
 

Informing Therapeutic Practice through 
the Walking Program Experiences of  
Rehabilitation Clients With Stroke and 
Traumatic Brain Injury

The purpose of this interpretive description case study was to explore the therapeutic 
recreation walking program experiences of rehabilitation patients. Scannell and Gif-
ford’s (2010) place attachment framework was used as the interpretive lens. Seventeen 
adults (11 women and 6 men) between 23 and 72 years of age, diagnosed with stroke or 
traumatic brain injury, participated. Data were collected using semi-structured inter-
views, participant observations, and field and reflective notes. The analysis led to three 
themes: (a) the experience of disability, (b) finding camaraderie, and (c) intentional 
therapeutic programming. The findings are discussed in the context of place attach-
ment and their implications for practice, specifically in relation to supporting transi-
tion to community.  
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Individuals who sustain a neuro-
logical trauma due to stroke or traumatic 
brain injury (TBI) may experience losses 
in physical, cognitive, emotional, and or 
communication functioning (Finset & 
Andersson, 2000; Public Health Agency 
of Canada [PHAC], 2011). Subsequently, 
these losses and their resulting effects 
have a negative impact on the quality of 
life of these individuals and their families 
(Barrett, Levy, & Gonzalez Rothi, 2007). 
There are approximately 50,000 strokes 
in Canada each year (Hakim, Silver, & 
Hodgson, 1998), and it is reported that 
315,000 Canadians residing in the com-
munity live with the effects of a stroke 
(PHAC, 2011). In addition, it is estimated 
that every year, thousands of Canadians 
experience permanent disability due to 
TBI and will require special care (Brain 
Injury Association of Canada, 2014). 

Rehabilitation is critical to improv-
ing the likelihood of greater indepen-
dence and quality of life for individuals 
diagnosed with stroke or TBI after release 
from the hospital (Cullen, 2007; PHAC, 
2011). As part of the multidisciplinary 
rehabilitation team, therapeutic recre-
ation (TR) specialists take a holistic ap-
proach to improving functional abilities 
and facilitating community reintegra-
tion following health trauma (Gongora, 
McKenny, & Godinez, 2005). Evidence 
of the important role of TR in improv-
ing functional abilities for clients with 
stroke (Williams et al., 2007) and trau-
matic brain injury (Gongora et al., 2005) 
continues to expand. However, following 
discharge from the hospital, clients often 
experience challenges in complying with 
their rehabilitation prescription, which 
leads to functional regression (Mobily, 
2009). In addition, the transition from 
the rehabilitation hospital to community 
has been identified as an isolating, over-

whelming, and uncertain experience for 
rehabilitation clients (Cott, 2004; Gus-
tafsson & Bootle, 2013). The overarch-
ing purpose of the current study was to 
inform TR practice in how to better sup-
port clients in their transition to commu-
nity recreation programs.

The challenges associated with re-
suming social roles and executing ac-
tivities of daily living can be intensely 
difficult following a health trauma and 
return to community living (Turner, 
Fleming, Ownsworth, & Cornwell, 2008). 
In a study that explored the perspectives 
of clients with physical disabilities to 
better understand client-centred reha-
bilitation, the primary theme identified 
was the need for better transition from 
rehabilitation programs to community 
(Cott, 2004). Participants emphasized 
the critical role of others with similar 
disability experiences in providing mo-
tivation and guidance and the value of 
well-informed client-centered therapists. 
Participants also articulated the need for 
connection with a rehabilitation program 
after leaving the hospital. Similar ideas 
were reported in studies by Ellis-Hill 
et al. (2009) and Gustafsson and Bootle 
(2013) who examined transitions of cli-
ents from the hospital to the home after 
a stroke. Clients in both studies described 
the importance of having a partnership 
with health professionals, who provided 
support within the hospital setting and in 
the community. In 2008, Turner and col-
leagues performed a review of the litera-
ture of hospital to community transitions 
for individuals with acquired brain inju-
ry. Findings of this review reinforced the 
challenges associated with transition, and 
the need for follow-up support services 
in the community. Finally, Cott, Wiles, 
& Devitt (2007) investigated issues of 
continuity and transition experienced by 
rehabilitation clients following a stroke. 



