and Bedini (2013), further exposes the need to under-
stand why these perceptions exist and how to correctly and effectively share knowledge 
of the profession among leaders in LTC. Therefore, the purpose of this study was to 
explore why nursing home administrators hold certain perceptions of RT in LTC. 

Design and Methods

Study Design
This study, offered as a complimentary piece to Harkins and Bedini’s quantitative 

study (2013), utilized an exploratory qualitative research method designed to provide 
detailed understanding (Creswell & Poth, 2018) and gain knowledge of administra-
tors’ perceptions of the RT profession in LTC. While the previous study on this topic 
utilized quantitative measures (Harkins & Bedini, 2013) that informed researchers as 
to what administrators know about RT, the use of a qualitative approach enabled re-
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searchers to explore why participants held certain perceptions and understanding of 
RT in LTC (Creswell & Poth, 2018). The study was approved by a research ethics review 
board at a Southeastern University. 

Participants
A convenience sample of nonprofit, for-profit, and government-owned LTC ad-

ministrators was recruited in the New England area between November 2017 and 
March 2018. The participant search utilized email, social media (i.e., Facebook, Linke-
dIn), a LTC administrator association, and professional connections made by the re-
searcher with RTs and administrators in LTC. Several New England states and facil-
ity sizes were represented in this study in an effort to obtain enough participants to 
achieve saturation of data. Each participant was required to be a current administrator, 
licensed in their state of practice, and provide verbal consent to participate in the study. 

All facilities represented in this study receive a base payment rate through CMS. 
These rates vary widely and are updated each year to reflect changes over time in the 
prices of goods and services (Department of Health and Human Services, 2015). Re-
gardless of the fact these payment rates vary by regions and states, all facilities depend 
on these coverage rates; in terms of percentage, Medicare/Medicaid is by far the largest 
payer in the LTC industry (Department of Health and Human Services, 2015). 

Data Collection
Data collection procedures included semi-structured individual interviews with 

open-ended and closed-ended questions. The primary researcher collaborated closely 
with a qualitative research expert familiar with the LTC industry to develop the fol-
lowing questions: What do you feel is essential to ensuring the greatest quality of life 
for your residents? In what ways do you think recreation impacts residents? In your 
opinion, how can recreation be used as a therapy? Are you aware of the CTRS creden-
tial? What are your thoughts on requiring this credential for your recreation staff? In 
your opinion, is there a difference between an activity professional and a recreational 
therapist? Do you currently employ an activity director or recreational therapist at your 
facility? What influences your hiring decisions when it comes to therapy opportunities 
for residents? 

All but two interviews (one due to participant preference and the second to dam-
aged audio) were audio recorded and transcribed for analysis, while detailed field notes 
were also recorded. Due to her many years of experience working in LTC as a recre-
ational therapist, the primary researcher practiced reflexivity in the form of bracketing 
during the data collection phase of the study to ensure transparency and impartiality 
(Creswell & Poth, 2018). Bracketing is a method used to mitigate the effect of unac-
knowledged preconceptions related to the research that could burden the rigor of the 
project (Tufford & Newman, 2010). The primary researcher recorded observational 
comments throughout data collection. This allowed the researcher to explore feelings 
about the research and reflect and engage more extensively with the raw data (Tufford 
& Newman, 2010). Each participant provided verbal consent. Interviews were con-
ducted either over the phone or in person, whichever was preferred by the participant. 

Data Analysis
Interviews were recorded verbatim, transcribed, deidentified to ensure confiden-

tiality, and entered into the NVivo qualitative software system to assist with qualitative 
analysis. For two unrecorded interviews, field notes were transcribed and entered into 
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NVivo. Thematic analysis was ongoing and manual precoding took place as data were 
collected during interview transcriptions and field note write ups (Saldaña, 2016). The 
primary researcher utilized a holistic coding approach as all data were examined as a 
whole prior to refinement (Saldaña, 2016). An initial coding framework was then cre-
ated, which focused on the precoded raw data. This initial coding was discussed among 
the primary and secondary researchers and refined into preliminary codes (Saldaña, 
2016). The final subthemes, created by the primary researcher and agreed upon by 
fellow researchers, captured commonalities of participants’ perceptions of RT in LTC. 
These subthemes were then coded into three main themes: knowledge of recreational 
therapy, financial support, and facility culture.

