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Abstract
Due to the marginalizing effects of mental illness, the stories of individuals in early recovery from various mental health diagnoses are often invalidated. To address
this concern, complementary modalities (e.g., massage
therapy, naturopathy, arts-based therapy, horticulture
therapy) have emerged alongside the fields of therapeutic
recreation, psychotherapy, and outdoor-based practices.
Less is known about how social/community approaches
to practice are used within in-patient care settings to
complement more traditional modalities (i.e., cognitive
behaviour therapy (CBT), talk-based therapy, trauma
exposure therapy, pharmaceutical medication etc.). The
current research project aimed to understand individuals’ experiences and reflections of engaging in an outdoor
experiential workshop while seeking in-patient care for
post-traumatic stress disorder and substance-use disorder. Narrative inquiry was the methodological approach
we used to illuminate the voice in the cracks (Jackson
& Mazzei, 2005), voices that are often left out of dominant medical discourses, to be heard. Focus groups and
in-depth semi-structured narrative life-experience interviews were used to story individuals’ reflections of early
recovery while participating in an outdoor experiential
workshop beyond the conventional boundaries and
structures of medicine-focused in-patient care.
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Introduction
According to the Centre for Addiction and Mental Health (CAMH) (2018), one
in five Canadians experience challenges with mental health and/or addiction in their
lifetime. Various conditions related to mental health and well-being account for approximately 10% of the disease rate in Canada, while economically just 7% of health
care dollars are afforded (Institute for Health Metrics and Evaluation [IHME], 2015;
Smetanin et al., 2017). Mental illnesses are common in the United States. Nearly one
in five U.S. adults live with a mental illness (51.5 million in 2019). Mental health conditions refer to a wide range of disorders that affect mood, thinking, and behaviours
that can be associated with distress and/or impairment of functioning (CAMH, 2018).
Within this label, the largest population of individuals seeking and accessing mental health services are persons living with posttraumatic stress disorder (PTSD) and
substance-use disorders (SUDs) (Muskett, 2014).
Biomedical foci dominate and structure public systems of health care in Canada
(Dupuis et al., 2016), and as such, reactive symptom management through pharmacological treatments is often perceived as the most effective way of addressing a mental
health diagnosis. According to the Canadian Institute for Health Information (CIHI,
2019), hospital-based acute inpatient care is a key component of the continuum of
health care services providing necessary treatment for a mental health-related condition including severe episodes of illness for a short period of time with the goal of discharging patients once healthy and stable. Despite the prevalence of individuals living
with challenges to their mental well-being, persistent attitudinal and structural barriers
for care as well as marginalizing attitudes frame mental health diagnoses as problems
to be fixed (Cleary et al., 2014; Corrigan, 2004). As a result, the living reflections of individuals who are seeking out and accessing inpatient treatments and services are often
invalidated and unheard within current academic silos (Van Den Tillaart et al., 2009)
and health care service delivery systems.
The current manuscript is aimed at exploring the experiences and reflections of
individuals recovering from a dual PTSD-SUD diagnosis in an inpatient care setting as
they engaged in an outdoor experiential workshop. While we want to advocate for therapeutic recreation (TR) in mental health care settings, the intention of the manuscript
is to illuminate the experiences and reflections of individuals who are seeking out and
accessing such services. In hearing the voices and reflections of participants through
narrative, we aimed to deepen the current and growing conversations of mental health
care to incorporate the stories of individuals who often experience marginalising and
stigmatizing attitudes within structures of care. Therefore, our strategic choice in language seeks to critically challenge traditional approaches to care that maintain barriers
within systems of care and showcase the energy of TR-based programming from the
perspective of individuals accessing such services.
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Background
Mental Health Diagnoses, Disability, and Marginalization
Mental health conditions are categorized as a disability and are referenced as the
leading cause of disability in Canada (CAMH, 2018; Mental Health Commission of
Canada [MHCC], 2014; Lim et al., 2008). The Disability Benefits Act (2014) defines
disability as any severe and prolonged condition that inhibits a person’s normal and
routine daily activities, including a range of mental and physical conditions. Limitations to one’s ability to support and care for themselves to sustain life (i.e., work, home
maintenance, self-care) is considered by society as a disability in need of remedying
through health care institutions, like inpatient mental health hospitals and outpatient
clinics.
We explore this topic through a lens of critical disability theory by appreciating
that disability is socially constructed and, as such, often creates rigid structures for
individuals to exist within (Mobily et al., 2014). Current understandings of disability
are centered around the idea of human deviance: This assumes the person, not society, must change, an individual should want to heal their disability, and therapy will