The authors distinguished between two 
types of transitions. First, was the transi-
tion from “the non-disabled to the dis-
abled self ” (p. 1567) and second, were the 
various transitions that occurred through 
the rehabilitation process (e.g., acute care 
to inpatient rehabilitation to community 
transition). Cott and colleagues (2007) 
criticized rehabilitation services as plac-
ing too much emphasis on improving 
clients’ functional outcomes and a lack 
of attention to supporting adaptation to 
disability. The theme of adjusting to dis-
ability was also highlighted in the work 
of Lawson (2011) who explored the per-
spectives of stroke survivors on com-
munity participation and quality of life. 
Expanding our understanding of the 
transition experiences of clients to con-
sider not only the move from the hospital 
to the home but to also include a move 
from non-disabled to disabled is critical 
to informing TR practice.

A variety of models exist to help un-
derstand the processes of transition and 
community reintegration following re-
habilitation (for examples see Cott et al., 
2007). In this study, we elected to use a 
less commonly applied framework to this 
issue, in order to expand differently on 
this knowledge base and because of its fit 
with the study problem described below. 
Place attachment can be understood as 
an emotional bond that a person has to a 
meaningful place (Low & Altman, 1992). 
According to the work of Scannell and 
Gifford (2010), place attachment is a mul-
tifaceted concept characterized by three 
dimensions: person, psychological pro-
cesses, and place that may overlap or be 
treated as mutually exclusive. The person 
dimension may refer to an individual and 
the significant experiences and personal 
connection s/he has to a place and/or to 
the importance and collective meanings 

of a place that are shared by a group. Indi-
vidual and group level experiences, when 
positive, can interact to result in greater 
attachment. Just as negative experiences 
can have the opposite effect. The psycho-
logical processes dimension considers 
the role of affect, cognition, and behavior 
in attachment. Affect concerns the emo-
tional bond a person or group has to a 
place and associated feelings (e.g., pride, 
love, sadness, despair) that may charac-
terize this relationship. Cognition is com-
prised of “the memories, beliefs, mean-
ings, and knowledge that individuals 
associate with their central settings [that] 
make them personally important” (p. 3). 
Behaviour is characterized as the actions 
taken by a person in relation to a place, 
for example, maintaining proximity, re-
turning, remaining distant, or physically 
reconstructing a place. The third dimen-
sion of the framework is the actual place 
to which a person is attached and can be 
separated into two levels: physical and 
social. The physical level encompasses 
the physical characteristics or features of 
a place. The social level involves aspects 
such as group identity and social connec-
tions, and relationships that emerge with-
in a place. The attachment one holds to a 
place may be highly personal and variable 
in its importance and strength (Scannell 
& Gifford, 2010). 

The purpose of this study was to ex-
plore the experiences of rehabilitation cli-
ents diagnosed with stroke or TBI, who 
participated in a rehabilitation hospital 
TR walking program. The goal was to in-
form TR practice in how to best support 
clients’ adaptation to disability and tran-
sition to community programs follow-
ing hospital rehabilitation. The primary 
motivation for this study emerged from a 
practice-based problem. Despite repeated 



attempts by the TR specialists at the reha-
bilitation hospital to transition clients to 
community-based physical activity par-
ticipation, clients were persistent in their 
return to the hospital walking program. 
As Thorne, Reimer Kirkham, & Mac-
Donald-Emes (1997) recognized, there is 
a need to inform practice in a way “that 
contributes directly to our understanding 
of how people experience their health” 
(p.173). Therefore, we sought to under-
stand, from the perspectives of clients, 
what aspects of the program and their 
experiences there, led to their continued 
engagement. Because of its emphasis on 
the person, psychological processes, and 
place, the framework of place attachment 
appeared to be a comprehensive and rel-
evant lens through which to interpret 
these experiences and in particular, be-
cause they were tied to a persistent return 
to a “place” (i.e., the walking program at 
the rehabilitation hospital). Finally, the 
walking program consisted primarily of 
recreational level exercise, an important 
example of how TR can expand its rele-
vance by including physical activity in its 
repertoire (Mobily, 2009; Richeson, Cro-
teau, Jones, & Farmer, 2006).

