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Abstract

The World Health Organization’s ICF shifts the focus of health from functional ability to 
improved capacity for living with the consequences of conditions such as a stroke. Reintegration 
into the family and community are seen as a measure of health. Seventeen couples in which one 
partner has had a stroke and were at least 6 months post discharge from a health facility took part 
in a project to develop a multidisciplinary family centered community stroke program.  Partici-
pants self-reported their involvement in individual and community leisure pursuits and completed 
the Leisure Diagnostic Battery (LDB; Witt & Ellis, 1989) at pre- and post-treatment and 8-month 
follow-up to evaluate the Therapeutic Recreation Services component of this program. Participants 
were found to have increases in their perception of opportunities for leisure and the actual amount 
of involvement they had in community programs. Spouses’ perception of the leisure competence 
of the individual who has had a stroke also increased. 
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Health is defined “as a state of complete 
physical, mental and social well-being and not 
merely the absence of disease or infirmity” 
(World Health Organization, 1980, p. 1). There-
fore, the pursuit of improving someone’s health 
cannot merely seek to reduce premature death 
due to disease and injury but rather to improve 
the capacity to live full lives as individuals and 
as members of society (Brundtland, 2002). A 
healthy leisure lifestyle is an important compo-
nent of every person’s well being and reflects 
this definition of health. Clinical experience 
demonstrates, however, that many individuals 
and their families who have experienced a sig-
nificant life changing event or trauma such as 
a stroke report a reduction in the quantity and 
quality of their leisure and recreation activities. 
Researchers have found that individuals who 
had experienced a stroke and who had been 
discharged from a rehabilitation program had 
a significant deterioration of their pre-stroke 
leisure activities (Bhogal, Teasell, Foley & 
Speechley, 2003; Davidson & Young, 1985; 
Holbrook & Silkbeck, 1983).  Triggs, Wood 
and Hewer (1999) stated, “not only does the 
frequency of participation in leisure activities 
change, but also the amount of satisfaction 
gained” (p. 346).  The disabling conditions that 
these families experience following a stroke 
leave them with barriers (perceived and real) 
that prevent them from participating in activi-
ties and the community as fully as they would 
like.  When promoting improved capacity for 
health and community reintegration, it makes 
sense to involve the individual who has had 
a stroke with a significant family member in 
leisure services as a means of providing social 
support for those living with the aftermath of 
stroke.  

The purpose of this project, of which 
Therapeutic Recreation Services were a part, 
was to develop a multidisciplinary Family 
Centered Community Stroke (FCCS) program.  
The literature suggests that strong family re-
lationships contribute to resilience in the face 
of challenges such as chronic illness and dis-
ability (Helgeson & Cohen, 1996; Johnson, 
2002; Rolland, 1994).  The FCCS Program 
was developed and evaluated in an attempt to 
contribute to the knowledge base about how to 
strengthen family relationships post stroke.  In 
order to accomplish this goal, the team mem-
bers (i.e., Speech Therapist, Family Therapist, 

Physiotherapist, Recreation Therapist, Exer-
cise Therapists, Social Worker/Case Manager, 
Communication Disorders Assistant, Activities 
Programmer, and a Volunteer/Individual who 
has had a stroke) provided their interventions 
to couples together in a couples’ group therapy 
format.  This format differed from the trad-
itional format of providing interventions to 
only the individual who had a stroke or involv-
ing family members in separate caregiver only 
groups. 

Literature Review
A growing body of literature suggests that 

chronic illness not only has an impact on the 
person who is ill but also on family members 
and in turn their health may be compromised 
(Berg, Palomaki, Lonnqvist, Lehtihalmes, & 
Kast 2005; Rolland, 1994; Visser-Meily, Post, 
Schepers & Lindeman, 2005).  The encourag-
ing news is that evidence indicates that well 
functioning families do better post stroke (Tea-
sell et al., 2005) and the family therapy field 
has the means to reduce relationship distress 
(Johnson, 2004; Stiell & Gailey, 1995).  One 
of the most effective approaches in alleviating 
relationship distress is Emotionally Focused 
Therapy (EFT), which was incorporated into 
this project.  EFT, which is also used with 
couples and families (Johnson, Maddeaux, & 
Blouin, 1998), has demonstrated clinical ef-
fectiveness (i.e. large effect size of 1.3) with 
distressed couples (Johnson, Hunsley, Green-
berg, & Schindler, 1999).  It has been success-
fully used in treating relationship distress that 
co-occurs with a number of problems including 
chronic illness (Cloutier, Manion, Walker, & 
Johnson, 2002).

