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Abstract

The purpose of this article is to provide an overview of the Toronto Rehabilita-
tion Institute’s (University Health Network) Spinal Cord Rehabilitation Program 
(SCRP) Cottage Program, which is a unique outdoor experiential therapy (OET) 
intervention for persons with spinal cord injury (SCI).  The outcomes illustrate 
the evolution of a therapeutic recreation (TR) program, and the development and 
implementation of a program evaluation framework.   Over time, the SCRP Cot-
tage Program has evolved from a small, one-day TR unstructured program to a 
large four-day structured inter-professional OET.   For the evaluation component, a 
pre-posttest survey design was employed with participants with SCI who attended 
the cottage program (n = 14) and with a control group (n = 7).  Cottage participants 
completed surveys on their goals and satisfaction with the program, while both 
groups completed the Rosenberg Self-Esteem Scale, Positive Affect and Negative 
Affect Scale and the Moorong Self-Efficacy Scale. Positive affect and self-efficacy in-
creased over time in cottage participants, but not for controls.  Overall, participants 
were highly satisfied with the cottage program.  The findings provide a model for 
the development and evaluation of an OET aimed at improving well-being follow-
ing SCI.    
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Introduction

Spinal cord injury (SCI) is a dev-
astating and life-changing event that 
affects physical functioning, health, 
and the ability to fully participate in 
the community (Carpenter, Forwell, 
Jongbloed, & Backman, 2007).  In par-
ticular, engaging in leisure after SCI is 
a considerable challenge (Kennedy & 
Rogers, 2000), which is evident by the 
high rates of boredom and sedentary 
lifestyles reported by this population 
(Caldwell & Weissinger, 1994; Lee, Mit-
tlesteadt & Askins, 1999).  Some bar-
riers to physically active leisure after 
initial SCI rehabilitation include emo-
tional distress, problems with self-care, 
and mental health problems (Vissers et 
al., 2008).  Given that depression and 
altered self image can dramatically af-
fect leisure participation (Loy, Datillo, 
& Kleiber, 2003), and that people who 
cope poorly post-injury are at risk of 
long-term difficulties (Kennedy et al., 
2007), there is a need for interventions 
that address the psychological and en-
vironmental factors early post-SCI in 
order to improve leisure outcomes.  

Although the rehabilitation team 
offers an inter-professional approach 
towards helping persons with SCI 
achieve independence within their 
communities, the role of therapeutic 
recreation (TR) has been identified as 
being particularly important for achiev-
ing success in this domain.  Caldwell 
and colleagues (1995) reported that 
participating in TR during rehabilita-
tion helped persons with SCI return to 
their communities by assisting them in 
identifying possibilities in themselves 
and raised expectations concerning 
their potential.  Persons with SCI have 
also commented that TR provided re-
sources to facilitate community partici-

pation and opportunities to be exposed 
to situations where they could practice 
skills needed for community adjust-
ment (Datillo, Caldwell, Lee, & Kleiber 
1998).  

Unfortunately, the role of TR and 
its associated benefits following SCI is 
under-reported in the literature, and 
is particularly sparse for outdoor rec-
reation (Beringer, 2004). Taylor and 
McGruder (1996) investigated the 
meaning of sea kayaking to three per-
sons with SCI, and found that the par-
ticipants valued “the natural environ-
ment” and “perceptions of self as able 
in the eyes of others” (pg. 39). Positive 
outcomes were also noted in a study by 
Pasek and Schkade (1995), who exam-
ined the effects of a six-day snow-skiing 
experience for 14 adolescents with con-
genital or acquired limb deficiencies. 
They reported that skill mastery was an 
important component of skiers’ posi-
tive self-evaluation, and that pre-exist-
ing self-esteem and social aspects of the 
trip were as likely to produce positive 
effects as mastery of skiing.  Not only 
do these studies provide evidence that 
outdoor experiences can have positive 
effects in adjustment to acquired physi-
cal disability, but that they can contrib-
ute to quality of life following injury, 
“particularly for individuals with a pre-
injury lifestyle of ‘embodied activity’— 
those active in the outdoors prior to 
their injury or illness” (Beringer, 2004, 
p.9).  For instance, Lee and colleagues 
(1996) explored in a qualitative study 
how people with SCI perceived their re-
turn to previously enjoyable activities, 
and found that approximating pre-in-
jury activities facilitated establishing a 
sense of continuity.  