We used qualitative case study and 
interpretive description (ID) as the meth-
odological approaches to our study. Case 
study examines a bounded system or case 
over time through the in-depth collection 
of multiple sources of evidence within a 
real-life context (Creswell, 2013). In-
terpretive description is a qualitative 
approach that recognizes the human 
experience as both constructed and con-
textual while leaving room for collective 
realities and is embedded within an inter-
pretivist paradigm (Thorne et al., 1997). 
This approach responds to the “need for 

new knowledge pertaining to the sub-
jective, experiential, tacit, and patterned 
aspects of human health experience…
so that we will have sufficient contextual 
understandings to guide future decisions 
that will apply evidence to the lives of real 
people” (Thorne, 2008, p. 36). Our re-
search team was comprised of a Univer-
sity researcher with interests in disability, 
physical activity, and recreation; a recre-
ation therapist with a graduate degree, 
and a graduate student (field researcher) 
with expertise in case study and working 
with people who experience marginaliza-
tion.

The case for this study was com-
prised of 17 people (11 women and 6 
men, aged 23 to 72 years, mean age: 55.5 
years), who were current and former re-
habilitation clients actively taking part in 
a specialized services walking program 
at a rehabilitation hospital in a large Ca-
nadian city. The sampling approach was 
both purposeful and of convenience (Ma-
yan, 2009). Length of involvement in the 
program ranged from one month to sev-
en years with an average of approximately 
3.5 years (based on self-reports), at the 
time of the study interviews. Participants 
were referred to the walking program by 
a TR specialist or a professional in an al-
lied health discipline (e.g., occupational 
therapy, psychology, dietetics) at the 
hospital. Each participant had sustained 
a neurological trauma leading to the pri-
mary diagnosis of stroke or TBI and as a 
result experienced wide-ranging impair-
ments in cognitive, emotional, social, and 
physical functioning. In order to take 
part in the program, participants com-
pleted a pre-program functional assess-
ment (i.e., a timed and measured walking 
test) conducted by a TR specialist. The as-
sessment consisted of being able to walk 



100m with or without a mobility device 
with the potential to walk 1500m within 
60 min with or without the mobility de-
vice. The walking program was designed 
and implemented by a TR specialist. The 
primary goal of planning was to improve 
participants’ physical function for walk-
ing; however, the need for social interac-
tion and the systematic development of a 
social community, were also recognized. 
Motivational strategies that consisted of 
tracking distances and laps, and individ-
ual and group challenge activities were 
developed. Finally, a risk management 
component and environmental scan were 
performed. Once implemented, the pro-
gram took place two mornings a week 
for one hour at the hospital. It consisted 
of a short warm up; walking laps around 
the hospital hallways, which had signage, 
rest stops, and nearby bathrooms; a cool 
down; and was typically followed by a 
coffee time social in the nearby cafeteria. 
Volunteers and additional staff supported 
individual participation in the program. 
A TR specialist organized the walking 
activities, was a source of health infor-
mation, and provided encouragement to 
participants. Primary evaluation consist-
ed of a timed and measured walking test, 
as well as tracking individual participa-
tion rates and milestones in keeping with 
the primary purpose of the program. 
Once participants could consistently walk 
1500m within 60 min, they were referred 
to a community-based walking program. 
However, participants defied these refer-
rals and continued to return to the hos-
pital program. This provided the impetus 
for the study and a critical opportunity to 
evaluate the walking program and inform 
TR practice with regard to transitions 
to community programs. The study was 
approved by a University research ethics 
board and only participants who con-
sented took part. The field researcher was 

responsible for all aspects of participant 
recruitment and in-person data collec-
tion. Participants were also informed of 
the involvement of the recreation thera-
pist in the study; the recreation therapist 
did not participate in recruitment or the 
study interviews.

Observations and field notes. The 
field researcher attended the walking pro-
gram two days per week over a period of 
four months for a total of 31 visits and 62 
hours. Although her involvement began 
as an observer to gain a sense of the over-
all program structure and culture and to 
develop rapport with the participants, she 
quickly moved into the role of participant 
observer, where she would walk and chat 
with other program participants while 
they completed their laps and visit dur-
ing the post-walk coffee time (Creswell, 
2013). This participation allowed her to 
gain entry into the everyday program 
experiences of the participants (Mayan, 
2009). Following each program visit, the 
field researcher took detailed notes of 
what she observed and experienced at the 
program, and documented some prelimi-
nary interpretations (Mayan, 2009).  

Semi-structured interviews and 
reflective notes. We developed a semi-
structured interview guide (see Table 1 
for a sampling of questions) to ensure 
certain questions were asked of each par-
ticipant, but still afforded the flexibility 
to pursue different topics based on their 
responses (Creswell, 2013). The guide 
was developed by the research team and 
practiced in a pilot interview. Interviews 
ranged from approximately 30 min to 1 
hr and 9 min and lasted an average of 42 
min. Following each interview, the field 
researcher took reflective notes, docu-
menting insights and initial interpreta-
tions (Mayan, 2009).



