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Transitioning Back to Health:
Participants' Perspective of Project PATH
Janet Sable, Ed.D. CTRS and Jason Bocarro, Ph.D.
This qualitative research study was conducted to gain an understanding of the experiences of 12
individuals (9 men and 3 women) who recently transitioned to their home communities after a
spinal cord injury (SCI). Participants shared their perspective on the meaning a recreation-based
community health promotion program (PATH) had in their lives. The researchers employed a
qualitative framework of in-depth interviews and case study notes. Data were analyzed through
a three-stage process proposed by Taylor and Bogdan (1984). Participants described PATH as
containing certain unique features. These were categorized under the following salient themes:
(a) uniquely addressing environmental barriers; (b) providing social and emotional support; (c)
providing individualized and holistic health promotion; (d) providing education about and access
to adaptive equipment and programs. This article includes a discussion of the salient issues that
emerged from the study, and the implications for research and practice.
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The U.S. public health agenda has historically targeted the prevention of disease and
disabling conditions. Although these are crucial issues, they do not fully address the health
issues and related problems that people with
disabling conditions face and the need to improve their health and prevent secondary conditions (Graitcer & Maynard, 1990; Lollar &
Crews, 2003). The current national health
agenda has acknowledged this under-emphasis. For example, Healthy People 2010 (U.S.
Department of Health and Human Services
[USDHHS], 2000) presents a nationwide
health promotion and disease prevention
agenda that recognizes the importance of promoting healthy behaviors for individuals with
disabilities. With the inclusion of Chapter 6:
Disability and Secondary Conditions in
HP2010, the national health agenda is now
poised to address secondary conditions of disability as a public health concern.
For individuals who have experienced a
recent spinal cord injury (SCI), this focus on
health promotion and the reduction of secondary conditions is critical. With managed care
reducing patients' length of stay and restricting the services provided during inpatient rehabilitation (DeVivo, Whiteneck, & Charles,
1995), patients return to their communities
less prepared for the transition home. Current
trends also indicate that managed care programs may further restrict access to outpatient
rehabilitation services resulting in more reductions of resources that are needed for promoting and maintaining health (Seekins et al.,
1999). As insurers focus on both reducing
length of stay in acute care rehabilitation settings and outpatient rehabilitation services,
there are few provisions for health promotion
and wellness services for people with disabilities living in the community that can counterbalance this trend (Seekins et al.).
In recognition of the complicated issues
that face people and their families in the initial
year after SCI, a health promotion and wellness program entitled PATH (Promoting Access, Transition and Health) was developed to
address the prevention of secondary conditions
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and the promotion of healthy behaviors
through recreation involvement and active
community living (Sable, Craig, & Lee, 2000;
Sable & Gravink, 1999, 2002). Secondary
conditions resulting from SCI, such as pressure sores, respiratory and urinary tract infections, chronic pain, depression, anxiety, and
alcohol and substance abuse, threaten the ability of persons with SCI to function independently and to fully participate in their communities after hospitalization. In addition to these
physiological and psychological functions, an
individual's health is also impacted by environmental factors (e.g., physical access, transportation, health care and social systems) that
inhibit participation in social endeavors (e.g.,
work, leisure, and community life).
To ascertain the effectiveness of PATH, a
three-year research study funded by the National Institute on Disability and Rehabilitation Research (NIDDR) was undertaken. The
quantitative study focused on the outcomes of
a community therapeutic recreation health promotion program designed to promote life satisfaction, adjustment to injury, and healthy
lifestyle behaviors. The qualitative component
of the study, which is reported in this article,
was designed to enhance and extend the quantitative findings by understanding, from the
participants' perspective, the contextual meaning PATH had in their lives.

Review of Literature
Theory of Planned Behavior
The theoretical framework for PATH is
based on Ajzen's (1985) theory of planned
behavior, an extension of Ajzen and Fishbein's (1980) theory of reasoned action. The
applicability of the theory of planned behavior
to leisure behavior was demonstrated in the
previous work of Ajzen and Driver (1991,
1992). The theory of planned behavior postulates that an individual's intention to perform a
behavior is based on a person's attitude and
beliefs toward the behavior and the person's
perceived behavioral control. The theory asserts that performance of a behavior is a func207

tion of salient information, or beliefs, relevant
to the behavior. The three influential factors in
a person's thinking about his/her goal-oriented
behavior and the decisions s/he makes related
to his/her actions are: (a) one's attitude toward
a behavior; (b) the social pressures or subjective norms that influence a person; and (c) the
degree of perceived behavioral control a person feels s/he has to control the outcomes of
the behavior. In applying this theoretical
framework to a health promotion intervention
such as PATH, it is important to recognize that
attitudes, perceptions and beliefs directly influence behavior. The intervention must also
include a cognitive component that asks the
individual to reflect on health-related behaviors. Attitudes, subjective norms, and perceptions are altered by experience. For example,
the experience of water-skiing, handcycling,
and kayaking followed by reflecting on that
experience can alter one's belief and attitude
about personal competency.
Ajzen's (1985) theory of planned behavior
underscores the importance of supporting and
encouraging positive health behaviors so that a
person believes he/she can perform the behavior. A participant's sense of one's own control
influences his/her intentions to engage in and
maintain healthy behaviors. PATH was designed to integrate this theoretical perspective
by emphasizing wellness education and developing new recreation and leisure skills for
participants, both critical components to
changing attitudes and beliefs related to
healthy behaviors.