The interventions noted in the 
studies above are representative of 
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outdoor experiential therapy (OET) 
programs, which use the outdoor en-
vironment as a therapeutic setting 
and incorporate a variety of therapeu-
tic modalities (Kelly, 1993).  There are 
a number of social and psychological 
benefits associated with OET programs, 
which have shown to have a positive 
impact on self-esteem, self-actualiza-
tion and self-confidence (Levitt, 1994; 
Vogel, 1989; Voruganti et al., 2006).  As 
well, OET programs provide opportu-
nities for personal reflection, and help 
participants to feel a sense of belonging 
to an outdoor or natural setting, which 
can be a challenge in a fast-paced ur-
ban setting (Kaplan & Kaplan, 1989).  
Finally, an OET program can serve to 
foster learning activities and avenues 
for continued interest and independent 
involvement in the outdoor setting fol-
lowing the completion of the program 
(Ewart, McCormick, & Voight, 2001). 

Given the sparseness of literature 
on the benefits of TR and its role in the 
SCI rehabilitation process, further work 
is needed to identify and develop TR 
interventions to help promote optimal 
health and well-being in this popula-
tion.  In order to stimulate greater in-
terest from both a clinical and research 
perspective in this area, the purpose of 
this article is to provide an overview 
of the development and evaluation of 
an OET program for persons with SCI, 
namely the Spinal Cord Rehabilitation 
Program (SCRP) Cottage Program.

SCRP Cottage Program Evolution 
and Description

The Spinal Cord Rehabilitation 
Program (SCRP) Cottage Program is a 
unique and innovative OET experience 
developed and offered by the inter-
professional team in partnership with 

the Toronto Rehab Foundation and 
a variety of corporate sponsors.  The 
program is a four-day/three-night trip 
to a cottage setting (fully accessible rec-
reational facility in Mactier, Ontario, 
owned and managed by the Canadian 
National Institute for the Blind) where 
patients who are undergoing SCI reha-
bilitation at Toronto Rehab engage in 
a variety of outdoor activities on land 
(e.g., archery, handcycling, etc.) and in 
the water (e.g., canoeing, sailing, sit- 
and water-skiing, etc.).  This program 
occurs during the summer months and 
affords persons with SCI an opportu-
nity to experience a decrease in the 
environmental barriers that may have 
otherwise limited their ability to par-
ticipate in a natural outdoor environ-
ment.  

Both current and recently dis-
charged patients are invited to par-
ticipate in the program. In-patients 
are given the opportunity to integrate 
the skills they have achieved through 
rehabilitation into daily routines in 
a non-clinical setting, thus preparing 
them for discharge.  Discharged pa-
tients who have experienced daily life 
outside the hospital are able to try new 
leisure equipment and/or participate in 
leisure activities, which they may have 
previously enjoyed.  Eligibility to par-
ticipate in the program is based on the 
person’s need for a goal-oriented, skill 
development experience in an outdoor 
setting, which are assessed based on the 
following criteria: 1) need for exposure 
to a community/outdoor setting; 2) 
increasing confidence in abilities; 3) a 
supportive environment in which to 
develop new leisure skills and to over-
come barriers; and 4) the opportunity 
to socialize and gain/share knowledge 
and resources amongst peers.
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The development of the SCRP Cot-
tage Program has undergone several 
substantive changes since its initiation 
in the early 1990s (see Table 1).  Since 
its inception, patients have been asked 
to set individual goals (e.g., socializing, 
directing care, engaging in new leisure 
activities, etc.), and the initial focus 
was to allow patients with unstruc-
tured time for personal discovery and 
freedom.   However, the program tran-
sitioned from an unstructured format 
into a structured one in order to obtain 
resources for its support, and to enable 
more patients and staff to attend.

Within its current iteration, the 
services provided meet a number of 
the objectives characteristic of OET 
programs.  Namely, the program pro-
vides “direct experience”, which offers 
participant-centered therapy, reality-
based outcomes, and assessment and 
program structure (Ewart et al. 2001, 
p.109).   Participant-centered therapy 
requires clients to take action rather 
than be passive observers while reality-
based outcomes allow the client to be 
prepared with the possibility that they 
may not be able to perform to a given 
standard or engage in a behaviour that 
successfully achieves the objective, 
which leads to immediate consequenc-
es.  Finally, assessment and program 
structure ensure that techniques are put 
in place to assess the needs of the client 
and to link them to the physical and 
social activities provided by the pro-
gram.  Typically, this is implemented 
by exposing persons to a challenging 
activity (e.g., canoeing), in which they 
may need to utilize physical, social and 
cognitive personal resources.  

For the SCRP Cottage Program, 
program structure and assessment oc-
curs before and during the program.  

The in-take information for participa-
tion is coordinated by a TR who liaises 
with the patient to identify goals for at-
tending the program, and then coordi-
nates with the inter-professional team 
to obtain information about the physi-
cal capabilities and medical status of 
the patient to gauge their appropriate-
ness for attending.  This enables the TR 
to arrange for activities that meet both 
the participant’s physical capabilities 
and goals for attending the program.      