make them better (Corrigan, 2004; Linton, 1998; Mobily et al., 2014). Individuals living with mental health challenges often experience limiting attitudes and structures
around their conditions (i.e., ableist physical structures like inaccessibility and social
structures such as stigma and discrimination) leading to experiences of avoidance,
non-inclusion, rudeness, or a superior attitude resulting in lower participation in treatment and rehabilitation programs (Arboleda-Flórez & Stuart, 2012; Clearly et al., 2004;
Corrigan, 2004; Diedrich, 2007; Kirby, 2008). The manuscript aim is to move away
from dominant discourses of “us and them” for individuals seeking out mental health
support by illuminating a more complex narrative that includes stories of hope and
recovery through the voices of individuals who experience them (Diedrich, 2007).
Medical and Social/Community Approaches to Posttraumatic Disorder and
Substance Use Disorders
In this section we overview what is currently known about a dual PTSD-SUD diagnosis, with a more directed focus on the medicalization of symptoms and treatment
modalities. According to the Diagnostic and Statistical Manual of Mental Disorders, 5th
ed. (DSM-5) (2013), a diagnosis of mental health is characterized by clinically significant disturbances in an individual’s cognition, emotional regulation, or behaviours as
reflected in psychological, biological, or developmental mental functioning. The DSM5 (2013) outlines PTSD and SUD according to their biological understandings and severity of prolonged symptoms (Conrod & Stewart, 2006; Kofoed et al., 1993). This dual
diagnosis presents a “catch-22” in some cases as an individual who experiences trauma
may turn to alcohol and drugs to alleviative the negative psychological symptoms they
are experiencing; while on the other hand, the literature also suggests that a substanceusing lifestyle may predispose an individual to traumatic exposures (Ouimette, 2010;
Reynolds et al., 2005). Current medical approaches to diagnosing and treating mental
health conditions often rely on traditional pharmacological and psychotherapy treatments (i.e. traditional talk-based therapy, cognitive behaviour therapy [CBT], dialectical behaviour therapy [DBT], Hiebert-Murphy & Woytkiw, 2000). Other understandings from the perspective of first-hand narratives (i.e., knowledge of the physical and
social environments that fail to support individuals through a lack of available accom187
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modations), including the emotions connected to diagnoses and recovery, are often left
out of dominant medical discourses (Sylvester, 2005).
While we recognize benefits come from medical approaches (i.e., productive
pharmacological solutions for symptom management), we must also acknowledge the
negative consequences (e.g., social exclusion and loss of self-identity) that arise from
medical labels needed to obtain medical and other supports (Cleary et al., 2004; Corrigan, 2004; Kreek, 2011; Linton, 1998). Stigmatizing labels place emphasis on personal responsibility, and an individual living with a mental health condition is often
left to navigate systematic barriers and expectations that accompany such labels (e.g.,
forms, referrals, insurance, treatment seeking, conventions to be a working member
of society). Further, the medical model may create unequal relationships between the
“experts” (i.e., doctors, psychologists, counsellors) and the “patient” in which the voice
of the individual seeking care is not valued (Sylvester, 2005). To complement dominant approaches to treatment, care practices stemming from social/community approaches (including TR), are increasing to support the growing number of individuals
living with PTSD-SUD (Wynn, 2015). In an effort to shift care toward social justice and
through critical disability theory, the authors of this manuscript seek to draw attention
to individuals’ understandings, reflections, and experiences of recovery.
Here, we situate person-centered care within TR; that is, placing the person at
the center of health care decisions by focusing on strengths and abilities, rather than
weaknesses and disabilities (Dieser et al., 2005; Hebblethwaite, 2013; O’Keefe, 2005;
Sylvester, 2014). The intention of person-centered care highlights the importance of
individual perspectives, experiences, and voice in relation to their unique and nuanced
recovery journeys. Individual, first-person narratives provide insight into the complex
and interchanging relationship between selves, bodies—which are deeply controlled,
shrivelled, and invaded by dominant biomedical practices—and the social world
(Diedrich, 2007). These dominant practices in care include: the reproduction of dominant discourses/language/approaches, perpetuation of imbalanced power relations and
dichotomies (such as “patient” or “expert”); living with a diagnosis or not living with
a diagnosis; and the unidirectional relations of being reliant on care or a provider of
care. As social structures are fraught with power imbalances that privilege individuals
who identify within dominant groups (i.e., white, male, heterosexual, holistically well,
young, able-bodied) (Brown & Strega, 2005; Cleary et al., 2004), people often overlook
the power that is the experience of being differently abled and journeying towards selfbetterment, however that may be defined. In other words, individuals who are stigmatized due to various mental health conditions are often unrepresented within grand
narratives as they exist outside the social construction of “normal” functioning within
social institutions, policies, and structures (Brown & Strega, 2005; Cleary et al., 2004).