 Emotionally Focused Therapy is based on 
the tenets of attachment theory (Bowlby, 1988), 
which is one of the most promising theories of 
romantic relationships (Hazan & Shaver, 1987; 
Johnson & Whiffen, 2003).  The goal of EFT 
is to help couples emotionally reconnect with 
each other.  The belief is that a healthy inter-de-
pendence on each partner addresses an innate 
biological need.  Following a life-changing 
event such as stroke, both partners need help 
in re-establishing their connection with each 
other.  Failure to address the emotional impact 
of stroke poses a threat to the relationship bond 
and may have overarching negative repercus-
sions on interventions by other therapists in 



ryan, Stiell, gailey, and MaKinen 121

this multidisciplinary approach.  For this proj-
ect, the focus was on couple dyads in order to 
strengthen relationships and to build resilience.  
Research indicates that the majority of people 
with stroke are discharged home to the care of 
their spouse (Kalra et al., 2004).  

The FCCS team adopted the goal of 
healthy dependence and planned ways in which 
the program could contribute to strengthening 
close family relationships. Toward this end, it 
was decided that the person with stroke and his/
her spouse would participate together and rela-
tionship issues would receive active attention 
in all intervention programming including that 
of Therapeutic Recreation. Couples participat-
ed in all treatment interventions together rather 
than the traditional model of spouse watching 
or waiting in the waiting room. The health of 
both partners was considered important and 
related to each other. In addition, speech lan-
guage therapy support was provided as needed 
during all interventions by the speech therapist, 
communicative disorders assistant or a trained 
volunteer. Spouses could experience how com-
munication support improved their commu-
nication strategies and connections with their 
loved ones. 

The reasons for decline in the quantity 
and quality of leisure of individuals who have 
had a stroke and their spouses were therefore 
viewed and addressed in the context of the 
couple.  The literature points to some of the 
reasons for this decline.  Researchers have 
reported that perceived physical and psycho-
logical barriers might be linked to the decline 
in participation in active, community based 
leisure activities (Caldwell, Adolph & Gilbert, 
1989; Parker, Gladman, & Drummond, 1997).  
“Perceptions about how others view their dis-
ability, and perceptions about how they will be 
able to cope post stroke tend to dictate how iso-
lated patients become” (Bhogal et al., 2003, p. 
123). Triggs  and colleagues (1999), in their in-
terviews with 30 stroke patients who had been 
discharged from a rehabilitation unit for at least 
6 months, stated that respondents reported be-
ing unwilling or dissatisfied with returning to a 
hobby at a lower level of competence than they 
were capable of pre-stroke. Morgan and Jong-
bloed (1990) suggested that the learning of new 
activities for which individuals have no previ-
ous standard of performance may be preferred 
over the resumption of past activities that con-

stantly confront the individual who has had a 
stroke with performances that they perceive 
as inadequate. Caldwell et al. (1989), in their 
study with 155 individuals discharged from a 
rehabilitation facility, found a “significant and 
positive relationship between a person’s overall 
barrier perception score and overall leisure sat-
isfaction… the lower the perception of barriers, 
the higher the leisure satisfaction” (p. 46). Fur-
ther analysis identified that this statement was 
true for internal barriers such as perceptions of 
abilities and skills, motivation, confidence and 
someone to do things with, rather than external 
barriers such as environmental, architectural, 
finances, opportunity, or transportation.  It is 
hoped that if perceived barriers are reduced and 
perceptions of competence increased, individu-
als who have had a stroke and their spouses 
would have improved capacity for health and 
community reintegration.  

Leisure as a state of mind in concert with 
the relationship-centered approach was the 
conceptual basis for the delivery of Therapeu-
tic Recreation Services provided in the FCCS 
Program. This view recognizes that individu-
als can enjoy and derive optimal benefits from 
participation even if they lack the requisite 
skills to participate (Witt & Ellis, 1989). The 
state of mind perspective addresses the impor-
tance of self-definition of success, competence 
and ability over skills in deciding the impact 
of recreation or leisure pursuits (Witt & Ellis). 
This approach is concerned with creating envi-
ronments and utilizing support strategies, such 
as those discussed in the World Health Orga-
nization’s (WHO; 2001a) International Classi-
fication of Functioning, Disability and Health 
(ICF).  These environments and strategies are 
intended to maximize an individual’s sense of 
connection to who he/she was prior to stroke 
(burlingame & Blaschko, 2002).  Clinical ex-
perience leads us to believe that there would be 
a greater chance for improved perceptions of 
competence and resumption of interests and so-
cial networks when the focus is removed from 
skills and/or the lack thereof and placed instead 
on one’s state of mind.  