Once at the program, the schedule 
of activities are organized by the lead 
TR, where participants may try them 
with support from the inter-profession-
al team as needed (e.g., physiotherapist 
may assist with transfer of patient to 
equipment).  To ensure that patients 
are fully supported while attending 
the program, their self-care needs (if 
required) are supported by a nurse or 
attendant.  In addition to the inter-pro-
fessional staff, a peer mentor attends 
the program to help demonstrate some 
of the adapted equipment, and/or pro-
vides encouragement and support to 
participants.  Thus, several supports are 
put into place to ensure participants 
may attempt a wide variety of activities 
suited to their particular needs, and are 
physically and emotionally supported 
regardless of the outcome of their at-
tempts. As well, the activities are un-
dertaken by the entire group in order 
to facilitate social interaction. 

As noted, the program is funded 
by the hospital foundation and various 
corporate sponsors, which enables the 
program to be offered at no cost to par-
ticipants.   Given the expense associ-
ated with the management of the pro-
gram, there is a need to provide some 
accountability on how the program is 
conducted, including providing some 
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Table 1

Cottage Program Evaluation

Year Program Size Duration Staff/Volunteer Format/Activities
   Support 

1990 1 session,  1 day TR, Attendant Unstructured
 4 in-patients   Swimming, Meal Preparation, Fishing
1991 – 93  1 session,  1 day/1 night TR, Attendant Unstructured
 4 in-patients   Swimming, Meal Preparation, Fishing
1994 – 97 2 sessions,  3 days/2 nights TR, RN or Attendant, PT, OT Unstructured
 8 in-patients   Swimmin, Meal Preparation, Fishing
1998 – 99 Discontinued N/A N/A N/A
2001 – 07 2 sessions, 3 days/2 nights TR, RN or Attendant, PT,  Unstructured
 12 in- and  OT, Peer mentor Sailing, Canoeing, Kayaking, 
 out-patients.   Waterskiing, Tubing, Fishing, 
    Bocce, Handcycling, Archery, 
    Meal Prep, Outdoor Mobility
     (e.g., modified outdoor wheelchairs)
2008 – 09 2 sessions, 3 days/2 nights TR, RN or Attendant,  Structured
 12 in- and  PT, OT, Peer mentor  Waterskiing, Tubing, Fishing,
 out-patients   Bocce, Handcycling, Archery,
     Meal Prep, Outdoor Mobility
     (e.g., modified outdoor wheelchairs)
2010 3 sessions, 4 days/3 nights TR, RN or Attendant/PSW,  Structured
 25 in- and  PT or OT, Peer mentor, Sailing, Canoeing, Kayaking, 
 out-patients  PTA, OTA Waterskiing, Tubing, Fishing, 
    Bocce, Handcycling, Archery, 
    Meal Prep, Outdoor Mobility 
    (e.g., modified outdoor wheelchairs 

Therapeutic Recreationist (TR), Personal Support Worker (PSW), Occupational Therapist (OT), Physical Therapist (PT); 

Occupational Therapy Assistant (OTA), Physical Therapy Assistant (PTA), Registered Nurse (RN)
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insight on how participants may ben-
efit from the SCRP Cottage Program.

TR Accountability and Program 
Evaluation Framework 

One of the key strategies for ob-
taining funding and clinical involve-
ment for the SCRP Cottage Program 
was to establish a framework of ac-
countability as a means of quality as-
surance. This required the TR depart-
ment to commit to the development of 
a formalized system to measure patient 
goal attainment and to ensure the pro-
gram met its intended purpose. All TR 
activities at Toronto Rehab, including 
the SCRP Cottage Program, are guided 
by the Leisure Ability Model, which 
was designed with the belief that the 
end goal of TR services for clients is 
improved independent and satisfying 
leisure functioning, or a leisure lifestyle 
(Stumbo & Peterson, 2009).  Specifi-
cally, the term leisure lifestyle implies 
that the individual has the necessary 
skills, knowledge, attitudes, and abili-
ties to participate successfully in and be 
satisfied with leisure and recreation ex-
periences that are incorporated into his 
or her individual life pattern (Stumbo 

& Peterson, 2009).  Hence, Toronto Re-
hab provides a comprehensive TR ser-
vice that focuses on leisure awareness, 
activity skills, and resources in order to 
increase patients’ quality of life, inde-
pendence and overall satisfaction with 
their leisure lifestyle.  