PATH (Promoting Access,
Transition and Health)
PATH, first implemented in 1998 (Bocarro
& Sable, 2003; Sable et al., 2000; Sable &
Gravink, 1999, 2002), is a recreation-based
health promotion intervention designed to assist people with a recent SCI to minimize
secondary health conditions associated with
SCI by addressing three critical categories of
health promotion for persons with physical
disabilities. These include exercise, symptom
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management, and inaccessibility (Seekins,
Clay, & Ravesloot, 1994). Through three core
program components (i.e., health promotion
and wellness, leisure education, and peer mentoring), PATH focuses on empowerment and
regaining a sense of purpose and meaning in
life through active participation in recreation
and one's community. It promotes the development of health protection behaviors, uses
leisure education to enhance awareness of resources and opportunities, and builds on natural social support systems and peer advising.
PATH supports self-determination, focusing
the locus of control on individuals as they take
actions for their own well-being through wellness education, an individualized fitness program, recreation skill development with family and friends, and community accessibility
and advocacy.
PATH is designed for people who have
recently experienced a SCI and are transitioning home to their community and natural supports. The program is delivered in the person's
home community and includes family, friends
and significant others as determined by the
participant. The PATH protocol begins while
the person is still receiving in-patient rehabilitation services. The certified therapeutic recreation specialist (CTRS) meets with a participant three weeks prior to his/her discharge
date to introduce PATH, obtains leisure lifestyle information and discusses any issues or
concerns. One week prior to discharge, the
CTRS returns to the rehabilitation facility,
meets with the participant and family, and
conducts a chart review and/or meets with the
inpatient treatment team for clarification of
issues or concerns. One-to-one interventions
begin in the participant's home one to two
months post-discharge. For the next 12 months
the participant is involved in wellness education (e.g., nutrition, stress management,
weight management, fatigue, smoking, pain
management, skin breakdown), an individualized fitness program, individual/family recreation skill development, practical functional
skill development, community reintegration,
resource file and network development, and
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peer mentoring. Participants learn to (a) monitor their specific health issues related to SCIs,
(b) use adaptive equipment, (c) explore personal modifications that enhance their recreation and community involvement, and (d)
initiate and maintain a fitness program either
in their home or local community.
Because PATH recognizes the importance
of social supports for successful outcomes,
family members, significant others, and peer
mentors are used in the intervention process.
The intent of PATH is to engage participants
more fully in the life of their community, to
experience greater life quality, and to become
aware of and make choices that lead to a
healthy lifestyle, thereby decreasing their
healthcare utilization due to a decrease in occurrence and/or severity of secondary conditions following discharge.

National Health Agenda: Healthy
People 2010
The current national public health agenda
that focuses on health promotion and the prevention of secondary conditions for people
with disabilities, targets increased participation in society and aims to improve the health
of all Americans. Healthy People 2010
(USDHHS, 2000) communicates the pressing
concern for, and investment in, promoting
healthy behaviors for persons with disabilities
that can directly reduce the occurrence of secondary conditions. Healthy People 2010's
Chapter 6: Disability and Secondary Conditions, includes specific objectives for promoting health and preventing secondary conditions among people with disabilities. These
include: (a) reducing the proportion of children, adolescents and adults with disabilities
who report feelings such as sadness, unhappiness, or depression that prevent them from
being active; (b) increasing the proportion of
adults with disabilities who participate in social activities; (c) increasing the proportion of
adults with disabilities reporting sufficient
emotional support; (d) increasing the proportion of adults with disabilities reporting satisSecond Quarter 2004

faction with life; (e) increasing the proportion
of health and wellness, and treatment programs and facilities that provide full access for
people with disabilities; and (f) reducing the
proportion of people with disabilities reporting
environmental barriers to participation in
home, school, work, or community activities
(USDHHS).
These objectives provide exciting and fertile grounds for therapeutic recreation practice
within the community. Therapeutic Recreation
(TR) interventions that increase people's ability to participate fully in society as well as
enhance their physical and emotional health
are directly in line with the national health
agenda. For example, TR programs that support children and adults with disabilities' adjustment to living well within the community,
or increase their participation in social and
physical activity, provide opportunities for TR
to advance Healthy People 2010's objectives
and demonstrate the contribution of the profession to the national health promotion
agenda. As Dr. Donald Lollar, Psychologist
and Senior Research Scientist, Center for Disease Control and Prevention, indicated in his
2003 ATRA Keynote Address, it is incumbent
on recreation therapists to engage in efforts
that demonstrate how they can contribute to
the health and well being of individuals with
disabilities and improve their quality of life.
He urged that recreation therapists demonstrate their effectiveness in preventing secondary conditions, and provide evidence-based
practice that demonstrates the outcome of enhanced participation in society (Lollar, 2003).
Healthy People 2010 (USDHHS, 2000)
provides not only a public health agenda that is
inclusive of people with disability, it also acknowledges the gaps and disparities that exist
between people with disabilities and people
without disabilities (Centers for Disease Control and Prevention [CDC], September 2001).
Based on national public health data, the CDC
reports higher rates of chronic conditions,
lower rates of social participation, lower rates
of recommended health behaviors and less
health insurance coverage among people with
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disabilities as compared to people without disabilities. When one looks at the specific health
objectives identified in Healthy People 2010,
the discrepancies can be seen in actual percentages (CDC). Twenty-eight percent (28%)
of adults with disabilities report sad feelings
that interfere with activities while only 7% of
people without disability report similar feelings. Comparing their self-report on satisfaction with life, 96% of people without a disability report life satisfaction while only 87%
of adults with disabilities report satisfaction
with life. Particularly disconcerting are the
data showing that 56% of adults with disability
(ages 18 + ) engage in no leisure-time physical
activity while only 36% of adults without a
disability report no involvement in leisure time
physical activity. Health gaps and disparities
related to vigorous activity, strength and flexibility are also evident in the Healthy People
2010 data (USDHHS).

Health Promotion to Reduce
Secondary Conditions
In addition to health factors that highlight
health discrepancies among those with disability and without disability, secondary conditions that often accompany disability also play
a critical role in the health of people with
disabilities. Research shows that people with
disabilities experience an average of 12 to 14
secondary conditions per year (Coyle, Santiago, Shank, Ma, & Boyd, 2000; Seekins et
al., 1994). These secondary conditions represent a range of complications. Some are physiological such as pressure sores, physical deconditioning, pain, weight gain and urinary
tract infections; others are psychosocial such
as depression, stress, and family strain; and
others are environmental issues such as housing, transportation, physical access and social
isolation. Seekins et al. suggest that health
promotion and health protection programs address these issues by incorporating three components: (a) exercise or fitness components
that address physical conditioning, fatigue and
weight control; (b) behavioral management
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strategies that address chronic pain, sleep disturbances, depression and fatigue; and (c) an
access component that deals with restrictions
and barriers which impact independence, social activity and health. Their assertion that
"improving general community access for
these respondents might prevent many of the
problems with other secondary conditions"
(Seekins et al., p. 50) speaks directly to the
need for resource awareness and advocacy in
the design of community-based health promotion programs for individuals with SCI.