This perspective fits more closely with 
the WHO’s ICF shift in focus to how people 
live with their health conditions than a time or 
activity perspective does (2001b). The WHO’s 
ICF provides a classification of health and 
health related domains that describe body func-
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tions and structures, but also focuses on activi-
ties and participation, as well as a list of envi-
ronmental factors and social networks (WHO, 
2001a). WHO (2001b) stated, “while traditional 
health indicators are based on the mortality (i.e. 
death) rates of populations, the ICF shifts focus 
to “life”, i.e., how people live with their health 
conditions and how these can be improved to 
achieve a productive, fulfilling life” (p. 1). The 
WHO (2002) pointed out that “by shifting the 
focus from cause to impact (the ICF) places all 
health conditions on an equal footing allowing 
them to be compared using a common metric 
– the ruler of health and disability” (p. 3). The 
ICF aims to address the consequences of health 
conditions. 

In order to evaluate the FCCS Program, a 
formalized approach was taken to assess how 
well the program worked. This approach in-
cludes a description of how the program was 
delivered and an examination of some of the 
outcomes.  For the purpose of this evaluation 
project, which is a part of a larger study, the 
impact of therapeutic recreation services on the 
perceived satisfaction (quality) and frequency 
(quantity) of recreation and leisure pursuits of 
both individuals who have had a stroke and 
their spouses was explored as seen through 
self-definition of success, competence and 
ability and community reintegration as a reflec-
tion of improved health. It was predicted that 
participation in a relationship-centered com-
munity based program that includes psychoso-
cial support, communication assistance, physi-
cal exercise, leisure education and recreation 
participation for both the individual who has 
had a stroke and his/her spouse together would 
increase perceived leisure competence and 
spouse-rated perceived leisure competence; re-
duce perceived barriers to leisure; and increase 
participation in active, community based lei-
sure activities. 

Methods

Participants    
A convenience sample of 18 couples (18 

individuals who have had a stroke and their 
spouses) was recruited for the FCCS program.  
There were no difficulties recruiting couples, 
although one couple dropped out.  In total, 17 
couples completed the program.  These couples 
had been married for 22 to 55 years (M = 40.29, 

SD = 9.78) and had on average two children.  
Ninety percent of the participants were Cauca-
sian.  There was one black couple, one eastern 
European couple and one multiracial couple 
(Asian and Caucasian). Two couples had an 
adult child still living in their home and one 
couple had a parent residing with them.  The 
age of stroke participants ranged from 52 to 
76 years (M = 65.88, SD = 6.73) and the age 
of their spouses ranged from 52 to 77 years 
(M = 64.41, SD = 7.5).  All individuals with a 
stroke were between 10 months and 18 years 
post stroke and had been living in their own 
homes with their spouses for at least 6 months 
post discharge from a health care facility. Both 
the partners committed to being available to at-
tend the program 2 days per week for 8 weeks. 
Participants received no compensation and ar-
ranged their own transportation to and from the 
program.  Services were offered in the English 
language and all participants were fluent in 
the English language. The program was made 
communicatively accessible to people with 
aphasia by the Speech Language Therapist and 
the Communication Disorders Assistant. 

Instrumentation
Leisure Diagnostic battery (LDb).  The 

LDB (Witt & Ellis, 1989) is a set of self-re-
port instruments designed to assess the leisure 
functioning of individuals with a wide range 
of disabilities and those without any disability. 
The LDB is composed of seven components 
grouped into two sections.  The first section 
consists of five subscales:  a) Perceived Leisure 
Competence, b) Perceived Leisure Control, c) 
Leisure Needs, d) Depth of Involvement in Lei-
sure, and e) Playfulness.  Combining the scores 
enables the calculation of the total score on 
Perceived Freedom in Leisure. The second sec-
tion consists of f) Barriers to Leisure Experi-
ence and g) Leisure Preferences. 

Two adaptations were made to the LDB 
for the purposes of this project. The content and 
phrasing of the LDB questions were not modi-
fied for the individuals who have had a stroke; 
however, the font size, layout and background 
visuals of the questionnaire were modified to 
adapt to the visual changes that may occur fol-
lowing a stroke.  Supportive Communication 
Strategies such as Using Key Words, Hand Ges-
tures such as the “okay” sign or “thumbs up” 
gesture, drawing pictures and diagrams were 
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also used to clarify the content when necessary.  
The perceived leisure competence measure was 
given to both the person who has had a stroke 
and his/her spouse as part of the entire LDB.  
Additionally the spouses were asked to answer 
a modified perceived leisure competence mea-
sure, which had them rating their perception of 
the leisure competence of the individuals who 
have had a stroke. The phrasing of the ques-
tions was changed to reflect the second person 
but the content of the LDB questions was not 
changed.