Collaborative Practices: Situating Therapeutic Recreation within Inpatient
Settings
The current section considers understandings of TR practices and describes the
usefulness of outdoor/nature adventure-based therapy and experiential activity. The
research project presents opportunities for endorsing the strengths of a social/community approach to understand the role TR can play in inpatient care settings through
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personal reflections (Kestenbaum, 2005; Lahey, 1987; Sylvester, 2005, 2015). Literature on outdoor/nature-based programming utilizes the natural environment to create meaningful opportunities and experiences to build, engage, and embody relationships within the outdoor environment (Howden, 2012). Hawkins et al. (2016) provide
a model for understanding the processes of nature-based interventions which includes:
(a) flow theory (i.e., challenge matching skills), (b) attention restoration theory (i.e.,
directed attention), (c) buffering effects (i.e., a sense of escape), and (d) attachment
(i.e., a sense of meaning to the surrounding environment). The usefulness of this type
of intervention model embodies social, cognitive, and spiritual domains of care in relation to a sense of identity, purpose, and overall recovery from life challenges.
Within the spectra of TR, adventure-based therapy is understood and utilized as a
physically challenging therapeutic experience that occurs in a small group in a wilderness setting with the intention of: (a) transferring experience into performance-based
success, (b) promoting a mastery of skills, and (c) creating a space for participants to
have positive accomplishments (Dattilo & McKenney, 2016). Examples of adventurebased interventions include rock climbing, hiking, backpacking, and canoe/raft trips
(Dattilo & McKenney, 2016). Adventure-based therapy is predominantly used in mental health recovery domains to promote feelings of trust, personal growth, and actual or
perceived risk taking (Dattilo & McKenney, 2016). Additionally, the use of experiential
activity, that is, the act of engaging in activities that create reality-based outcomes (i.e.,
personal growth, team building, and enhanced communication) encourages interpersonal change in individuals and interpersonal change within groups (Ewert et al., 2001;
Dattilo & McKenney, 2016; Jordan, 2014).
The following studies relate to the application of TR, outdoor/nature adventuretherapy, experiential activity, and mental health recovery: (a) Paralympic military sport
camps (Hawkins et al., 2011); (b) Outdoor TR therapies such as hiking, fishing, bird
watching, gardening, and a wide variety of sports used in non-profit programs to support individuals in recovery of trauma (Wynn, 2015); (c) Therapeutic fly-fishing program for veterans with confirmed PTSD (Mowatt & Bennet, 2011); (d) Therapeutic
river rafting program for individuals living with PTSD (Dustin et al., 2011); and (e) a
leisure-based experiential psycho-educational program for individuals healing from
trauma (Arai et al., 2008). These studies note the usefulness of TR services in relation
to persons living with mental health conditions as fostering recovery through outdoor/
nature-based programming (Picton et al., 2019). Yet, despite the current literature
discussing this topic, what remains scant are the stories and personal reflections of
meaningful engagement with outdoor therapeutic spaces and practices by individuals
experiencing recovery journeys in an inpatient context (Cleary et al., 2014). Picton et
al. (2019) therefore suggested it is necessary to understand the ways in which outdoor/
nature-based programming can be utilized in mental health care and recovery from
the perspective of the person living with such realities. Thus, the purpose of this inquiry was to hear and share the reflective experiences of individuals’ living with PTSD
and SUDs while engaging in an outdoor experiential workshop. The study was guided
by the following research question: How does the use of outdoor experiential TR practices in an inpatient care setting, influence individuals’ experiences of early recovery?
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Methodology
The Outdoor Experiential Workshop
The Site
The outdoor experiential workshop was facilitated at an inpatient mental health
and addiction facility. The facility supports addiction medicine services (AMS), comprehensive psychiatric care, eating disorders, integrated mood and anxiety disorders,
and a program for older adults. The AMS unit has a specific Addictions-PTSD Recovery stream that offers an integrated and interprofessional care approach to support
individuals living with a PTSD-SUD diagnosis. This specific program hosts individuals
for five to eight weeks depending on their care plan.
The Workshop
The one-day outdoor experiential psychotherapy workshop took place over the
course of six hours on the grounds of the inpatient facility. The on-site workshop was
facilitated by two registered recreation therapists who worked closely with the primary
researcher to create and facilitate the activities of the workshop (see Table 1 for an outline and schedule of the workshop and Table 2 for a description of activities). Throughout the day, a variety of experiential activities were facilitated with a focus on growing
awareness, trust, and vulnerability. As the day progressed, the activities challenged individuals to be more trusting of their surroundings and fellow participants. Debriefing
with individuals occurred after each activity to increase participant’s awareness of how
the activities were affecting them, to provide the opportunity to acknowledge, and to
reflect on the deeper meanings of recovery.