Need for Qualitative Methodology
In researching the effectiveness of health
promotion interventions, it is critical to understand the context of the experience as well as
to discern any quantitative outcome evidence.
There is a renewed recognition of the value
and importance of narrative life stories to understand the social context of disability (Keito,
2002). O'Day and Killeen (2002) note that
much of this has to do with a new disability
paradigm that has emerged. This paradigm
suggests that disability is not simply a description of an individual who has limited functioning. It suggests that disability is also a product
of the interaction an individual has within
his/her community. This new paradigm has
resulted in different types of questions being
asked as researchers attempt to unravel the
complexities that exist in examining the nature
of disability in a societal context.
O'Day and Killeen (2002) also note that
the emergence of qualitative research in examining disability issues can be traced to a recent
sociopolitical paradigm that emerged out of
the civil rights movement. From that movement, disability rights advocates began to focus their efforts on changing the attitudes of a
society that had created an inaccessible physical environment. As O'Day and Killeen
pointed out, "whereas traditional rehabilitation
and programs based on the medical model
focus on changing the individual, these new
rights-based approaches concentrate upon
changing society" (p. 11).
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Other prominent researchers operating in
health care settings (e.g., Miller & Crabtree,
2000) argue that a qualitative framework helps
answer critical issues relating to health care
practice. These include questions relating to
what is going on with our bodies, what is
happening with our lives, who has power, and
what are the complex inter-relationships
among our bodies, lives and power.
This new perspective of disability has impacted both the type of research questions
asked and how data are analyzed. A qualitative
framework keeps the focus on the reality of the
experience for the individual, helping researchers to understand participants' perceptions so that action strategies can be developed
from a more client-centered basis (O'Day &
Killeen, 2002).

Methods
This research study employed qualitative
methods to explore the meaning that Project
PATH had in the lives of participants. Two
primary research questions guided the researchers' efforts to gain an understanding of
the PATH experience from the participants'
perspective. These research questions were:
(a) what meaning did participants attach to the
PATH program; and (b) how did PATH benefit participants.

Participants
At the time this study was initiated, there
were 19 PATH participants. However, seven
(7) of these 19 were not involved either because they left the geographic area (n = 3) or
they had incomplete injuries and regained almost all of their initial functioning (n = 4).
The remaining 12 participants (9 males, 3
females), representing the total PATH population, were asked to participate in this qualitative study. Since this study was part of a
comprehensive research study of PATH, the
participants had given their informed consent
to be included in the study.
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Data Collection
The primary method of data collection in
this study involved semi-structured interviews.
The development of the interview guide consisted of a multi-step process. First, the researchers created an initial question format
with the Director of PATH and two former
interns who had experience working with this
population and who would be conducting the
interviews. The second step involved meeting
with a "panel of experts" which consisted of
individuals with SCI and PATH staff to get
feedback on the questions. The interview
questions were revised based on this feedback.
The third step involved a series of practice
interviews with other individuals with SCI to
pilot test the interview guide, gain further
feedback on the questions, and to enhance the
interviewing skills of the interviewers. These
practice interviews were then transcribed and
analyzed, and the interview guide was modified further. The final interview guide is presented in Table 1. It contains questions that
examined issues participants faced since their
injury, their reasons for their involvement with
PATH, and their feelings about this involvement.
All the interviews were conducted in participants' homes and generally lasted between
one and three hours. To supplement these
interviews, the research team also recorded
fieldnotes based upon interviewers' interactions with participants as well as PATH therapists' case notes taken as part of the larger
PATH study. These fieldnotes contained references from informal conversations with
PATH participants or provided useful data
from observations about participants' living
situations which provided additional context.
All of the interviews were tape-recorded and
transcribed verbatim. Each member of the research team then independently reviewed the
interviews.

Data Analysis
To address the reliability and trustworthiness of the data, investigator triangulation pro211

Table 1.
Semi-Structured Interview Guide
1. Tell me a little about your background
and about yourself.
2. If you could give advice to a person
with a recent SCI, what would it be?
If someone with a recent SCI came to
you, what would you want to share with
them?
3. Describe your adjustment from hospital
to home.
What did you feel that you needed?
4. How did you handle these issues/needs?
5. Describe the relationships in your life
since your injury.
What impact has your injury had on
family and friends?
6. Tell me about the opportunities you may
or may not have had to meet someone
with a similar disability.
7. Describe some of your participation in
any recreational events with other people
who have disabilities.
8. Have you managed to connect with
anyone with an SCI?
a. Describe how that relationship
developed
b. What was important to you about
that relationship?
9. Describe and talk about your
involvement in PATH.
a. Why did you get involved in
PATH?
b. What were some of the strengths?
c. Where did it not address your
needs?
10. When do you think the best time for an
intervention like PATH would be?
11. Describe your relationship with your
PATH specialist
12. If you were hiring a therapist for Project
PATH, describe some of the qualities
you consider most important?
13. Where do you see yourself in five
years?
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cedures were used (Denzin, 1978). These procedures involved separately analyzing and
thematically coding interviews and fieldnotes
by several different researchers. This allows
researchers to utilize multiple sources, perspectives, and methods to corroborate results.
Furthermore, semi-structured interviews were
analyzed alongside fieldnotes taken by the researchers and case notes taken by PATH staff.
The data analysis procedure followed the
three stages of analysis suggested by Taylor
and Bogdan (1984): (a) identifying concepts
and developing themes, (b) coding data and
refinement of the subject matter, and (c) understanding data in the context in which it was
collected. The data were categorized through a
two-stage coding phase (see Charvez, 2000).
The initial or open coding phase allows investigators to identify potential themes (Ryan &
Bernard, 2000; Strauss & Corbin, 1990). This
phase of coding allows researchers to "remain
attuned to our subject's views of their realities
rather than assume we share the same views
and worlds" (Charvez, p. 515). The second
stage of coding involved a selective or focused
coding phase where initial codes that appeared
frequently were categorized more precisely.
Themes and categories that emerged
throughout this study were generally congruent with Patton's (1990) assertion that categories should (a) reflect the overall aims of the
study; (b) have integratability (i.e., present the
entire picture); (c) be exhaustive (i.e., accommodate existing data and information); and (d)
be mutually exclusive (i.e., separate data so
that it fits within one category).