The interpretive analysis followed 
Morse’s (1994) concepts of comprehend-
ing, synthesizing, theorizing and recon-
textualizing, and asking questions of the 
data such as: “Why is this here? Why not 
something else? And what does it mean?” 
(Thorne, Reimer Kirkham, & O’Flynn-
Magee, 2004, p.13). This process, rather 
than being technical and following a 
prescribed series of detailed steps, is es-
sentially experiential and engages the 
researcher’s ability to realize patterns in 
the data and to “retrace a line of logical 
reasoning among and between pieces of 
data” (Thorne et al., 2004, p.14). To this 
end, we engaged in an iterative process 
of moving in and out of the data through 
text, ideas, and discussions with each 
other (Thorne, 2008). The transcribed in-

terviews served as the primary sources of 
data. To provide context for the interview 
data, multiple readings of the observation 
field notes and respective reflective notes 
took place prior to delving deeply into 
each interview. During the analysis of 
the individual interviews, which also in-
volved multiple readings, noting patterns, 
and identifying key features, the observa-
tion field notes and reflective notes were 
revisited to support and challenge un-
derstandings of the interviews. Moving 
between these different sources of trian-
gulating data allowed for more nuanced 
and meaningful interpretations leading 
to greater authenticity in the way par-
ticipants’ perspectives could be shared. 
Through multiple readings of the obser-
vation field notes, reflective notes, and 
interview transcripts and having identi-

Questions 
 
Can you tell me about your experiences in the walking program? 
 
What do you like/dislike about the program?  
 
Is there anything you would change about the program? If so, what? 
 
What kinds of things make it easier/more difficult to take part in the program? 
 
Is walking with other rehabilitation patients important to you? Why/why not? 
 
Have you considered walking in the community? Can you tell me about that? 
 
Do you have any concerns about leaving the hospital walking program? 
 
When you think about leaving the walking program do you think you will continue to 
walk/exercise? 
 
What kind of support would help you to continue walking/exercising after you leave the 
program? 
 
What kinds of things do you think would make it difficult to be able to maintain an 
exercise/walking program after you leave the hospital? 
 

 



fied the key patterns, ideas, and features 
of each interview, we also used a process 
of constant comparison. This involved 
comparing data and ideas from one in-
terview with those of the other interviews 
in order to produce conceptualizations of 
how the various data connected, which 
led to the generation of different themes 
(Thorne, 2008). The themes were derived 
through in depth discussions of the com-
monalities across interviews but also 
challenged by what might have differed. 
In order to capture the essence of the per-
spectives and experiences of participants, 
the final themes were collectively deter-
mined based on pervasiveness, relevance, 
and representativeness.

We endeavored to be rigorous 
throughout the research process and re-
porting (Thorne et al., 1997). To this end, 
we engaged in reflective bias acknowl-
edgement through recognition and re-
flection of our own positionalities and 
beliefs about the nature of our research 
and the broader context within which it 
was located. The process of interpretation 
was enriched and contextualized through 
field and reflective notes that captured 
the setting and nature of the context from 
which data had been collected. Defen-
sible direction retracing was made pos-
sible by these documentations, as well as 
detailed descriptions of our analytic pro-
cess and decisions made throughout the 
research process. Finally, in the presenta-
tion of this manuscript, we provide rich 
information to allow the reader to follow 
our reasoning and to judge the represen-
tativeness of the interpretive description 
(Thorne et al., 1997).

The interpretive analysis led to the 
generation of three themes: (1) the ex-

perience of disability, (2) finding cama-
raderie, and (3) intentional therapeutic 
programming. These themes are not mu-
tually exclusive in that descriptions pre-
sented in one theme may also reappear or 
have relevance to the other themes.   