Table 1.

Table 1

Schedule
Outline
of of
Outdoor
Workshop
Scheduleand
and
Outline
Outdoor
Workshop
Time
8:15am
9:00am

Schedule
Participants arrive
Discussion of research project, ethics,
and consent
Ice-breaker activities

10:30am
10:40am
11:45am
12:30pm

10-minute coffee/bathroom break
Experiential activities #1
Lunch Break
Experiential activities #2

1:40pm
1:50pm
2:15pm
3:25pm
3:30pm

15-minute coffee/bathroom break
Final Teamwork activity
Audio-recorded focus group
Final conclusion
End of workshop
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Outline of Activities

Feeling Cards, Chicken Goggles, Circle
Talking, Group juggle
Willow-in-the-Wind, Bull Ring
Blinded Guided Walk, Human Knot,
Eagle, Bat, and Parrot
Lava Flow
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Table 2.

Table 2

Description
of Experiential
Activities
Description of Experiential
Activities
Activity

Description

Introduction and
Feeling Cards

Participants will create a circle with a number of “feelings” written down on cue
cards spread out in the middle of the circle. Participants will each take a turn going
around the circle and introducing themselves and choosing a “feeling card” out of
the middle to describe how they are feeling right now in the moment.

Chicken Goggles

Participants stand in a circle. Participants put on their “chicken goggles” (place their
fingers in a circle around their eyes). First round: participant will pass the “rhythm”
around the circle by making a “cluck” noise. If the participant wants to pass it to the
left/right they can do so by removing one hand. If they wish to pass it across the
circle they do so with both hands. Additional: a “bok bok” means that the pattern
changes direction. Have the participants do a few rounds and then place a rule
whichever participants “messes up the pattern” must go around the circle and cluck
like a chicken while looking every participant in the eyes.

Circle Talking
Activity

Participants will create two circles, with one circle inside the other. Participants will
each be facing another participant in the other circle. One participant in each pairing
will have approximately three minutes to talk to their partner. The other partner will
simply listen. (Additions: facilitator may give a specific topic to talk about). The
other participant will then have their turn to talk. (Addition: the circle can move so
that participants have a chance to talk to other participants).

Group Juggle

The participants will create one large circle. The facilitator will start with a beanbag
and pass it to another participant in the group by calling their name. That person will
then pass the beanbag to another participant in the group and so on until everyone
has the beanbag once and it returns to the facilitator. The facilitator will then
practice this pattern once or twice more to ensure everyone knows that pattern well.
The participants will continue to pass the beanbag in the pattern. (Addition:
facilitator will add more beanbags to the mix). Option: after completion of the
pattern, participants can reverse the order.

Willow in the Wind

Participants will break off into two groups (depending on size of group). Each group
will create a smaller circle. One at a time, participants will step into the middle and
do a trust fall. The participants around the circle will work to keep the middle person
up as they float around the circle. Participants may choose to close their eyes or keep
them open. Note: have participants around the circle stand in a wide stance. Once
all participants have had a chance to complete the activity, facilitator may choose to
mix up the groups.

Bull Ring Activity

Participants will all grab onto one or two strings (depending on size of group). All of
the strings will be attached to a small ring. The small ring will be on a post on the
ground that holds a small ball. As a team, the participants must work together to lift
the ball off the post and move it to another post that is in a different area. (Additions:
only every other person can speak while the rest are quiet and take instruction and
then switch). This activity can be done numerous times with the end post being in
more and more difficult positions.

Blinded Guided
Walk

Participants will pair off. If comfortable, participants will link arms and go for a
walk. One participant will wear a blindfold (if comfortable, closing eyes is also an
option). The other participant will lead. Participants will then switch places.

Human Knot

Participant stand in a circle. Everyone reaches across the group and grabs onto
another participant’s hand in the circle. Participants do the same thing with the other
hand until everyone is holding onto two other participant’s hands. The goal of this
activity is to “un-knot” the circle without breaking the circle.

Eagle, Bat and
Parrot

Participants will get into a group of three. Each participant will take on one role
(eagle, bat, or parrot). There will be a mind field of bean bags. The goal of the
activity is to lead one team member to a bean bag and bring it back to their team.
(Eagle: can see but cannot talk, Parrot: can talk, but cannot see, Bat: is blindfolded
191will look out onto the mind field and give direction
taking the direction). The eagle
to the parrot (who cannot see the mind field) by using body language. The parrot
will call out the direction to the bat (who is blindfolded) in the field to pick up a
beanbag and bring it back to their team. Each participant will have the opportunity to
try each position.

Blinded Guided
Walk
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Human Knot

Table 2 (cont.)

Participants will pair off. If comfortable, participants will link arms and go for a
walk. One participant will wear a blindfold (if comfortable, closing eyes is also an
option). The other participant will lead. Participants will then switch places.
Participant stand in a circle. Everyone reaches across the group and grabs onto
another participant’s hand in the circle. Participants do the same thing with the other
hand until everyone is holding onto two other participant’s hands. The goal of this
activity is to “un-knot” the circle without breaking the circle.

Eagle, Bat and
Parrot

Participants will get into a group of three. Each participant will take on one role
(eagle, bat, or parrot). There will be a mind field of bean bags. The goal of the
activity is to lead one team member to a bean bag and bring it back to their team.
(Eagle: can see but cannot talk, Parrot: can talk, but cannot see, Bat: is blindfolded
taking the direction). The eagle will look out onto the mind field and give direction
to the parrot (who cannot see the mind field) by using body language. The parrot
will call out the direction to the bat (who is blindfolded) in the field to pick up a
beanbag and bring it back to their team. Each participant will have the opportunity to
try each position.

Lava Flow Activity

Participants will work together to move across a lava flow. Participants must use
wood boards to get across the lava. However, if anyone falls off they must return to
the beginning and try again.