Findings
The findings of this study represent the
perspectives of 12 adults (9 males and 3 females) who acquired a SCI within the previous
three years and their experience with PATH, a
community-based therapeutic recreation health
promotion program. Participants in this study
are similar to those in other studies of adults
with SCI (e.g., Kleiber, Brock, Lee, Dattilo, &
Caldwell, 1995; Trieschmann, 1988). The proTherapeutic Recreation Journal

portion of males to females (i.e., 3:1) reflects
the population of people with SCI. Profiles of
the participants are displayed in Table 2. In all
cases, pseudonyms were used to maintain confidentiality and anonymity.
While a number of topics were identified
throughout the analysis, the most prominent
theme that emerged from the interviews involved the unique meaning that this recreation-based community health promotion program had in participants' lives and, in
particular, how the program helped address
healthy behavior through recreation involvement. The meaning that PATH had for participants was categorized into four primary
themes by noting regularities that emerged
from the data (Ely, Anzul, Friedman, Garner,
& Steinmetz, 1991; Marshall & Rossman,
1995; Patton, 1990). These themes included
PATH'S focus on (a) addressing environmental barriers, (b) providing social and emotional
support, (c) providing individualized and holistic health promotion, and (d) providing education about and access to adaptive equipment.

Theme I: PATH—Addressing
Environmental Barriers
Participants perceived a number of critical
environmental barriers as preventing them
from leading a healthy life such as inadequate
healthcare services, transportation issues, and
physical access to buildings, sidewalks and
facilities. Most participants described how
these barriers often became such an issue that
rather than deal with them, they would stay in
their homes. For example, one participant,
Ray, discussed how when he first returned
home, he didn't want to go out because he felt
intimidated with issues of accessibility in his
town. Steve, another participant, described trying to venture out but the local transportation
company would be consistently late or fail to
pick him up. His frustration with the transportation system resulted in a reluctance to make
any plans, which increased his social isolation.
All the participants came from rural areas
where there were less services available than
in cities. Furthermore, negotiating the harsh,
winter weather conditions provided additional

Table 2.
Participants' Profiles

Name

Level of Injury

Age

Gender

Colin
Eric
Lisa
Tara
Charles
Jim
Don
Susan

T12
C6
T7
C6
T12
T12
T3-4
T8-10

41
37
43
25
37
33
41
35

M
M
F
F
M
M
M
F

Keith
Richard
Ray

T9-10
Tll-12
T10

47
32
52

M
M
M

Steve

T4

32

M
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Employment Prior
to Injury
E.R. Physician
Roofer
Social Worker
Lab Technician
Construction
Bodyshop mechanic
Machinist
Telecommunications
Analyst
Airline attendant
Construction
Owned construction
company
Unidentified

Onset of
Injury
36
21
12
21
12
34
30
8

months
months
months
months
months
months
months
months

20 months
10 months
19 months
11 months
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challenges. Charles talked about making the
initial transition to his rural home from an
urban rehabilitation center.
/ mean just being in a wheelchair in the
north when everything is dirt, it's not
like down south, where I was at the
rehab center and everything was set up
for wheelchairs and you go down to the
mall and everything is paved. Up here
you can get on the road but cars are
going by. I can go down the street and
get around but it's tough.
Thus, the challenges of living in these rural
communities were compounded by the physical terrain as well as by living far from resources that could alleviate some of these
environmental barriers.
As defined in this study, environmental
barriers also included problems that could be
associated with difficulties encountered within
medical and social systems. Beyond the physical barriers of winters and inaccessible sidewalks and buildings, participants spoke of policies and systems that created barriers and
increased their isolation or threatened their
health.
Promoting health behaviors in individuals
are stymied if environmental barriers are perceived as insurmountable. Participants explained how their work with PATH therapists
helped them manage environmental barriers.
Since the PATH therapists were not affiliated
with any hospital or medical facility, the therapists were not constrained or limited by any
overriding medical and social service system
policies and procedures. Furthermore, because
PATH therapists worked with the participants
in their home environments, they were able to
appreciate the life context of the participant
and achieve a better understanding of the participant's specific environmental issues. Participants described their appreciation for the
way PATH therapists were able to address
their needs within the context of where they
lived. Participants mentioned that they would
raise interests or opportunities they felt were
214