The experience of disability was ex-
pressed through participants’ descrip-
tions of the impact of stroke or traumatic 
brain injury on their ability to function in 
a range of areas. One participant articu-
lated, “A lot of the time I can be very for-
getful, short-term memory loss and ev-
erything” and another shared, “I did a lot 
of work to get this far ‘cause I wasn’t walk-
ing or talking right after the aneurysm 
thing.” Participants also shared how these 
functional changes had consequences for 
their relationships, emotional well-being, 
and lifestyle. Examples included: “I can’t 
visit all the people, some have stairs, no 
railings and I can’t get there,” “social isola-
tion is a factor…a cause of depression…
without the ability to travel somewhere to 
make contact with others, I feel very iso-
lated,” and “I’m not able to drive because 
of my stroke….I tried three times and I 
was so disappointed I’d never be able to 
drive.” In the context of the walking pro-
gram, the challenges associated with the 
experience of disability were also high-
lighted. As another participant stated, 
“Sometimes you’re just tired…you can’t 
walk you know. You’re tired you’re hav-
ing a really bad day with your left side or 
whatever. You’re limping, you’re tripping 
and…you would just rather, you know, 
sit. Fatigue’s a major issue.” 

Participants also recognized how the 
walking program contributed in posi-
tive ways to their functioning and health. 
One participant described how the walk-
ing program benefitted her. She shared, 
“I had a really hard time swinging my 



arm naturally…I spent probably two to 
four months walking in walking group 
holding everybody’s hand…and my arm 
now swings pretty naturally.” Additional 
benefits articulated by participants in-
cluded helping with “chronic fatigue and 
pain,” “to keep in shape,” “improve my 
walking,” better control of my body, and 
“strengthen[ing] my legs.” The program 
also provided opportunities for partici-
pants to safely engage in walking, in a 
way that was not possible outside of the 
hospital setting. This was expressed by 
one participant who said:

For that hour they get up out of 
their wheelchair and they walk. 
They don’t go far, they never, I’ve 
never seen any of those three 
people do more than half a lap. 
But that doesn’t matter, ’cause 
they do half a lap. 

Participating with others who also expe-
rienced disability was articulated as sig-
nificant to the positive walking program 
experiences of participants. As one par-
ticipant revealed:

You can’t underrate spend-
ing a couple hours a week with 
people who have gone through 
something in life similar to you. 
Whether it’s the same or differ-
ent, whether it’s a stroke or it’s 
a car accident or whatever, but 
they’ve gone through a life trau-
ma that has juggled their life in 
a similar way to yours.  

The experience of disability was at the 
forefront of participants narratives about 
their engagement in the walking pro-
gram. Its impact and relevance was ar-
ticulated throughout the interviews and 
captured in all of the study themes.

The shared experience of disabil-
ity was critical to finding camaraderie 
among the walking group participants, 
the second theme of this study. The com-
monalities associated with experiencing 
a neurological trauma and subsequent 
major life changes created a “certain 
bond,” sense of comfort and understand-
ing for participants. According to one 
participant, “You don’t have to explain 
yourself all the time to people, like you 
know, why you’re tired or why you don’t 
feel like doing something…everyone has 
experienced similar things…everybody 
has a good understanding of everybody’s 
limitations.” This understanding was not 
only critical to developing a sense of be-
longing in the group it also was an im-
portant source of support and helped to 
normalize the participants’ experiences 
as expressed in the following quote:

We understand each other, 
whether it’s a stroke, an aneu-
rysm, whatever else, we all had 
brain injury…we’re friends, 
even family, even our spouses 
can’t understand what these 
people can. And we, we talk 
about things, experiences, we 
have fun, we laugh…you fit 
right in.

Being part of the walking group afforded 
opportunities to “talk about problems” 
with others “willing to listen to you” and 
who are “all there for you” but also to 
“help pass the time…gabbing and jab-
bering” while walking and then to “sit 
around and drink coffee …”  

Importantly, finding camaraderie 
provided motivation to attend the walk-
ing program for many of the participants 
who came “for the people” and to reduce 
“social isolation.” In fact, a number of 
participants indicated they “wouldn’t 



do it [walk]” without the support of the 
walking group. Motivation was also dis-
cussed as it related to the “discipline of 
walking” “and the camaraderie that goes 
with a shared goal.” Having a common 
goal, with others “actively trying to reha-
bilitate themselves, who are committed to 
doing something healthy,” both encour-
aged and inspired participants. This was 
apparent in the following quote:

I was chasing him around, nev-
er could catch up to him. And 
then he went and sat down and 
every time I did a lap he would 
say ‘hey.’ You know, every time 
I walk in, someone says… ‘good 
going’ or some encouragement. 
 