Participants
Purposeful sampling was used to recruit participants from a group of individuals
being supported by the integrated Addiction-Trauma Recovery Program on the AMS
unit. All individuals participating in programming at the inpatient facility must be at
least 18 years of age. A total of eight participants identified with a dual PTSD-SUD diagnosis were recruited to participate in the workshop. On the day of the workshop, one
participant decided not to participate prior to the workshop and a second participant
chose to remove themselves from the workshop during the break. Neither of these
individuals participated in the focus group nor individual interviews and their contributions were excluded from the analysed data. The six remaining participants included
three self-identified males and three self-identified females and ranged from twenty
years of age to sixty years of age. More specific demographics were not collected due to
confidentiality reasons. On the day of, prior to the start of the workshop, participants
were briefed on the outdoor experiential workshop, the research being conducted, and
were asked to provide informed consent to participate.
Data Collection and Analysis
Narrative inquiry (NI) was used to explore reflections of participants’ experiences
of the outdoor experiential workshop. NI works to reflect detailed and local stories of
an individual or group of individuals (Chase, 2005). More specifically, we employed
experience-centered NI (i.e., a specific focus on a given socio-spatial moment in time
or experience) in an attempt to understand and represent individuals’ experiences of
the workshop related to their recovery journeys (Squire, 2008). Experience-centered
NI maintains a directed focus on the experience of the workshop specifically as told
through the reflections of the participants. The intention of using NI was to create a
space for individuals to add nuance to an often-oversimplified narrative by contributing first-hand living reflections, emotions (i.e., shame, fear and hope), and evolving
understandings of recovery. In TR the use of outdoor/nature adventure-therapy, the
deliberate act of processing a specific experience, is useful to create a co-constructed
storied reflection related to individual recovery (Luckner & Nadler, 1995).
Data Collection
To gain an in-depth understanding of individuals’ experiences as a group, phase
one of the research study included ongoing debriefing that occurred following each
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activity facilitated by the two recreation therapists (see Table 3). Phase two involved a
focus group debrief session that occurred at the conclusion of the workshop facilitated
by the recreation therapists (see Table 3). The debriefing that occurred throughout the
day in phase one was not audio recorded, rather it was used as a conversational space to
create a grounding from which the focus group in phase two occurred. The focus group
in phase two was audio recorded and transcribed by the primary researcher. Phase
three included semi-structured narrative-life experience interviews (Squire, 2008),
which were conducted individually with all six participants by the primary researcher,
and were audio recorded and transcribed. Individuals were asked questions (see Table
3) that spoke to their past history (related to addiction and trauma-related symptoms),
as it connected to their experience of the workshop. The interview guide for the set of
interviews was created prior to the workshop by the primary researcher and was validated by the authors of this manuscript, as well as approved by an ethical board prior
to the workshop.
Data Analysis
Thematic analysis (TA) (Braun & Clarke, 2006) was conceptualized to bridge together participants’ experiences of the workshop and create common themes highlighting the similarities across their reflections of the workshop. Braun and Clarke (2006)
suggest TA within qualitative research is useful to emphasize an organic approach to
the development of codes and themes, and the active role of the research within these
processes. The focus of TA in this study served to illuminate and bring to the forefront the voices of participants as an intentional guide to the processes of coding and
the creation of the identified themes (Braun & Clarke, 2006). The primary researcher
completed the TA individually through a process of coding (line-by-line coding). The
individual codes were then pulled together and used as building blocks for the creation
of five main themes illuminated from the data (Braun & Clarke, 2006). TA was useful
in this context as it spoke to the patterns of meaning and shared core ideas within and
across the data in relation to participant’s lived experiences, views and perspectives,
and behaviours and feelings (Braun & Clarke, 2006). Once the key themes were identified, the primary researcher worked closely with the other authors of this manuscript
to outline the findings of the research project. The research study was ethically approved by the office of Research Ethics at the University. Additionally, ethical clearance
from the location of the workshop was maintained to ensure the confidentiality and
safety of all individuals involved in the project.

Findings
The findings presented as themes draw on participants’ unique and nuanced experiences and reflections of the outdoor experiential workshop. Participants’ reflections
are italicised and have been assigned pseudonyms to ensure privacy. To help understand the dynamics of the day, readers are asked to think through the five themes and
four sub-themes presented in this section: connecting to nature, letting go of structure
and routine, working through past negative feelings and behaviours, the role of debriefing (sharing, listening, relating, and connecting through stories), and translating
into personal recovery. The intention of presenting the findings as themes, is to create
a story of the experience of the workshop as shared through the reflections of participants.
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Table 3.

Table 3

Data Collection Methods and Sample Questions
Data Collection Methods and Sample Questions
Phase

Method

Sample Questions

Debriefing

One

Ongoing debriefing
(following each
activity throughout the
workshop)

Tell me what the
experience of the
activity was like for
you?

Conducted by
recreation
therapists

Two

Focus group (postworkshop)

What activity did
people find most
challenging throughout
the day? How did you
work through this
challenge in the
moment?

Conducted by
Recreation
therapists &
Primary
Researcher

Three

Individual narrative
experience interviews
(occurring up to two
weeks following the
workshop)

Can you tell me a bit
about the role you felt
the outdoor
environment played in
your experience of the
workshop? How would
this workshop have
looked differently in an
indoor setting?