unattainable and described how the PATH
therapist would work with them to overcome
or manage the barriers that were preventing
them from maintaining health.
For instance, Lisa, an active 43 year old
woman prior to her injury, wanted to maintain
a high level of physical activity post injury.
She found that the traditional health care system had certain institutional barriers that prevented it from helping her implement what she
called "a long-term plan" to address her physical needs. For example, she discussed the
possibility of going swimming with her home
physical therapist, but the therapist was not
allowed to take her out of the home.
/ think swimming would have been nice.
But a home physical therapist could not
go out of the home. They couldn 't just
take you swimming.
She found that working with Terry [PATH
therapist] was different in that PATH'S flexibility helped get beyond the constraints imposed by the health care system that employed
her physical therapist.
Terry's open for most anything you
want to do. He came down one day and
I said, "Do you want to go swimming ? "
He said "yeah." I'd never been in the
pool myself; I didn 't really want to go in
there by myself. That was kind of neat
that at least you have someone that's
like okay, sure, let's figure it out, let's
go in the pool. It's not an insurmountable problem.
Lisa was appreciative of how her PATH therapist allowed her to set the goal for their work
together and assisted her with solving problems she faced in achieving her goals. Terry
took the barriers that were directly impacting
Lisa's life and worked with her to minimize or
negate them. Another example of their work
together focused on the issue that Lisa's house
rested at the bottom of a hill. The incline was
too steep for Lisa to push in her wheelchair.
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During one of their PATH visits, Terry
brought with him a number of handcycles for
Lisa to try. The handcycle gave Lisa the mechanical advantage she needed to be able to
negotiate the hill and travel into town or just
go out and engage in physical activity in her
neighborhood. Their problem-solving resolved
the architectural and transportation barriers
she experienced and increased her independence while adding a new recreational pursuit
to her leisure repertoire.
Ten of the 12 participants in this study also
expressed dissatisfaction with the medical system after they were injured. Many described
their post injury experiences with primary care
physicians and other health care professionals
as exceedingly frustrating as these professionals had little or no experience dealing with
individuals with SCI. Participants stated that
often they were the first patient with a SCI that
their primary care physician had served. This
frustration was exacerbated by participants being limited to whom they could choose as a
primary care physician. Charles expressed
amazement at how out-of-touch the doctors
were. This ranged from medical issues such as
catheterizing oneself to technical issues related
to wheelchair use.
It's amazing how many hospitals and
nurses are just out of touch with everyday stuff that works and doesn 't work.
Just as an example, they had me using
catheters taking 8 to 10 minutes to go to
the bathroom.
Charles spoke of how his PATH therapist
introduced him to a more efficient method of
catheterization, and how this basic information
had such a direct impact on his day-to-day life.
In contrast to the frustration several had with
primary care systems because of time delays
and lack of knowledge about SCIs, participants described their appreciation for the way
PATH therapists were able to minimize barriers through their specialized knowledge about
health complications and SCI care. For instance, Ray described how his PATH therapist
Second Quarter 2004

was able to find answers to his questions,
which enabled him to avoid the frustrations he
experienced when he tried to access what he
considered to be the "overburdened medical
system." He also described how having spent
five months in a hospital "under a fine tooth
comb," his trust was "worn thin by a clinical
approach." As he described:
Nothing is the same in my body. The
nerve damage has made everything on
my body react differently and Rachel
[PATH therapist] provided me a connection to health care providers that
was not a doctor's office. I can get good
advice from Rachel and the book
[PATH 3-ring resource binder] and
she's so knowledgeable that I don't
have to call a doctor's office and talk to
a secretary and she 'II say, "well we can
make an appointment or I will tell the
doctor and he 'II call back. " That gets to
be kind of a nuisance. Between Rachel
and the book, I got good advice on a
rapid basis. I don't have to fool around
with the doctors.
Colin, a physician, was impressed by Darren's
[PATH therapist] knowledge of SCI and his
ability to deliver practical and reliable information on a range of issues. Similarly, Jim
discussed how his PATH therapist, Terry, had
a wide array of knowledge that really helped
him. This ranged from referrals for various
types of adaptive equipment to showing him
specific exercises that would benefit him. As
he described:
Terry was real good on showing me
different stuff. And coming up with
ideas, you know, how can you do something different like different exercises.
Like my shoulders kept getting sore
from moving my chair and Terry
showed me how to use like a heavy big
soup can to do this exercise in the arm
and what-not and it strengthens up
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those little teeny muscles you've got in
there. He knew all that type of stuff.

Theme II: PATH—Providing Social
and Emotional Support
Another theme that emerged from the interviews with participants was the emotional
and social support derived from their affiliation with Project PATH. They expressed an
appreciation for the intimate and supportive
relationships that they had with their PATH
therapist. Ray described how his relationship
with Rachel (PATH therapist), largely established in more informal settings, enabled him
to feel comfortable enough to ask more questions.
/ would say that for me, during that first
year, Rachel is the one I would ask most
questions of because she would come
and spend time with me and it wasn't
for any particular routine like the occupational/physical therapists would do.
She would come and we would talk
about stuff. So she was the one I asked
most of the questions that I really
needed answered.
Tara also appreciated the unique relationship
that she formed with her Project PATH therapist. She described how she felt overwhelmed
with the number of medical professionals a
patient is typically expected to see. She and
other participants appreciated that the relationship with PATH therapists was supportive and
encouraging, and empowered them to do
things in their communities. Tara stated,
Rachel is the one that came to see me
and she was the one I enjoyed the most.
PATH wasn't people trying to get me to
have nurses in my home or telling me to
go see so and so and all that kind of
stuff. It was, you know, involvement in
things that I liked to do that she was
offering. I thought that was really cool.
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Colin, Jim, Don and Lisa also talked about
how much the individualized support and the
relationships they formed with PATH therapists meant to them.
The strength of PATH is they come out
to you. Darren was driving up to the top
of the state for crying out loud to visit
me. He would come all the way up here
from the seacoast and spend a couple
hours with me, showing me the bike,
and everything else. At first when you
are injured and everybody goes off to
school, off to work, and you're home by
yourself, it's like, wait a minute, what
do I do? I just don't want to fall out of
this chair you know. And then he shows
up and he says 'oh, you don't have to
worry about that you can just do
things.' It just started opening up my
world again.
Keith was adamant about how much his relationship with Terry meant to him in his rehabilitative process.
I love Terry; he's my lover (laughter). I
look at Terry actually as a friend and
he's always been very professional. I
consider him a friend. He's very easy to
talk to. We hit it off right away and
(laughs) I'm just being mean now, teasing, but he's been great. He really has.
I just consider him a friend. I think what
he does is amazing.
Indeed, Colin really summed up the importance of this relationship in describing how
much he valued his PATH therapist, Darren,
and the discussions they had.
We would talk about pretty much anything. He would come. He would really
make himself available. He would drive
up here and we would talk. He'd be
sitting there. I'd be sitting here. We talk
about how I was doing. Sometimes you
just need to talk about stuff and I think
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that it is important, that the therapist or
whomever is willing to listen. That's
part of healing—to have somebody to
talk to and listen to you. So, that's a
process. Darren was the person that did
that for me. I don't know whether he
realized it, but that was part of what he
gave me. I think that point, the listening—it is as important as doing anything else.
Colin was also grateful that his PATH therapist was able to sense what frame of mind
Colin was in and adapted his visit accordingly.
Colin, who was a physician, described how he
was frustrated at having to listen to information that he was familiar with, and needed a
different approach. Darren (PATH therapist)
recognized that and encouraged Colin to start
exercising rather than talking.
He said just go for a handcycle ride and
that's good enough. So forget these
health questions, I'd rather see you on
your handcycle doing some activity,
which . . . that was a nice response because, having a medical background, a
lot of the information was stuff that I'd
been living and breathing for the previous ten years. He was right. I just
needed to get on my handcycle and go
recreate that way again.