Despite diversity in walking abilities hav-
ing a common experience and shared 
goal provided the foundation for mean-
ingful camaraderie and motivation to 
continue to “push yourself…go a little 
further, maybe go a little faster.” 

Participant interviews and obser-
vations also revealed the many ways in 
which the walking program was located, 
designed, and implemented within the 
hospital setting to support the engage-
ment of participants. Participants’ expe-
riences of disability and desire for cama-
raderie were anticipated, considered, and 
responded to through intentional thera-
peutic programming, the final theme of 
this study.    

Participants referred to various fea-
tures of the walking program that in-
creased their success, comfort, and safety. 
Some of these were structured by the TR 
staff, for example, “they provide seats [so] 
that you can rest when you walk,” “mark-
ers to say where you’re going,” and “you 
can go at your own pace, because you can 
go with other people or you can go by 

yourself.”  Others were a reflection of the 
location of the program within the hospi-
tal. The hospital was described as a great 
place for walking because  “it’s familiar,” 
“there are bathrooms around,” “it’s safe. 
There’s no stumbling on the floor, it’s all 
smooth, no curbs to worry about” and 
“it’s indoors” which was very important 
for safety, “especially for the winter time.” 
When discussing safety, participants in-
dicated the importance of having some-
one to “be there in case…a person runs 
into trouble or something” and “some-
body that is qualified to handle an emer-
gency.” TR staff were viewed as having 
an essential expertise and interest in the 
health of the participants. Volunteers and 
other walkers were recognized as contrib-
uting to the safety of the participants as 
well, for example, one interviewee said, 
“some people get disoriented with…
where to walk and they need somebody 
to walk with.” 

In addition to their health expertise, 
the enthusiasm of the TR staff who en-
couraged, counseled, and provided lead-
ership, were often characterized as mo-
tivating. Motivation was recognized as 
critical to the active engagement of par-
ticipants and several structures were put 
in place by the TR staff to this end. This 
was done, for example, through “record-
ing your distances and keeping track of 
how far you’ve gone in total” and getting 
certificates, “a slap on the back…for mile-
age, goal setting.” Participants indicated 
this type of information and recognition 
was necessary because you are able to “see 
your progress and you have something to 
work towards” and “to be proud of.” For-
malized group goal setting and recogniz-
ing milestones were a fun and meaning-
ful source of motivation and helped to 
develop camaraderie as described in the 
following quote:



When we first hit 1,000 kilo-
metres…we had a big party…
and then somebody from ad-
ministration come [sic] out and 
shake your hand…sometimes 
they would walk with us on 
these special occasions…we had 
green shirts, then we had blue 
shirts….when we hit the 10,000, 
well, we did have a party and it 
was good.

In consideration of these different mo-
tivational strategies to increase walking, 
one participant expressed that they also 
created “a sense of community…being 
part of the hospital and part of the rehab 
setting makes it [the program] what it is.” 
When asked about attending a program 
outside of the hospital, most participants 
indicated they would either not attend or 
simply preferred to continue in the cur-
rent program. Intentional therapeutic 
programming accounted for participants’ 
experiences of disability, and their need 
for encouragement and meaningful inter-
actions with others in an accessible set-
ting.  

In the discussion we interpret our 
findings through the lens of Scannell and 
Gifford’s (2010) place attachment frame-
work.  In the context of this discussion, 
the place to which we refer is the walking 
program and all that it encompasses. In 
this section, we also outline some of the 
implications of our work and applications 
for practice as it relates to community 
transition.

Person. At the person level, place at-
tachment was evident in the individual 
experiences of the participants, but also 
in the collective meanings assigned to the 

walking program by the group. Partici-
pants articulated their personal challeng-
es and triumphs that made the program 
a significant part of their lives (Manzo, 
2005). Accomplishing milestones and 
realizations tied to the experience of dis-
ability led to a personal connection to the 
walking program and likely contributed 
to a more stable sense of self in the con-
text of uncertainty (Scannell & Gifford, 
2010) due to health trauma (Turner et al., 
2008). The meaningfulness of these “ex-
periences-in-place” created positive at-
tachment to the walking program (Man-
zo, 2005, p. 74). At the group level, this 
meaningfulness was generated through 
the experiences of acquiring and living 
with a disability, or moving from non-
disabled to disabled (Cott et al., 2007), 
that were shared among participants as 
part of their engagement in the program 
and time spent together. These collec-
tively held understandings of disability 
connected participants to each other in 
ways similar to how culture ties people, 
through previous experiences and values 
to places, leading to a sense of communi-
ty and attachment to the places in which 
they practice (Scannell & Gifford, 2010). 
The negative experience of moving from 
non-disabled to disabled created a posi-
tive bond among participants and attach-
ment to the program both as individuals 
and group members.