Conducted by
Primary
Researcher

A Narrative Story of the Outdoor Experiential Workshop
Ava shared, “I went in there blindfolded…I thought I may as well just jump in and
try, and it gave me a leap of faith.” The experience of “trying something new” (Brianna)
was described as valuable, as it provided the opportunity to work on changing negative
past behaviours to create new, healthier behaviours for recovery. Liam shared, “I felt
like I was taking a good step to challenge myself and doing something right.” Individuals discussed the anticipation and excitement they felt going into the workshop.
Theme: Connecting to Nature
Joseph said, “it felt good to get away from the building, [it felt like] I was away
from my alcoholism and I was away from not talking about it so much and it just
gave me a peace of mind.” It was further described that the “openness” of the outdoor
environment gave individuals the space to move around, increasing feelings of being
grounded. Brianna described that being outside, “allowed people to be themselves a
little more because you don’t feel the confines of a rehab facility.” Joseph related to this
feeling as he, “felt calm because he was away from the building,” The idea of, “being
away from the hospital,” (Joseph) was a positive experience as it elicited “fresh thoughts
and feelings” (Joseph), as compared to the “rigid” discussion happening in regular programming, creating more space for relaxation and joy. Joseph further said, “when you
are outside, and you get that fresh air in your lungs. It’s hard to explain but it just
brightens you up and puts a smile on your face… when I am out there, I smile more.”
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Theme: Letting Go of Structure and Routine
Liam discussed, “[it was] nice to be out in nature; it’s more tranquil, you automatically feel a breath of fresh air, you feel at peace, you feel like you are removed from
schedules, routine, and structure.” Individuals used this as a reflective experience to
break down the confinement of the “four walls” (Odin). For example, Odin described
being able to “absorb more throughout the day and reflect more on [himself] and be
more receptive to others.” This perceived sense of freedom became an opportunity for
participants to, “slow down” and calm their “racing minds” (Odin). Joseph described
from his own experience that, “it gave [his] brain a rest from the doctors and psychologists. Engaging with the outdoors throughout the workshop created opportunity to let
go of the structure and routine of regular programming.
Theme: Working through Past Negative Feelings and Behaviours
Odin shared that one of his trauma-thinking behaviours was that the world was
“jaded,” which resulted in issues of trusting the people around him. Odin further
shared that he often internalized his feelings, identified isolation in his addiction, and
actively worked to not let people know that he was suffering inside. He said, “I have
been suffering inside and no one knows on the outside that I am suffering.” Joseph
also identified some of his “alcoholic thinking” and “stuck points” that stemmed from
“outside issues” throughout the day as being important for him to continue to work
through in recovery. Liam related to this idea as he shared that he supressed a lot of
emotions and often felt flat and emotionless. He shared, “[I am] someone who often
feels stuck in their depressed emotions [and] I quite often struggle with what I am actually feeling.” The experience of the workshop was described by many of the participants
as being a space to understand and relate to their own experiences of past alcoholic,
drug using, and trauma related behaviours.
Theme: The Role of Debriefing
Liam shared that the experience, “gave the opportunity to…talk about how the
activities were impacting positively or negatively.” The process of having “healthy conversation” (Liam), through processes of debriefing (i.e., sharing, listening, relating, and
connecting stories) individuals were able to work through challenging moments and
be open to meaningful dialogue of the experience related to ideas of hope and recovery.
Brianna discussed that, “the debriefing was nice, because then I got to unload any
feelings I had in between and not build up any resentments or frustrations.” The process
of debriefing was described as, a “healthy coping mechanism” (Odin) where struggles
and challenges that arose were voiced and heard. Throughout challenging moments,
individuals worked through chaotic feelings, creating deeper self-reflection of how individuals respond to challenging feelings and emotions in their personal lives. Heather
had an epiphany moment when she learned she should not hold back her feelings, and
“allow [herself] to have those feelings.” Liam further discussed working through some
of the challenges he realized in his own personal recovery; particularly that he had to
be mindful of challenging emotions and feelings that may arise unexpectedly. Through
this experience, individuals came together through emotions by sharing, listening, relating, and connecting their experiences. The use of debriefing techniques throughout
the workshop was positively reflected on by participants, as it gave them the opportunity to express how they were feeling moment to moment.
195

Leighton et al.