With regard to the SCRP Cottage 
Program, this was accomplished in co-
operation with inter-professional team 
members, which strives to increase the 
physical and emotional functioning as 
they relate to leisure, and is designed 
to meet seven terminal performance 
objectives (see Table 2). These termi-
nal performance objectives embody 
the three major categories of service 
described by the Leisure Ability Model: 
1) functional intervention; 2) leisure 
education; and 3) recreation participa-
tion.  The most important features of 
these services are that they are goal-
directed, and client outcome-driven.  
As such, the development and evalu-
ation of the SCRP Cottage Program is 
theory-driven, which has established a 
good platform for supporting analyses 
of how the program can produce de-
sired outcomes (Baldwin, Hutchinson, 
& Magnuson, 2004).   

COTTAGE EVOLUTION AND EVALUATION  27 

  
Table 2 

Terminal Performance Objectives 

To demonstrate the ability to evaluate personal values, attitudes and abilities in relation to leisure. 

To demonstrate knowledge of leisure benefits and barriers that affect personal leisure involvement. 

To demonstrate the ability to transfer skills learned from inpatient or outpatient rehabilitation to a 

community setting. 

To demonstrate the ability to make decisions regarding leisure involvement. 

To demonstrate the ability to acquire leisure activity skills. 

To demonstrate knowledge and related skills for use of specialized leisure equipment. 

To demonstrate knowledge of leisure benefits derived from social networking and peer mentorship.

Table 2

Terminal Performance Objectives



224 Cottage Evolution and Evaluation

An important component of the 
accountability process was the de-
velopment of a program evaluation 
framework. Program evaluation is the 
systematic gathering, analysis and re-
porting of data about a program to 
assist in decision-making, which can 
serve to demonstrate whether clients 
are benefitting from the program, and 
if they are satisfied with the services 
provided (Posovac, 2011).  To improve 
the scope and quality of the existing 
evaluation framework, TR staff part-
nered with the research department to 
review their evaluation survey, which 
was guided by the principles of the 
Leisure Ability Model.  In accordance 
with the model, the evaluation survey 
measured the three key aspects of TR 
service: treatment, leisure education, 
and recreation participation (Stumbo 
& Peterson, 2009). The surveys assessed 
if participants achieved their set leisure 
goals, and if they gained knowledge 
and confidence to overcome barriers 
to participating in outdoor recreational 
activities following the program. Using 
a theory to guide and evaluate practice 
is important since it can help TR pro-
fessionals in determining what may be 
occurring in particular situations and 
what may occur in the future (Devine 
& Wilhite, 1999).  Doing so may lead to 
the development of ‘best practices’ and 
can contribute to identifying areas for 
future research.  Hence, the perceived 
value of TR may be increased when 
practice and research are framed by 
and linked to theoretical foundations 
(Dunn, 1993). 

Although the survey captured the 
noted aspects of the Leisure Ability 
Model by asking questions about edu-
cation regarding leisure and planned 
leisure activities post-discharge from 
the program, data collected about a 

previous program highlighted there 
were some ‘missed opportunities’ in 
evaluating the program’s therapeutic 
benefits. Specifically, the open-ended 
comments from the surveys reported 
a number of benefits reported by the 
participants, which included improve-
ments in mood, self-confidence, and 
self-esteem for participating in out-
door activities. The reported increases 
in these domains indicated that these 
were constructs that could be assessed 
more formally. As well, the sole reliance 
on surveys lacking validity or reliability 
can be problematic given the increased 
importance by the healthcare system  
on having psychometrically sound 
instruments to perform assessments  
(Mordock, 2000; Neill, 2003).  

Based on this review, the existing 
surveys were revised to better assess 
goal attainment and were supplement-
ed with measures of self-esteem, self-
efficacy, and mood since the TR litera-
ture identified that these areas could be 
improved by participating in an OET 
(Levitt, 1994; Vogel, 1989; Voruganti et 
al., 2006).  Further, it was decided that 
including a control group of patients 
who were similar to the cottage group 
but who did not participate in the pro-
gram might be beneficial in better dem-
onstrating the impact of the program 
on well-being. Specifically, if the scores 
on the surveys did not change between 
pre- and posttest for the control group 
but improved for cottage participants, 
then it would enable clearer conclu-
sions on the benefits of the program 
(Posovac, 2011).  It was hypothesized 
that attending the program would yield 
improvements in self-esteem, affect 
and self-efficacy in cottage participants 
while controls would not demonstrate 
any changes in these domains. Thus, 
the following details the outcomes of 



Hitzig, Alton, Leong, and Gatt 225

the program evaluation of the SCRP 
Cottage Program.  

Methods

SCRP Cottage Program 
Participants

A total of 20 in- and out-patients 
attended the SCRP Cottage program, 
which held three consecutive sessions 
with 6-7 participants attending each 
session. However, three did not com-
plete the evaluation component.  The 
remaining 17 persons (3 women) had 
a mean age of 44.5 years and were 11.6 
months post injury.1  Thirteen persons 
had a traumatic SCI, three had a non-
traumatic SCI etiology, and one per-
son who had a non-SCI etiology. Eight 
people had tetraplegia (2 complete [no 
sensory or motor function below the 
level of lesion]), and 7 had paraplegia 
(2 complete), and 2 did not have a level 
of injury due to the nature of their non-
traumatic etiology.  