Psychological processes. The psy-
chological processes of affect, cognition, 
and behavior demonstrated the nature of 
the relationship participants had to the 
walking program and their desire to con-
tinue to attend. Participants shared their 
emotional connection to the program 
expressing feelings of comfort that came 
with being understood, a sense of pride 
that accompanied accomplishments, and 
a sense of well-being when surrounded 
by others who could relate and provide 



support. Negative affect was most often 
referred to in the context of describing 
the experience of disability. Similar to the 
stroke survivors in Lawson’s (2011) study, 
participants in the walking program de-
scribed how adjusting to disability was 
difficult and frustrating. This experience 
can also be characterized by feelings 
of uncertainty that are often associated 
with displacement or stated differently, 
as lack of continuity in a study by Cott et 
al., 2007. These types of negative experi-
ences have received little attention in the 
place literature, but are highly relevant 
to understanding attachment (Manzo, 
2005). The walking program provided 
consistency and reassurance, leading 
to a desire, on the part of participants 
to stay close to it. Through a cognition 
lens, places become important because 
of the meaning they hold for people and 
contribute to how they see themselves 
(Scannell & Gifford, 2010). Participants 
often spoke about the sense of belonging 
they experienced in the program because 
they could identify with the group (Cott, 
2004). This familiarity strengthened their 
attachment to the program. Participants 
also had beliefs about the program as a 
safe place to be, which led them to re-
turn (Manzo, 2005). Their views of the 
community as “unsafe” also appeared to 
reinforce a desire to remain distant from 
walking outside of the hospital setting in 
keeping with understandings of transi-
tion to community as uncertain and chal-
lenging (Cott, 2004; Gustafsson & Bootle, 
2013).  Participants continued attendance 
at the walking program, even following 
discharge, can be identified as a proxim-
ity maintaining behavior and an indica-
tion of the significance of the program in 
their lives. 

Place. According to Stedman (2002), 
it is not the physical characteristics of a 
place that people become attached to, 

but what the characteristics represent 
and mean for people. In this sense, the 
walking program with its accessible fea-
tures (e.g., signs, smooth walking path) 
and programming, supported the par-
ticipants’ goals of functional improve-
ments and better health. In extension, 
these resources represented the possibil-
ity of acquiring a variety of benefits from 
participation in a safe and familiar place, 
thereby strengthening their attachment 
to the program (Manzo, 2005). The so-
cial affordances of place were abundant 
in participants’ descriptions. Relation-
ships with others are often associated 
with meaning and experiences (Low & 
Altman, 1992; Stedman, 2002). Social 
relationships, a sense of belonging, fa-
miliarity, and group identity were among 
the strongest contributors to participants’ 
expressions of attachment to the walk-
ing program and particularly relevant to 
their disability experiences (Cott, 2004; 
Lawson, 2011). Relationships with the 
TR specialists and other volunteers in 
the program further supported the im-
portance of having strong partnerships 
with health professionals (Ellis-Hill et 
al., 2009; Gustafsson & Bootle, 2013) 
and highlighted key helping relation-
ship characteristics of TR specialists (see 
Austin, 2004). It is these relationships 
and related features that appeared to be 
most relevant to participants’ continued 
engagement in the walking program, are 
likely to significantly influence the suc-
cess of transition to community based 
programs, and potentially support reas-
suming social roles and activities of daily 
living (Turner et al., 2008). 

Place attachment provided a use-
ful lens through which to interpret and 
understand the walking program expe-
riences of people diagnosed with stroke 