Results
Seven male and seven female nursing home administrators participated in the 

study. Their experience in LTC varied from one to 28 years of service. Size of nursing 
home facilities managed ranged from 26 to 250 skilled nursing beds. The convenience 
sample of 14 participants included individuals from Massachusetts (9), New Hamp-
shire (3), Rhode Island (1), and Vermont (1) who possessed a current nursing home 
license in their state of practice and who were currently employed as a nursing home 
administrator. Four participants managed nonprofit facilities, one of which employed 
a CTRS; seven participants managed for-profit facilities, none of which employed a 
CTRS; and three participants managed government-owned facilities, two of which em-
ployed a CTRS. Four administrators were unfamiliar with the profession of RT. Demo-
graphic information of participants and facilities is provided in Table 1.

Table 1
Demographic Information

Participant/   Gender     # of Beds     State     Financial     # of Years as      Familiar       Employment
Facility                           Status       Administrator     with RT?        of CTRS?

       
 A Male 132 MA nonprofit 21 Yes Yes
 B Male 200 MA nonprofit 14 No No
 C** Male   26 MA nonprofit 28 No No
 D Female   53 MA for-profit   9 No No
 E Male 132 MA for-profit 31 No No
 F Male 110 MA for-profit 24 No No
 G Female 150 MA for-profit 24 No No
 H** Female 110 RI for-profit   9 No No
 I Male 106 NH* for-profit 22 Yes No
 J** Female 154 MA for-profit   5 No No
 K Female 250 NH* government
     -owned   5 Yes Yes
 L** Female 141 MA nonprofit 10 No No
 M Male 290 NH* government
     -owned   3 Yes No
 N Female 130 VT government
     -owned 13 Yes Yes

*State with RT Licensure, ** Required RT education
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Interviews were between 20 to 45 minutes in length. For administrators who were 
unfamiliar with RT, a definition of the scope of practice of RT (NCTRC, 2004) was 
provided by the primary researcher as a means to give them enough knowledge about 
RT practice to understand the context of the study’s purpose. 

Thematic analysis of the data suggested three primary themes: knowledge of rec-
reational therapy, financial support, and facility culture. These themes, and their sub-
themes, identify factors that influence administrators’ perceptions of, and decisions to 
utilize, RT in their facilities. 

Knowledge of Recreational Therapy
The theme knowledge of recreational therapy highlights participant insight of the 

profession through the subthemes recreation as therapy and CTRS certification. Sev-
eral participants described desired resident outcomes that could be defined as the use 
of recreation as therapy (e.g., quality of life, life purpose). Only five of the 14 partici-
pants were familiar with the CTRS credential prior to their participation in this study. 
All participants from New Hampshire, a state with RT licensure, were familiar with the 
profession of RT (See Table 1 for demographics). Four participants were completely 
unaware of the specific certification their activity director held. When asked which cer-
tification their recreation professional held, interviewee C stated, “I don’t know. She’s 
obviously been here in this place for a lot of years. My guess is um… so what is the dif-
ference?” Some participants were unaware of RT training and education, while others 
were completely unaware that the profession of RT existed. 

Those who employed a CTRS in their facility, or had worked with a CTRS in the 
past, expressed a preference for RTs over activity professionals.

Interviewee A: The person that I have now is definitely the right person. And 
the education and experience that she has because of the CTRS that she holds 
has allowed her to do things in our building that no other activity director 
has.

Those who were completely unaware of the certification were open to learning more 
about it.

Interviewee H: I think there’s a huge advantage to having someone that’s high-
ly specifically trained, that’s their specialty. So maybe initially I didn’t really 
have any understanding of it, but the more I learn, if the programs are geared 
towards having a highly trained professional, it’s really valuable for improving 
the quality of life.
  

Those who employed recreational therapists and were educated on the profession stat-
ed they have witnessed the benefits of using RT in their facility.

Interviewee N: Recreation has a direct impact on their life, not just their emo-
tional health, but also their physical health. It’s a very integral part of what we 
do. We’re using it to address behaviors, to reduce falls, and to reduce the need 
of antipsychotics.
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Despite lack of knowledge regarding the profession of RT and the CTRS credential, 
many participants described what could easily be defined as RT when asked what is 
most important to residents’ quality of life.