Measures

SCRP Cottage Program pre-
evaluation (SCP PRE-Eval) and 
post-evaluation (SCP POST-Eval) 
questionnaires.  The SCP PRE-Eval 
and SCP POST-Eval surveys were devel-
oped by the TR department at Toronto 
Rehab.  The surveys were guided by the 
Leisure Ability Model in terms of col-
lecting information related to the lei-
sure goals of cottage participants, and 
to assess if participants achieved their 
leisure goals and gained knowledge and 
confidence to overcome barriers to par-
ticipating in outdoor recreational ac-
tivities following the program. 

Specifically, the SCP PRE-Eval ques-
tionnaire (administered prior to the 

program) asks participants’ to set three 
goals for the SCRP Cottage Program.  As 
well, it asks respondents to identify per-
ceived barriers (none, physical barrier, 
emotional barrier, and/or social barrier) 
to being able to participate in the of-
fered outdoor leisure activities at the 
program.  

The SCP POST-Eval questionnaire 
(administered post-program) evaluates 
goal attainment, planned leisure ac-
tivities in the community, and satisfac-
tion with the SCRP Cottage Program. 
Specifically, the survey asked partici-
pants whether their goals for the pro-
gram were met (achieved versus not 
achieved), and if achieved, their level 
of satisfaction of meeting their goals 
(Likert-scale ranging from 1 [extremely 
dissatisfied] to 10 [extremely satisfied]).  
It also asked participants which ac-
tivities they had tried at the program, 
re-assessed their perceived barriers to 
participating in outdoor activities, like-
lihood of engaging in outdoor leisure 
activities (Likert-scale ranging from 1 
[not at all likely] to 5 [very likely]), and 
level of satisfaction with domains of 
the program (Likert-scale ranging from 
1 [very poor] to 5 [excellent]).  

Self-esteem, affect, and self ef-
ficacy measures.  The following mea-
sures were used respectively to assess 
self-esteem, affect, and self-efficacy in 
the sample. The Rosenberg Self-Esteem 
Scale (RSE; Rosenberg, 1989) is a 10 
item standardized scale that rates self-
esteem, self-worth, acceptability and 
confidence. Higher scores reflect higher 
levels of self-esteem. Reproducibility 
and scalability have been reported as 
good to excellent. Good internal con-
sistency (α = .85) of the RSE has been 
demonstrated in persons with SCI 
(Coyle, Lesnik-Emas & Kinney, 1994). 1Data on months post-injury were not available for 

two persons.
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The Positive Affect and Nega-
tive Affect Schedule (PANAS; Watson 
& Clark, 1988) measures positive and 
negative constructs as both states and 
traits.  Ten descriptors are used for each 
positive affect (PA) scale and negative 
affect (NA) scale to define their mean-
ings. Participants in the PANAS are re-
quired to respond to a 20-item test us-
ing 5-point scale that ranges from very 
slightly (1) to extremely (5).   Although 
not validated for SCI, the PANAS is one 
of the most widely used measures of PA 
and NA. The internal consistency coef-
ficient for PA is 0.89 and for NA is 0.85, 
and the scale has good convergent 
validity with measures of depression 
(Crawford & Henry, 2004).

The Moorong Self-Efficacy Scale 
(MSES; Middleton, Tate & Geraghty, 
2003) is a 16-item SCI-specific measure 
that assesses a person’s self-efficacy. 
Self-efficacy is an individual’s assess-
ment of his/her ability to perform 
behaviours in specific situations (Ban-
dura, 1986).  High scores on the MSES 
suggest high self-efficacy or stronger 
beliefs in the person’s ability to con-
trol their behavior and outcomes.  The 
MSES has been found to be a valid tool 
for persons with SCI, and has a high 
degree of internal consistency (α = 
.92; Miller, 2009). Two items related to 
bowel and sexual functioning were not 
used for the present study to minimize 
burden to respondents.  

Procedure

Participants completed the SCP 
PRE-Eval survey (pre-evaluation only), 
SCP POST-Eval (post-evaluation only), 
RSE, PANAS, and MSES. Due to language 
barriers, two patients only completed 
the SCP PRE- and POST-Eval surveys 
as to minimize administrative burden, 
and one person chose to only answer 
the SCP PRE- and POST-Eval surveys.  

Thus, complete data sets were only 
collected for 14 cottage participants. 
Each assessment for both the pre- and 
post-evaluation was administered by a 
member of the research team, and each 
session lasted for approximately 15 
minutes. The majority of cottage par-
ticipants completed the surveys within 
two weeks prior to attending the pro-
gram and within two weeks after the 
program.  