and TBI. In the context of the current 
research, it has important implications 
and applications for practice, specifically 
as it relates to supporting clients’ transi-
tion from non-disabled to disabled and 
from the hospital to community-based 
programs. In many ways, transition 
might well be equated to the concept of 
displacement which can be particularly 
distressing when it is not self-initiated 
(Manzo, 2005). Participants experienced 
a transition to disability (i.e., from abled 
to disabled) which was not of their choos-
ing, a second transition within the hospi-
tal (e.g., from acute care to rehabilitation) 
and another transition when discharged 
from the hospital (Cott et al., 2007). Al-
though the emphasis of this study was 
on the walking program experiences of 
participants, which were primarily posi-
tive and led to positive place attachment 
interpretations, also evident was how 
this attachment could be problematic for 
transition to community. The community 
was perceived to be unwelcoming and 
unsafe by many of the participants. The 
juxtaposition of these feelings with their 
walking program experiences appeared 
to reinforce a desire to remain distant 
from the community (Manzo, 2005). The 
primary implication and application to 
practice is therefore based on the nature 
of the attachment to the program and 
how it can inform practice and lessen the 
uncertainty and stress that accompanies 
transition to community (Cott, 2004; 
Gufstaffson & Bootle, 2013).

Scannell and Gifford (2010) de-
scribed a form of place reconstruction 
that happens when people must relocate 
and they deliberately seek a new place 
that is reminiscent of the old place. In this 
sense, people try to recreate the familiar-
ity and bond that was the foundation for 
their initial place attachment. This type 
of reconstruction has been associated 

with the rebuilding of places following 
disasters (e.g., Chamlee-Wright & Storr, 
2009). Drawing from the experiences of 
our study participants, we recommend 
the re-creation of place as a primary strat-
egy to enhance the adaptation to disabil-
ity and transition from the hospital based 
walking program to one in the commu-
nity. The implications of this strategy are 
as follows: (1) a physical location that is 
walking accessible and can be modified 
to accommodate the functional needs of 
participants (e.g., signage, rest areas); (2) 
a TR specialist who is well versed in the 
health conditions of each participant, can 
respond competently in an emergency, 
who is able to both organize the program 
and implement motivational strategies, 
and can be part of the actual transition; 
and (3) a process by which participants 
are transitioned as a collective to the 
same community-based program. The 
second implication highlights the critical 
role of the TR specialist in the transition 
process. Within the context of helping 
relationships, a range of key professional 
characteristics have been identified. Of 
particular relevance to this study are TR 
specialists who are able to communi-
cate effectively (e.g., regarding program 
goals and liaising with community), pos-
sess specialized knowledge (e.g., specific 
health conditions, individual participant 
needs, and appropriate program plan-
ning), and have a strong belief in recre-
ation experiences (e.g., energy and moti-
vational leadership) in order to support 
the transition of rehabilitation clients 
(Austin, 2004). Importantly and as high-
lighted through the participation of the 
TR specialist as a co-researcher in this 
work, a valuing of the client’s perspective 
and the importance of research collabo-
ration (Paterson, Rachfall, & Reid, 2013) 
are also critical to informing practice. The 
final strategy is in keeping with the sug-



gestion of one participant who said, “the 
most essential thing that you would have 
to do to transition them is to probably 
take us in small groups.” In re-creating the 
walking program through these evidence 
based strategies, we hope that some of the 
difficulties associated with disability and 
community transition may be alleviated. 

We acknowledge several limitations 
to our study. In the interviews, partici-
pants varied considerably in their abilities 
to respond to questions and communi-
cate their experiences due to impairment. 
This may have resulted in the underrepre-
sentation of certain perspectives. Second, 
although participants were informed of 
the role of the TR specialist in the study 
and we minimized her involvement in 
the interview process, social desirability 
(e.g. participant’ desire to support the TR 
specialist) may have influenced interview 
responses. 

Our primary suggestion for future 
research is based on our endorsement of 

a place re-creation strategy to enhance 
transition. Action research and case study 
are both well suited to examining the 
transition experiences of rehabilitation 
clients to community-based programs 
that are developed through the findings 
and subsequent recommendations of this 
study. We also advocate for the use of ID 
in the field of TR as a method that pro-
vides an important window into peoples’ 
experiences of their health (Thorne et 
al., 1997), thereby informing clinical and 
community practice in our field.

In closing, acknowledging the ex-
perience of disability, the importance of 
camaraderie, and the need for intentional 
therapeutic programming are paramount 
to successful community re-integration. 
Reconnecting rehabilitation clients with 
community recreation will require pur-
poseful and ongoing management. The 
perspectives of clients are critical to un-
derstanding how to enhance transition 
and to informing the everyday practices 
of TR. While the voices of clients have 
been acknowledged in the disability stud-
ies and sociology of rehabilitation lit-
erature, little attention has been afforded 
their perspectives in the health profes-
sional literature (Cott, 2004).
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