Interviewee E: From a therapeutic perspective, if you tailor the recreation to 
the person in the right way you can solve a whole lot of other problems that 
might otherwise emerge. Recreation can identify (with them) in a way that 
even social work doesn’t in doing a social history. Recreation is as close as we 
get to knowing how they lived.

Administrator knowledge of RT is essential to growing our field in LTC, yet findings 
from the current study highlight a dramatic lack of knowledge in this area. 

Financial Support
A second theme, financial support, addresses how administrators feel pressured 

by financial status to make leadership decisions and this is informed by subthemes of 
budget and CMS coverage. Finances, regarding both facility budget and CMS coverage 
rates, were mentioned by all participants in the study as an area of influence during hir-
ing decisions. Several participants stated the facility budget as a primary consideration 
when making hiring decisions. Many were under the impression that RTs would be 
difficult to afford.

Interviewee G: Um, I think in an ideal world it would be fabulous. I think all 
the recreation staff would benefit from a lot more training. Unfortunately, 
either I can’t afford it or I can’t find it. It’s tough.

Although participants agreed RT would be beneficial to residents, they mentioned 
concerns over CMS support of the profession, citing strict reimbursement and regula-
tions that influence the care and services for residents. All participants stated that if 
CMS reimbursed for RT services they would hire RTs to work with their rehabilitative 
team. Those who were familiar with RT were supportive of promoting these services 
and those who employed RTs stated they were grateful that their budget allowed them 
to do so. 

Interviewee A: I don’t think it is utilized as much as it could be. The services 
that they (recreation therapists) are able to provide beyond what occupational 
therapy, physical therapy, are able to provide would be invaluable to our resi-
dents. And with all of them working together as a team, it would make life in 
our building even better than it already is. I think that improves the quality of 
life exponentially, if (those services) were reimbursable. And I’m sure it’s not 
just in my building. 

Facility Culture
The third and final theme, facility culture, reveals the desire to provide a thriving 

community for residents through subthemes of staff abilities; interprofessional collabo-
ration; and resident choice, purpose, and meaning. 
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Participants identified empowerment, education, creativity, organization, attitude, 
enthusiasm, and collaboration with staff as positive and desired staff attributes. They 
perceived these attributes as directly related to staff abilities. Participants preferred 
education and experience in their recreation professionals, but most importantly, they 
desired a recreation professional with leadership qualities who is able to connect with 
residents and thrive in a clinical environment. These attributes, or lack of, contributed 
to each facility’s culture. Facilities that employed recreational therapists made more 
positive statements about their facility and interprofessional relationships than those 
who did not. Participant E, who did not employ a recreational therapist, described 
desired skills which RTs are trained to complete. 

Interviewee E: Ability to manage the regulatory components of assessment 
and care planning (in recreation). I think there are some very creative people 
that just can’t work within structure that way. You want to see somebody who 
can really engage and also guide their staff towards a level of effectiveness that 
might not otherwise find on their own.

Participants with recreational therapists in their facilities embraced education and stat-
ed that interprofessional collaboration was key to creating a positive culture in their 
facility. All participants, with or without recreational therapists on staff, mentioned a 
desire and necessity for interprofessional collaboration.

Interviewee N: Education is important. I try to get my staff out as much as 
possible to state, national, local education where they can learn things. It’s 
learning from others in the field and being on the cutting edge.

When asked about quality of life for their residents, there was a desire for residents 
to be provided with choice, purpose, and meaning on a daily basis. Many times, this 
appeared to be connected to opportunities for recreation or RT. Participants who em-
ployed RTs recognized this as RT. Those who employed activity professionals expressed 
a desire for this from their recreation department. 

Interviewee D:  Recreation has a huge impact on the daily lives of the resi-
dents. It gives them structure, gives them meaning and purpose. It’s extremely 
important.

Interviewee M: Quality of life and a solid recreation program go hand in hand.

By creating a facility culture that embraces RT as a benchmark, administrators can 
potentially increase the quality of life for their residents and interprofessional collabo-
ration among staff, both of which were outcomes all participants desired. 