A control group of persons with 
SCI who did not participate in the 
program (nor in previous cottage pro-
grams) were asked to complete the RSE, 
PANAS, and MSES within the same 
time frames as the cottage participants.  
All potential participants were identi-
fied by members of the clinical research 
team, and efforts were successful in 
finding persons who were comparable 
in terms of impairment (level and se-
verity of SCI), age, and gender. A total 
of 10 participants provided consent 
to participate in the study, but 3 were 
lost to follow-up, resulting in a control 
group of 7 participants (see Table 3).

This study was approved by the 
Research Ethics Board of Toronto Re-
hab, and we the authors certify that 
all applicable institutional and gov-
ernmental regulations concerning the 
ethical use of human volunteers were 
followed.

Analysis
With regard to data on the SCP 

PRE- and POST-Eval questionnaires 
completed by cottage participants (N = 
17), chi-square analyses and Wilcoxin 
t-tests were conducted to determine if 
any changes occurred in participants’ 
perceived barriers to activity partici-
pation from pre- to posttest.  Descrip-
tive statistics were used to summarize 
previous outdoor activity experiences, 
planned activities post-program, and 
satisfaction with the program.
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 For cottage participants (n = 14) 
and controls (n = 7) who completed the 
RSE, PANAS, and MSES, chi-square anal-
yses and Mann Whitney t-tests were 
used to establish equivalency between 
the groups with regard to gender, age, 
impairment, ambulatory status (non-

ambulatory vs. ambulatory), and tim-
ing of assessments (mean number of 
days between pretest and posttest; see 
Table 3).  To determine the benefits of 
attending the program, Kruskal-Wallis 
tests were conducted on the median 
change scores in self-esteem (RSE), af-

COTTAGE EVOLUTION AND EVALUATION  28 

Table 3.  

Demographic and Impairment Characteristics of Sample (N = 21) 
             
        Cottage Participants (n = 14)       Non-Participants (n = 7) 
     Number                  Number              
 
Gender 
Men         11     5   
Women           3     2   
 
Etiology 
Traumatic    11     7 
Non-traumatic      3     0 
 
Impairment 
AISa A       3     1 
AISa B-D    10     6 
Not applicable      1     0 
 
Tetraplegia      6     4 
Paraplegia      7     3 
Not applicable      1     0 
 
Ambulatory Status 
Ambulatory      6     2   
Non-Ambulatory     8     5   
 
Mean Age (SD)    42.3 (33.2)    46.7 (8.0) 
 
Mean Days Post-Injury (SD)  351 (204)    204 (224) 
 
Mean Days for Assessments (SD)  23.5 (6.0)    21.0 (4.9) 
 
Median Self-Esteem Baseline  24.0     22.0   
 
Median Self-Esteem Follow-Up  28.5     26.0 
 
Median Positive Affect Baseline  41.0     36.0 
 
Median Positive Affect Follow-Up  46.8     35.0 
 
Median Negative Affect Baseline  18.0     14.0 
 
Median Negative Affect Follow-Up  13.5     15.0 
 
Median Self-Efficacy Baseline  88.0     82.0 
 
Median Self-Efficacy Follow-Up  92.5     74.0 
 
Note: aAmerican Spinal Injury Association Impairment Scale (AIS); 

Table 3

Demographic and Impairment Characteristics of Sample (N=21)
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fect (PANAS), and self-efficacy (MSES) 
for both groups. 

Results

Cottage participant goal at-
tainment, perceived barriers to 
leisure, and satisfaction.  All partic-
ipants (N = 17) were asked to establish 
three individual goals to be achieved 
at the SCRP Cottage Program, which 
all fell into three broad categories: 1) 
personal growth/development (e.g., “to 
incorporate skills I learned in the hos-
pital and apply them at the cottage”; 
“to become more independent”); 2) rec-
reational (e.g., “I want to learn if there 
is a new sport I can do”; “to learn how 
to adapt my recreation interests and try 
new activities”); and 3) social (e.g., “to 
meet others, exchange ideas with oth-
ers, and share experiences”).  The mean 
level of satisfaction with the achieve-
ment of goals was 8.8 (SD = 0.51).  Of 
the 17 respondents, only 2 reported 
not achieving two of their goals, and 
1 person reported not achieving one of 
them.

The cottage participants (n = 17) 
noted that they had engaged in or had 
experienced a variety of outdoor activi-
ties (canoeing, kayaking, sailing, wa-
terskiing, tubing, swimming, fishing, 
handcycling, bocce, archery, outdoor 
mobility, meal prep) prior to their SCI 
(2 to 13 activities), while the major-
ity had done very few post-SCI (0 to 
6 activities). With regard to perceived 
barriers to participating in the listed 
outdoor activities above, the number 
of perceived barriers did decrease from 
pre- (M = 30.7, SD = 2.1) to posttest (M = 
16.7, SD = 1.5), but chi-square analyses 
revealed that this change was not sig-
nificant (see Figure 1).  