Sharing Stories. Ava said, “I take it all in and I don’t share.” Odin related to this
when he said that he has the tendency of isolating from others and not talking about
what is going on inside. For Odin, this experience gave him the opportunity to open
up and to try something different in a small group setting. He said, “I found that in my
addiction it was all about me…I have always internalized that loneliness and despair
with the PTSD and addiction.” The experience of the workshop provided a safe place
for individuals to “open up” (Joseph) and share how they were feeling with others in a
safe environment. Individuals reflected on avoiding sharing their feelings with people
around them in their active addiction.
Listening to Stories. For some, the debriefing brought up insecurities of not feeling like they were “being heard” (Heather). Heather discussed, “one thing that is a
really hard thing for me is feeling like I am not heard and feeling like no one is listening to me.” For Heather, the workshop activities were challenging at times, but it was
a meaningful experience when others in the group made an effort to empathetically
listen to what she had to say. Odin related to this idea as he discussed what he felt like
when he shared, he was being listened to by the people around him which made him
more apt to share his reflections. He said, “I enjoy when people actually take the time
to listen to what I have to say.”
Relating Stories. Odin shared, “it’s kind of like walking in their shoes… how had
my life been affected in similar ways?” This process created a space for individuals to
gain a deeper understanding of themselves and others which promoted a shared sense
of universality. Odin further discussed, “just knowing I am not alone with what is going on here… allows me to connect.” This was especially apparent in moments of chaos
in the workshop as individuals were able to share, listen, and relate to some of the negative emotions and feelings that arose in their own experiences. Joseph noted that things
are not always going to go as planned, but that is what it is like “living on life’s terms.”
Connecting Stories. Individuals described they felt connected to the group as
they all had a common goal, which created a meaningful space for individuals to “dig
deeper” (Liam). For example, Liam shared, “I honestly didn’t think that from group activities you could get that much discussion going.” This connection brought the group
together to create an understanding, that although different paths may have brought
them here, they were all “working their recoveries together” (Liam). Through the process of sharing, listening, and relating the experience of the workshop to recovery,
individuals expressed feeling a sense of connectedness. This sense of connectedness
provided a space for individuals to come to the understanding that “people are good”
(Odin).
Theme: Translating into Personal Recovery
Ava shared, “Yeah, it was fun and goofy, I don’t remember doing something fun
and goofy like that sober.” Ava also shared, “you don’t think you’re going to get anything out of it, but you really do at the end of the day… it felt good to be silly.” Liam
related to these feelings by saying, “I was surprised to see that some of the activities that
appeared to be simplistic in nature really got people talking.” The intention behind the
activities in the workshop was to create opportunities for personal and shared understandings, as well as to; “let go,” be “silly,” and “have fun.” Although the workshop was
often characterized as “silly” in nature in the sense that it invited participants to engage
in activities that seemed surface level, it demonstrated the importance of building reciprocal and trusting relationships.
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Odin shared that it is important for him to continue to “live for today” and not let
the past and future limit what he is capable of in recovery. Liam related to this when he
talked about the workshop as, “physically freeing… it feels like your stresses are kind
of moving away and… there’s no need to be anxious, there’s no need to worry about
things, you can just let go.” Individuals described they were able to learn more about
themselves that directly related and translated to their recovery journeys, both in the
inpatient setting as well as their personal lives outside.
Another common theme shared throughout the day was the idea of, “taking down
their walls” (Joseph) and pushing themselves “out of their comfort zones” (Odin). For
example, Odin shared, “sometimes the answer lies just outside your comfort zone… I
am glad I came today… I got to work at it slowly and get back to being around other
people and having fun without drinking.” Brianna related to this by saying, “I wanted
to step outside of my comfort zone, because I have been focusing on trying to make
some healthy changes to my behaviour… I know there is some benefit in being made
uncomfortable, that’s how you learn and grow.”
This outdoor experience worked to build trust within the group while engaging in
practices of complementary care to their conventional inpatient treatments. In translating the reflections of the workshop into their personal recoveries, participants discussed the importance of using these conversations to create positive social change
both in an inpatient care setting, as well as for the community of individuals living in
recovery of a dual PTSD-SUD diagnosis. Odin spoke to this when he said, “If I can
help someone down the road… change things for the better there is always progress
to be made.”