Theme III: PATH—Providing
Individualized and Holistic Health
Promotion
PATH'S individualized approach to dealing
with the multitude of issues facing someone
with a recent SCI personalized the support as
participants made the transition back into their
community. This individualized approach
meant the PATH therapists focused on gaining
an understanding of the participants' experiences, feelings and perceptions. This individualized care had a holistic perspective. It included a wide array of topics, from answering
questions related to physiological function and
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health, to facilitating social interactions with
other individuals, or researching appropriate
resources to ease the transition back to their
home. For example, Ray appreciated his
PATH therapist's willingness to go above and
beyond to find answers to questions he had:
Rachel is so well versed in SCI. If she
doesn't know the answer she knows
where to look it up and she found social
security disability insurance information for me and copied it off and gave it
to me. Whatever I needed she would get.
She would find the answer.
Throughout the interviews participants indicated that they deeply appreciated how
PATH therapists provided a highly individualized service by answering their specific
questions (or researching the answers, if necessary) and by providing resources that were
specific to their own personal needs. Ray discussed how useful the PATH resource book
was in helping him to become better educated
about the new signals that his body was sending out. Lisa was similarly impressed by the
breadth of knowledge that PATH therapists
had and their willingness to research information that they didn't have.
Terry's [PATH therapist] full of information. There's not a whole lot that I've
asked him that he hasn't been able to
have an answer for. He's definitely had
a number of years experience in the
handicapped accessibility stuff. He's
got information he can give you if you
want it and if he didn 't have it, he was
willing to say okay, I'm not sure, let's
look into it.
Colin felt this was a key attribute that differentiated PATH from other programs. He reflected on his PATH specialist as a readily
available resource and one that wasn't limited
or confined by an area of specialty.
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I feel that Darren exists as a resource. If
I ever had a question for Darren or
needed any advice he would feel available. I can approach him and ask for
advice. That's been great. I think that is
the most important thing that has come
out of PATH.
Colin, Ray and Lisa all discussed how their
PATH therapists would work with them to
solve a problem; how they were reliable and
attentive to their concerns. They spoke of how
the PATH therapists worked to find the answer
to any question and would get back to them if
they didn't know the answer which was not
their experience in their dealings with other
health care professionals.
The holistic nature of PATH allowed therapists to help participants address other issues
that helped ease this transition. This ranged
from helping participants find out information
related to social services and social security, to
helping individuals use the Internet so that
they were more able to access information on
their own and feel more connected to external
resources. It also consisted of connecting participants with other individuals with SCI so
that they could use each other as a resource.
Participants perceived PATH therapists as
open and flexible and felt that they did not
have to confine their questions to a specific
area. For example, Colin was extremely nervous the first time he needed to fly on an
airplane after his injury. He brought it up with
his PATH therapist. They talked over some of
the issues and Colin agreed with his therapist's
the suggestion to contact another individual
who routinely used air transportation. Colin
was able to learn different catheterizing techniques and other useful information so that he
could follow through with his plans.
Keith summarized this holistic perspective
of the PATH program. He felt that Terry
(PATH therapist) had a vast array of knowledge and understood how to apply it in dayto-day situations. As he stated,
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All my questions related specifically to
my injuries and what I could expect. I
valued his opinion, and trusted his experience. Terry deals with people that
are going through similar problems, life
changes, so he has a perspective on it
that I gained by talking to him.
This individualized attention allowed therapists to tailor opportunities to each participant.
Knowing the participants and attending to
their experiences, feelings, and perceptions,
allowed PATH therapists to access the specific
resources that would best serve the individual.
This was something Jim acknowledged as one
of the real strengths of the program.
/ had my bow and arrow here and he
[PATH therapist] saw it. And we just
got talking about it, you know, and he
checked into it and found that place
over in Rochester and made sure I
could get in and out, and we went over
and shot. Terry's a cool guy. If there's
something you want to try, or whatever,
I mean he asks around, he 'II ask other
people or somehow, he 'IIfigureout how
you can do it. He was real cool about
that. He was real, I don't want to say
sympathetic, but he was, he realizes you
want to go do stuff so somehow he's
going to figure out a way you can do it.
Terry's pretty cool. If you couldn't figure something out on your own, he had
the resources or whatever you want to
call it I guess to help me figure it out. It
was pretty neat.
The holistic approach used by PATH also
allowed therapists to suggest interventions that
can decrease the likelihood of secondary conditions or that help participants minimize these
health risks. For instance, Charles, Don and
Tara described how deconditioned they
quickly became, which made it hard for them
to accomplish everyday tasks that they had
previously taken for granted. Deconditioning
and physical inactivity are common secondary
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health conditions experienced by many people
with SCI. Being involved in PATH'S physical
fitness and recreation activities addressed not
only the psychological aspects associated with
recreation but increased their physical functioning, so that they could accomplish everyday tasks. Charles discussed how working out
at the gym had helped him make the more
difficult transfers needed to use his truck and
snowmobile which gave him a greater degree
of independence.

Pain, another secondary condition that accompanies SCI, was a critical issue that all
participants reportedly had to manage. In certain cases participants talked about how being
involved in activities and becoming more
physically active helped them to deal with
pain. For example, Keith discussed the benefits of going to the gym with his PATH therapist and being involved in an adaptive ski
program through PATH. He felt that it benefited him both physically and psychologically.