When asked the likelihood of 
continuing with the activities expe-
rienced at the cottage program, ap-
proximately 30% of participants stated 
they were moderately or very likely to 
continue with archery (29.4%), canoe-
ing (29.4%), kayaking (31.3%), and 
tubing (31.3%).  Approximately 40% 
or more stated they were moderately 
or very likely to continue with fishing 
(41.1%), bocce (41.1%), handcycling 
(47.1%), and sailing (52.9%). Finally, 
only 17.7% of participants stated they 
were moderately or very likely to con-
tinue with (adapted) waterskiing.  In 
terms of client satisfaction, participants 
were highly satisfied with the cottage 
experience (M = 4.6; SD = 1.0), except 
for one participant who had limitations 
arising from pain. 

Self-esteem, affect, and self-
efficacy.  As noted, data on the RSE, 
PANAS, and MSES were only collected 
for 14 cottage participants and are 
therein reported (see Table 3). No sig-
nificant differences emerged between 
the cottage and control groups with re-
gard to gender, age, impairment, ambu-
latory status (non-ambulatory vs. am-
bulatory), and timing of assessments.  
As well, baseline values for self-esteem, 
affect, and self-efficacy were found to 
be equivalent between groups.

No significant differences emerged 
in median change scores in the do-
mains of self-esteem or negative affect 
between cottage participants and non-
participants. However, a Kruskal-Wallis 
test found that the median change 
scores were significantly higher in posi-
tive affect, χ2 (1, N =21) = 4.72, p = .03, 
and self-efficacy, χ2 (1, N =21) = 4.56, p 
= .03, in cottage participants compared 
to non-participants. 
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Discussion

The SCRP Cottage Program is a 
unique OET intervention for patients 
with SCI that has evolved by undertak-
ing a number of systematic steps for 
program development and evaluation. 
This included adopting a TR account-
ability framework to inform the devel-
opment of a more rigorous program 
evaluation. Program evaluation is a nec-
essary step for the growth and support 
of any TR intervention as it may help 
to strengthen the value of a program 
by informing evidence-based practice. 
Evidence-based practice implies that a 
higher standard of accountability is be-
ing applied to the development, imple-
mentation and evaluation of services, 
which is reflective of the current cli-
mate of healthcare practices (Baumann, 
2010; Neill, 2003). The development of 
a strong evaluation component may 
also help to address the issue of third 
party payment by contributing to the 
ability of TR staff to create programs 
that are effective in delivering specific 

outcomes and benefits (Lee & McCor-
mick, 2004).  Shank, Kinney, and Coyle 
(1993) note that the necessity to prove 
a cause and effect relationship related 
to improved overall functioning must 
transpire before TR interventions, such 
as OETs, can become a part of insured 
and/or mandated treatment services.  

The outcomes of the program eval-
uation demonstrated that participat-
ing in a therapeutic recreation cottage 
program was a positive experience that 
yielded a number of benefits for people 
with SCI. Firstly, the majority of cot-
tage participants were successful and 
satisfied with achieving their set goals 
for the program. Second, the number 
of perceived barriers to participating in 
outdoor leisure activities decreased, al-
beit not significantly, from pre- to post 
evaluation.  Despite this lack of signifi-
cance of perceived barriers to outdoor 
activity participation, at least 30% of 
the participants reported being mod-
erately or very likely to continue one 
or more of the activities attempted at 
the program.  As well, the ratings of the 
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Figure 1.  Frequencies of changes in perceived barriers to outdoor leisure participation (N = 17) 
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Figure 1.  Frequencies of changes in perceived barriers to outdoor leisure 
participation (N = 17) Note. Boating (Canoeing, Sailing, Kayaking), Water 
activities (Waterskiing, Tubing, Swimming), Land activities (Fishing, 
Handcycling, Archery, Bocce, Outdoor Mobility, Meal Prep).
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program were very high, thus suggest-
ing participants were very satisfied with 
the experience. 

More importantly, there were some 
indications that attending the program 
enhanced psychological well-being.  
Specifically, cottage participants dem-
onstrated significantly higher gains in 
positive affect and self-efficacy com-
pared to non-participants.  For persons 
with SCI, an improved mood state may 
help to the adjustment of living with 
SCI early post-injury (Widerström-
Noga, Felipe-Cuervo, Broton, Duncan 
& Yezierski, 1999). Similarly, high self-
efficacy is associated with better psy-
cho-social outcomes, reduced chronic 
pain, improved physical functioning, 
and improved quality of life (Kennedy, 
Taylor, & Hindson, 2006; Middleton, 
Tran & Craig, 2007; Nicholson Perry, 
Nichols, & Middleton, 2009).  As such, 
identifying interventions that can con-
tribute to gains in self-efficacy early 
post-injury are paramount since they 
may lead to better long-term health 
and well-being.