Discussion
This study contributes rich narratives of participation in an outdoor experiential
workshop during early recovery to the mental health care and recovery literature. Participants’ dynamic experiences speak to the ways inpatient care can be coupled with
TR-inspired outdoor experiential therapeutic approaches to create shifts in perception
of self and others in relation to recovery. The five narrative themes presented in our
findings outline the experience of the workshop through: (a) connecting to nature,
(b) letting go of structure and routine, (c) working through past negative thinking
and behaviours, (d) the role of debriefing (through sharing, listening, relating, and
connecting stories), and (e) translating experience into personal recovery in relation
to TR practices. In response to the attitudinal, structural and oppressive stigmatizing
behaviours and actions that serve as barriers to individuals living with mental health
challenges (Van Den Tillaart et al., 2009), this research validated and illuminated personal reflections of recovery in academic literature. Such findings are unique as they
include voices from inpatient care and mental health recovery that are often ignored in
the academic literature (Arai et al., 2015). Drawing on critical theories to inform critiques of current medicalized notions of care, we sought to emphasize the importance
of listening to stories of recovery from individuals experiencing inpatient care.
We analyzed participants’ reflections as themes within relevant literature (e.g.,
mental health care, TR, outdoor adventure-based therapy, experiential activity), while
simultaneously connecting this conversation to the research question: How does the
use of outdoor experiential therapeutic recreation practices in an inpatient care setting,
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influence individuals’ experiences of early recovery? The findings highlight the value
of creating meaningful spaces of healing, care, and restoration through TR practices
that complement current inpatient approaches through personal reflections of recovery journeys (Kestenbaum, 2005; Lahey, 1987; Sylvester 2005, 2015).
Connecting to nature was a common theme discussed by many of the participants
of the workshop. The notion of outdoor/nature adventure-based therapy endorses the
use of an outdoor setting as a co-therapist to accompany the building of relationships
(i.e., human to human; human to non-human) through emotional work targeting both
the body and the mind (Jordan, 2014). The use of experiential activity as discussed by
Ewert et al. (2001) and employed in the outdoor experiential workshop of this study,
suggests that through processes of therapeutic interventions and participant-centered
approaches, care strategies should aim to create reality-based outcomes (i.e., personal
growth, team building, and enhanced communication). Activating the natural outdoor environment creates opportunities for embodied experiences to occur (Howden,
2012). It is within this context that the findings of this research project add depth to
current mental health care dialogues. It became evident in participants’ reflections
in the outdoor experiential workshop that conversations of trust, hope, learning and
growth, coping with anxieties and fear, and dealing with unpredictable or uncertain
circumstances were threaded into the experience of the outdoor experiential workshop. Participants were provided space to have raw conversation around their personal
triggers and how they are able to cope with complex life situations and circumstances
that may arise on their journey to recovery. A second theme revealed that letting go of
structure and routine can be understood as an intentional step away from traditional
modalities of care that remain grounded in medical model approaches. The findings of
this study reflect participants’ needs to advocate for more holistic approaches of care
beyond the four-walls (Jordan, 2014). This creates opportunities for personal connection, meaning, strength, and hope through engagement with the natural environment
as echoed in the reflections of participants.
Working through negative feelings and behaviours of the past was also identified
as an important experience participants took away from this workshop. The workshop
created space for dialogue around trauma and alcohol attachments, triggers, making
sense of experience, and practices of mindfulness within an outdoor setting. The use
of such TR practices provides opportunities for us to discover, appreciate, understand,
and verbalize bodily sensations that occur within socio-spatial moments in time. Conversations about healing within natural contexts, working through challenging feelings
and emotions, and connecting through stories were brought to the forefront, not to
create chaos, but rather to make room for individuals to share vulnerability and hopelessness that occurred over the course of the workshop.
The theme of debriefing created opportunities for individuals to share, listen, relate, and connect their experiences and reflections of the workshop through stories.
The use of debriefing in TR practices invites individuals to share and listen to others’
unique reflections, and further connect their shared experiences in relation to their
recovery journey, both in the inpatient settings as well as their own realities. This draws
on the notion of universality (Yalom, 2005), as individuals can process their reflections
as a whole group in an attempt to feel supported by others in recovery. The incorporation of participants’ reflections adds a rich new understanding into the current mental
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health discourse, as debriefing is often only discussed through its textbook benefits,
rather than how participants process the experience.
In an effort to pull together all of the themes discussed by participants of the workshop, we now discuss the translation of the experience into personal recovery outside of the inpatient care setting. The reflections of the participants became a unique
aspect of the study as we sought to offer a counter-dialogue, shared by participants
themselves, to the existing body of literature. The translation of the themes amplifies
the importance of pursuing complementary approaches to care that move away from
biomedical foci that currently dominate systems of health (Dupuis et al., 2016) and
commit to a more holistic approach to inpatient structures that reinforces the need for
collaborative and reflective opportunities to re-center individuals’ voices.
Implications for TR Practice and Research
The current manuscript speaks to the academic and practical impact of social research in creating spaces for personal reflection on recovery to inform current understandings and practices for practitioners in the field. In current TR practices, we call
for TR practitioners to continue to advocate for the holistic needs of individuals as
they learn the role that healthy leisure can have in promoting personal joy, fulfillment,
motivation and awareness in the face of adverse life stressors. This study advocates for
TR-based practices within inpatient care settings to reinforce how TR facilitates meaning, growth, and positive change from the understandings of individuals benefiting
from this care.
There are numerous opportunities for future research and practice that arose from
this study including: (a) the use of ongoing debriefing within group settings in creating a community of stories that identifies the ways disability is socially constructed
(Mobily et al., 2014; Sylvester, 2005), (b) the use of TR-based practices (e.g., outdoor/
nature adventure-based programming, experiential activity) as a site of healing and
restoration to target a more holistic approach to inpatient care, (c) the use of illuminating the often silenced voices of individuals living in recovery, as meaning is made from
their experiences, and (d) the increasing complexity of care practices that inform dual
and/or multiple mental health diagnosis. These critical conversations on mental health
support bringing together academic and practical aspects and foster energy for complementary and interprofessional practices. As allied communities learn to navigate
moments of ‘calm’ and ‘chaos’ that occur, we can use this to inform how to best meet
the emotional needs and vulnerabilities of individuals living with a complex PTSDSUD diagnosis.
Limitations of the Study
The findings are not intended to be generalizable to other individuals living with
a dual PTSD-SUD diagnosis, rather these findings reflect the local context, circumstances, and dynamics of this group of participants. Additionally, this project was initiated as part of a master’s thesis, which may have limited our ability and time needed to
develop deep relationships with participants in advance of the research study. Under
different circumstances, the research team would have worked to develop a stronger
rapport with participants in advance. Lastly, the outcomes of this study may have been
different with multiple sessions of the outdoor experiential workshop to be used to
compare and contrast over time. The results of this project reflect on one session; yet,
the current manuscript showcases the possibilities this approach could have if offered
from continuous application.
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Conclusion
The themes presented in this project work to challenge boundaries of inpatient
care to address how we can hear and share the reflective narratives of individuals living
with a dual PTSD-SUD diagnosis while engaging in an outdoor experiential workshop.
It is important to note that all approaches of care are needed in inpatient care settings. We advocate for creating more collaborative care practices that aim to holistically
address all needs and supports of individuals and illuminate the voices of individuals who are seeking out and accessing care services. Yet, the conversation cannot end
here, as “there is always progress to be made” (Odin). The current project showcases
as we continue to adopt more community/social practices into conventional inpatient
care structures and institutions, we work to better meet the needs of individuals facing
limiting structural, attitudinal, and emotional barriers while living with challenges to
mental health and well-being. This manuscript serves as an example of how to create
more critical dialogue with individuals living in recovery and to consider how inclusion of their voices in various literatures can shift the discourse of mental health care
and recovery.
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