Discussion
The purpose of this study was to explore why nursing home administrators hold 

certain perceptions of RT in LTC. Researchers examined the interview responses of 14 
nursing home administrators in the New England area to gain a better understanding 



411

Administrators’ Perceptions of Recreational Therapy

of why administrators know little about the field of RT, as initially discovered by Har-
kins and Bedini (2013). Many administrators discussed and described desired practice 
components (e.g., assessment, care planning) and outcomes (e.g., quality of life, life 
purpose) associated with RT but were unaware of the profession or the CTRS cre-
dential. Three primary themes emerged from data analysis: financial support, facility 
culture, and knowledge of recreational therapy. The administrators who utilized RT 
in their care setting felt financially secure, instilled a positive facility culture, and were 
aware of the RT profession. The three factors that contributed to RT utilization among 
participants in this study are provided in Table 2. 

Table 2
Three Factors Associated with Administrator Utilization of Recreational Therapy in Long-
Term Care

Knowledge of RT           Financial Support     Facility Culture

CTRS Certification CMS Regulations Inter-professional
Recreation as Therapy Budget Collaboration 
  Staff Abilities
  Resident Choice, 
  Purpose, Meaning

The data suggests that reimbursement for RT services by CMS could promote fi-
nancial stability and knowledge of RT, as well as help create a culture that promotes the 
hiring and utilization of RT in LTC. Yet, in order to achieve reimbursement, profes-
sionals must promote the benefits of RT through education, marketing, and evidence-
based research (Bedini & White, 2018).  

Recommendations for the Profession
According to Harkins and Bedini (2013), health care leaders had little familiarity 

of RT, which led to an underutilization of services. The same result was found in this 
study. These perceptions seem to be caused by an absence of RT knowledge among 
leaders in LTC, lack of CMS reimbursement for RT services in LTC, and scarcity of RT 
representation in facility culture. 

The future of RT depends on the ability of professionals to demonstrate value in 
addressing health care outcomes (Bedini & White, 2018; Skalko, 2012). It is plausible 
to hypothesize that if nursing home administrators understand the purpose, potential, 
and feasibility of utilizing RT, they could also assist with the effort to realize coverage 
and reimbursement for RT in LTC. RTs must do a better job of advocating for their pro-
fession in LTC through participation in evidence-based research and facility in-service 
trainings. Action items could include: (a) attending and presenting at conferences rel-
evant to practice in LTC (e.g., Leading Age, Pioneer Network, Gerontological Soci-ety 
of America, American College of Health Care Administrators), (b) partnering with 
Pioneer Network to further influence culture change in LTC, (c) scheduling meetings 
with LTC administrators to educate about RT, (d) using outcome-based language when 
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talking about RT with administrators and other treatment team staff, and (e) leading 
in-service trainings about RT. Implications for future research include the study of 
the effectiveness of administrator and decision maker education to influence policy 
and promote RT as a unique outcome-based service, the effectiveness evidence-based 
research has on the journey toward CMS coverage, and the partnering of RT with the 
culture change movement. It would also benefit the profession to make readily avail-
able the DPG and the accompanying RT training. 

Nursing home administrators are in a unique position to promote RT not only 
as a treatment in LTC, but also to infuse it as part of their facility culture. For this to 
happen, administrators must first be educated about RT and understand the potential 
outcomes RT may provide for nursing home residents. There are also opportunities 
for research-based practice, coverage, and reimbursement. As one participant stated, 
after learning about recreational therapy, “There’s so many opportunities. I think what 
you’re describing would be perfect.”

Limitations
The first limitation involved the sample. A convenience sample of nursing home 

administrators was recruited from the New England area due to the primary re-
searcher’s location and connections. Although administrators from other areas may 
share the same perceptions of RT as the sample, this cannot be assumed. A second 
limitation of the study is a pre-existing professional relationship between the primary 
researcher and two participants. Considering that some participant recruitment oc-
curred through these professional connections, it is important to note that the results 
in this study could reflect potential biases. A third limitation of the study is that some 
of the participants lacked a basic knowledge of RT. Due to this, a small portion of the 
interview time was spent educating participants on the purpose of the study. This, and 
the fact that the primary researcher is a CTRS, could have influenced the responses. 
Lastly, the study methodology did not include vetting of the questions to ensure their 
intent was aligned with the study purpose. 
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