Overall, our hypotheses regarding 
the benefits of attending a therapeutic 
recreation program were partially con-
firmed. A significant limitation was our 
small sample size, which may have ac-
counted for the lack of effects in nega-
tive affect and self-esteem. Since this 
project was primarily done for program 
evaluation of an existing clinical pro-
gram, it was not possible to randomly 
assign who would participate in the 
program and who would not, and we 
were limited in the number of par-
ticipants we could recruit. Although 
we were able to establish equivalency 
between our groups, recruiting a suffi-
ciently sizable control group was also a 
challenge given the need to administer 
the assessments at comparable times 

to those of the cottage participants.  
Further, we cannot conclusively dem-
onstrate whether the benefits derived 
from attending the program are related 
to being in a ‘natural’ outdoor environ-
ment, if they stem from the social in-
teraction, or from the combination of 
both.  Leisure and recreation programs 
are important for people with SCI, and 
are viewed by these individuals as be-
ing the most preferred rehabilitation 
context (Dew, Lynch, Ernst, & Rosen-
thal, 1983), since they value being able 
to take part of natural social groups 
involving “typical” activities, roles, 
and relationships (Lee, McCormick, 
& Austin, 2001). Future investigations 
employing a qualitative framework are 
warranted to help identify what aspects 
of the cottage program influenced well-
being and to provide suggestions for 
future lines of inquiry. 

 In addition, a time-series design 
may be more informative on wheth-
er the benefits gained by attending 
the program were maintained over 
time by the participants (e.g., adding 
a 3-month follow-up). For instance, 
Voruganti et al. (2006) found that im-
provements gained by persons with 
schizophrenia who attended an adven-
ture- and recreation-based group inter-
vention maintained positive gains at 
one-year post-follow-up with further 
occupational and social gains. Similar-
ly, a follow-up examining whether cot-
tage participants were more likely than 
non-participants to engage in leisure 
activities post-intervention would also 
be informative.

Another benefit associated with 
the program evaluation framework was 
that it allowed for a re-examination of 
the theoretical model driving TR prac-
tice and evaluation. The addition of 
several outcomes (e.g., self-efficacy) has 
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raised the issue on whether the Leisure 
Ability Model can adequately capture 
all aspects of the benefits of the pro-
gram. Although the model is one of 
the oldest and most widely used in TR 
practice, some newer models, such as 
the Leisure and Well-Being Model (Car-
ruthers & Hood, 2007; Hood & Car-
ruthers, 2007;) may be better suited for 
addressing some of the outcomes used 
in the present study.  Well-being has 
many dimensions, including positive 
emotion and experience, and the culti-
vation and expression of one’s full po-
tential (Hood & Carruthers, 2007). As 
such, the outcomes of self-esteem, self-
efficacy and affect used in the program 
evaluation are consistent with this 
model.  However, this does not necessi-
tate the rejection of the Leisure Ability 
Model over another since practitioners 
may choose outcomes and base pro-
grams not on one single theory but on a 
number of theories.  In general, further 
reflection on theoretical issues should 
be undertaken by practitioners when 
selecting outcome measures to ensure 
that the widest and most clinically rel-
evant perspective is maintained.  

In summary, people with SCI face 
life-long challenges to health and well-

being, and the recognition of the im-
portance of leisure in contributing to 
success in these domains is growing.  
Attending a cottage program after SCI 
holds a number of therapeutic benefits, 
and could lead to a greater degree of 
outdoor leisure recreation since this 
aspect of community living becomes 
less of a priority or discontinues com-
pletely post-SCI (Datillo et al. 1998).  
Given that participating in community 
life and social engagement have been 
shown to be significant predictors of 
successful adjustment (Dijkers, 1997) 
and quality of life post-SCI (Lee & Mc-
Cormick, 2004), there is a need for the 
development and continued evaluation 
of outdoor therapeutic recreation inter-
ventions that may serve to promote 
more active and fulfilling lifestyles. Al-
though there may be indoor or urban 
alternatives for achieving similar goals, 
the nature component of the program 
may provide a number of additional 
therapeutic benefits (Maller, Townsend, 
Pryor, Brown, & St Leger, 2006), which 
warrant further exploration.  Hence, TR 
interventions, such as the SCRP Cot-
tage Program, can only grow if they are 
developed and evaluated at a higher 
standard.
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