I pumped iron so I was strong enough to
move myself around rather quickly. . .. I
can get around pretty good now. The
other day I got off my snowmobile and
into my truck by myself. It sounds simple, but when you 've got a big 4-wheel
drive truck and you 're in a snowmobile,
that's a heck of a transfer.

We go to the gym. I try to physically
stretch out. Things like that, but it's a fine
line. You can do too much or not enough.
But definitely if I don't do anything the
pain is worse. You can overdo it too but
I'd rather do that than not do anything.
And too, if you are out skiing I don't think
of it [the pain] as much. So you do things
tliat make you feel better and keep your
mind off it. That's kind of the trick.

Many participants discussed the need for
being involved in meaningful activities to help
conquer their depressed feelings, which is another common secondary health condition that
accompanies SCI. Jim traced his depressed
feelings to "being bored out of my mind."
Trying to find something meaningful to do was
his biggest challenge especially for someone
who had been physically active and used to
working at least 60 hours a week. Lisa also
described these feelings of boredom, especially as she described herself as an "outdoorsy" person. Psychologically, she was
struggling due to feeling confined to an indoor
setting. Keith described how important recreational sports activities were for him in helping to focus on the more positive aspects of his
life and away from the negative. Motivating
participants to begin getting involved in activities again helped alleviate boredom and depression, two of the most common secondary
health conditions associated with an SCI. Jim,
an avid hunter, who described how inactivity
had been "driving him crazy," was grateful
that Terry (PATH therapist) was able to introduce him to places that offered bow shooting
and 3D shooting.
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Eric, another participant who became involved
in a weight training program with his PATH
therapist, talked about how he felt this increased level of activity had prevented him
from getting any pressure sores; one of the
most common secondary conditions associated
with SCI.

Theme IV: PATH—Providing
Education About and Access to
Adaptive Equipment and Programs
A mandate for participation in healthy activities is ineffective if it is not accompanied
by knowledge and use of equipment that enables participation in these activities. Participants described how PATH helped them gain
knowledge about and access to adaptive equipment. In many cases PATH therapists would
bring adaptive equipment with them to show
participants how to use these pieces of equipment and in most cases leave equipment with
participants for experimentation. This often
meant being allowed to pursue either new
activities or activities they previously enjoyed
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albeit in an adapted form. Terry (PATH therapist) was able to introduce Jim to equipment
that facilitated his involvement in the activities
he loved doing and alleviated the boredom that
was feeding his depression. Jim stated,
Terry had a ton of information on like,
all the sports stuff. I remember Terry
told me a bunch of different things and
was real good on showing me different
stuff. And coming up with ideas, you
know, how can you do something different. Anything I wanted to know about,
you know, like about fishing or being in
a boat or anything to do with outdoors,
Terry knew about it.
Colin also described how important recreation
is for him and how critical it is to have access
to and knowledge of recreation resources.
/ think if you find yourself in a situation
like this, PATH represents a real resource that you wouldn't be able to find
otherwise on your own. I think that
eventually recreation becomes an important aspect in your life.
Colin, who was actively involved in outdoor
activities prior to his injury, was encouraged
by Darren [PATH therapist] to get involved in
physical activities again. One of the aspects
that a skeptical Colin appreciated was the
manner in which Darren achieved this. He
didn't try to push anything on Colin; rather, he
brought up different equipment for Colin to
try. As Colin pointed out,
Darren brought 5 different cycles for
me to try which I really appreciated and
was amazed. So that was a benefit of
PATH. PATH facilitated that. If it
wasn 'tfor PATH, I would not have been
able to at least try kayaking. I probably
for a long time would have wondered if
I could go kayaking.
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Eric described how this knowledge and access
to equipment, combined with PATH therapists' enthusiasm to get participants involved
in activities provided motivation and "got me
off my ass so that I wouldn't be sitting around
all day. I never would have gone skiing if I
didn't get into this program or get on a skate
and go skating on Sundays." Eric described
how he saw other individuals not involved in
PATH just "sitting around getting lazy and
feeling sorry for themselves." Charles described how PATH provided the equipment
and contacts so that he was able to go skiing
again, something that was a big part of his life
prior to his injury.
Lisa, who was passionate about skiing before her injury was grateful that through her
involvement in PATH she was granted so
much access to the equipment that facilitated
her involvement once again in a variety of
recreation activities including skiing. As she
noted:
PATH allowed me to use the bi-ski. I
mean not every company is going to do
that. I mean I worked for M. H. S.
before my injury, and they're not going
to let me use their bi-ski and I've been
with them for four years. So I would not
have been able to go skiing last week if
I had not had PATH's bi-ski. I know
that there's a risk you take with that
stuff too but, it's great for me. I was
able to go skiing this week because I
have a bi-ski. And it's like no problem.
And that's pretty cool.
The fact that Lisa could pursue skiing, one of
her biggest passions, was of immense comfort
to her. Both Keith and Don talked about the
value of PATH not simply providing them
with access to the equipment but spending
time showing them how to use it. Indeed, Don
described how he was astounded when his
PATH therapist introduced him to all the various equipment and recreation options.
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/ got to see how you could do these
things. Your life is not over; you don't
just have to sit in a chair. You can
actually go and have fun doing stuff.
And he [Darren] brought up a bicycle.
It was pretty cool. We both took a ride
down the street and back. He's great
that way. I have to see how to adapt
things, not just hear about it or read
about it, and that's one of the things
they [PATH] can offer you. It's to actually see how I can go ride an ATV or
even mowin' my lawn.

Discussion
The narrative stories of PATH participants
give added meaning to the frequently referenced statement, "health is a means to an end,
rather than an end itself (Lollar, 2003;
Seekins et al., 1999). As the participants in this
study conveyed, they benefited not only from
improved physical health, but their quality of
life improved. They were able to function
more independently, as evidenced by such
comments as having the strength to make the
more complicated transfers or the endurance to
push the longer distances now required within
their natural settings. As participants engaged
in activities that had meaning to them, they felt
less isolated, more confident, and had more
motivation to sustain healthy behaviors that
supported their participation in society. This
renewed engagement in physical and social
activities increased their satisfaction with life.
Based on the interview data, it is evident that
PATH addressed the HP2010 (USDHHS,
2000) objective of increasing participation in
social activities. People re-engaged in recreation and social activities they had done prior
to their injury and, for some, found new outlets
for physical and social engagement.
Another HP2010 objective, reducing sadness, unhappiness and depression, resonated in
the accounts of the PATH participants. Participants spoke of how engaging in PATH activities alleviated the boredom and depression
they were experiencing. For some, this meant
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trying out a new piece of adaptive equipment
and exploring a new recreational pursuit. For
others, it meant learning how to re-engage in a
previous passion. Participants were more
physically active and more confident in their
abilities to control their environment—factors
that influenced their willingness to engage in
healthy behaviors.
On a more disheartening note, it is frustrating to hear how professional attitudes, health
care policies, and inaccessibility still threaten
the health of people with SCI. Whether it is
professionals who are unprepared to deal with
health issues related to SCI, health care and
governmental policies that create unnecessary
boundaries and barriers, or physical inaccessibility (i.e., buildings, transportation, programs) that inhibits physical and social activity, these environmental barriers impact
negatively on participants' health. Lollar and
Crews (2003) spoke to the importance that
environmental factors have in contributing to
secondary health risks and the need for health
promotion interventions to address these
threats. The lack of access to health care providers who were knowledgeable about disabilities, as reported in this study, is unfortunately
consistent with findings from other studies of
rural areas (Jackson, Seekins, Dingman, &
Ravesloot, 1990; Seekins et al., 1994). The
importance of addressing and reducing environmental barriers to participation in home,
school, work, or community activities is recognized in the HP2010 objectives. For many
in this study, PATH provided a critical bridge
to meet this gap in service. Participants found
the willingness and ability of their PATH therapists to transcend discipline barriers and to
assist them in solving the multi-faceted personal and environmental barriers they faced to
be an exceptionally unique experience.
Each participant spoke of the meaning and
importance of the individual relationship with
the PATH therapist. The delivery of this health
promotion intervention through a one-to-one,
individualized and contextualized therapeutic
relationship is juxtaposed to current models in
the literature that suggest either self-help,
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peer-led or lay facilitator group programs
(Hughes, Nosek, Howland, Groff, & Dolan,
2003; Ravesloot, Seekins, & Young, 1998;
Rimmer, 2002). This may be explained as an
issue of readiness. The participants in this
study were recently injured and had just acquired their disabling condition. They needed
time to adjust, to reflect, and in the words of
one participant, to "heal." They appreciated
the comfort and safety the one-to-one relationship provided. Thus, it appears useful for further research to understand the importance of
an individualized, one-to-one intervention as
compared to a group intervention. This is particularly relevant as issues of cost effectiveness impact on service delivery.
The role of relationships with other individuals with SCI and its significance in the
rehabilitative process and successful transitioning back to health was explored through
several questions within the research interview
guide. While participants spoke of the benefits
of meeting other people with a SCI in recreation activities, the importance of a peer mentor relationship never emerged as a significant
theme in data analysis. This is somewhat unexpected given the support in the literature for
peer interactions (Hughes et al., 2003). Again,
this may be an issue of timing and readiness
within the rehabilitation process and is an
important factor to consider in designing interventions for those newly adjusting to a disabling condition. As cited in Sable and
Gravink (2002), a PATH mentor stated, "Directly after injury people think they are going
to get better; they don't want to be a member
of the club. They don't want to talk to someone who hasn't recovered because they are
still envisioning themselves as eventually fully
recovered. They don't see the person in the
wheelchair as a peer yet" (p. 88). Further
research is needed to understand the role of a
mentor in the healing process of someone who
has recently experienced a SCI, and when it
might be most effective to introduce a mentoring role in community based health promotion
programs.
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Implications for Practice and
Research
Programs or interventions that focus on
health promotion through physically and socially active lifestyles are particularly critical
for people who have recently experienced a
SCI. Their lives are impacted on multiple
dimensions requiring a program that is holistic
in its approach and flexible in its delivery. If
the goals of Healthy People 2010 (USDHHS,
2000) are to be met, health promotion for
people with disabilities must be at the forefront of therapeutic recreation services, and
recreation therapists must take active roles in
extending their services to individuals in the
community in order to facilitate healthy behaviors among clients. Programs, such as
PATH, that are grounded in a philosophical
belief of empowering people to take control of
their own lives through physically and socially
active recreation pursuits, and that are flexible
and responsive to the individual needs of people with disabilities, have a vital contribution
to make in promoting health and life quality.
As the continuum of care places more emphasis on the delivery of home-based community services, therapeutic recreation specialists
must respond to this trend. From strictly an
economic perspective, the value is evident.
Lollar and Crews (2003) ask, "How much of
the $260 billion of medical expenditures could
be saved if secondary conditions were reduced
or prevented?" (p. 202). As these authors suggest, since 47% of the $260 billion costs are
associated with medical care for people with
disabilities, the potential savings that can accrue from health promotion services could be
substantial. It is imperative that we educate
both third party payers and state Medicaid
administrators as to the effectiveness of recreation-based health promotion services for individuals with disabilities. Third-party payers
will need research and evidence-based practice
that supports the effectiveness of these health
promotion programs to sway their decisions
related to reimbursement coverage for such
services.
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From the perspective of this study's participants, a recreation-based health promotion
program such as PATH has great potential to
influence health promoting behaviors during
the initial year after a SCI. The themes that
emerged in this study also support theorybased practice, and can be a framework for
continued research. Specifically, the theory of
planned behavior (Ajzen, 1985), explained
earlier, was evident in the experience of these
participants. Project PATH was able to alter
attitudes and beliefs about recreation as a
health promoting behavior, normative beliefs
about physically and socially active behavior
were created, and participants gained a greater
sense of control, which is essential to behavior
change. Future research needs to examine the
longer term effect of such a program in sustaining healthy behaviors. A study that follows
participants two years after their injury to
determine whether these healthy behaviors are
integrated into their lives will provide relevant
evidence and may impact how recreationbased health promotion programs are best delivered within the community.
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