Scales A through F uses a 5-point Likert-
type scale where participants are asked to cir-
cle the response that best reflects their feelings 
about each item ranging from Strongly Agree 
to Strongly Disagree. The items in Scales A 
through E are given descending scores of 5 = 
Strongly Agree, 4 = Agree, 3 = Neither, 2 = Dis-
agree, and 1 = Strongly Disagree. Each scale is 
totaled independently and the number attained 
is divided by the number of items in the scale. 
The items in Scale F are given ascending scores 
of 1 = Strongly Agree, 2 = Agree, 3 = Neither, 
4 = Disagree, and 5 = Strongly Disagree. Each 
item in the scale is given a barrier category 
with which it corresponds and total scores are 
attained for each category and divided by the 
number of items in the category. Scale G con-
sists of a list of pairs of activities where par-
ticipants are asked to circle the one activity that 
they prefer of the two. Each item is given an 
activity interest category and the category is 
scored based on frequency of responses. 

There is ample evidence that this instru-
ment shows acceptable psychometric prop-
erties to justify its usage for assessment and 
research purposes (Witt & Ellis, 1989).  Reli-
ability has been established for the five sepa-
rate Perceived Freedom in Leisure scales (A 
to E), the total scale, and Barriers and Prefer-
ences.  Internal consistency from several differ-
ent studies showed alpha coefficients ranging 
from .86 to .96 for the five scales and .95 to .98 
for the total scale (Witt & Ellis, 1989). Alphas 
for Barriers and Preferences were somewhat 
lower (.52 to .91) but acceptable.  Test-retest 
reliability yielded correlation coefficients rang-
ing from .75 to .82 for the five scales (A to E) 
and .82 for the total scale.  Correlation coef-
ficients ranged from .61 to .76 for the Barriers 
and Preferences scales.  This measure demon-
strated good convergent and predictive validity.  

Factor analysis results from six studies showed 
that the five scales (A to E) loaded onto one 
factor:  the Perceived Freedom in Leisure con-
struct.  It demonstrated good predictive valid-
ity and discriminant validity (Witt & Ellis).  In 
this project, internal consistency for the Scales 
A to E ranged from .79 to .89 for the individual 
who had had a stroke and from .60 to .84 for 
the spouse.  Internal consistency for Perceived 
Barriers ranged from .89 to .94 for the individ-
ual who had experienced a stroke and .60 to .82 
for the spouse.  

Community Participation Confirmation 
interview (CPCi). The CPCI was an interview 
process developed for the purposes of this proj-
ect. Participants were asked to self report their 
involvement in individual and community lei-
sure pursuits prior to taking part in the FCCS 
Program and at the 8-month follow-up point in 
order to assess any changes in the quantity of 
leisure following the program.

Design and Implementation of the FCCS 
Program 

All couples (N = 17) were self-referred 
through the local media advertisements, pro-
fessionals in the community, and the local Ot-
tawa Stroke Survivors Association.  They were 
informed of the University of Ottawa Research 
Ethics Board-approval program and the ben-
efits and risks, and they were asked to sign a 
consent to treatment form. All couples had to 
meet the eligibility criteria including that one 
partner had one or more strokes and was now 
living at home at least 6 months post discharge 
from a health care facility. Both partners were 
also asked to provide an information letter to 
their attending physician and obtain medi-
cal clearance stating that they were medically 
stable and could participate in the exercise 
component of the program which was run by 
the physiotherapist/exercise therapists.  No 
couples were excluded based on lack of medi-
cal clearance or any other reason. 

The FCCS program was an 8-week group 
therapy program offered once over one of three 
different session times (winter, spring or fall). 
Each session ran with one cohort group of six 
couples (i.e. maximum) with the exception of 
one session that had a cohort group of five cou-
ples. The program consisted of couple therapy, 
recreation therapy/leisure education, physio-
therapy/exercise therapy, speech therapy, rec-
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reation participation and informal peer contact.  
The program was located at the Aphasia Centre 
of Ottawa, a physically and communicatively 
accessible environment. The program took 
place on Monday and Thursday of each week 
from 10 a.m. until 2 p.m. Couples were divided 
into two groups. Each group had three couples 
for a total of six couples participating in each 
8-week program session with the exception of 
one session that had two couples in one group 
and three couples in the other group.  They re-
mained in the same group while participating 
in a regular schedule of physiotherapy, couple 
therapy and recreation therapy. Group 1 always 
started with physiotherapy and Group 2 always 
started with psychotherapy (couple therapy or 
leisure education). During the lunch break and 
activity period following lunch, all six couples 
participated together in recreation participation 
activities. The Therapeutic Recreation Services 
offered to all 17 couples were as follows:  

First, each participant completed the 
Leisure Diagnostic Battery (LDB; Witt & El-
lis, 1989) prior to the commencement of any 
team member’s intervention in order to provide 
a baseline leisure assessment. The Leisure Di-
agnostic Battery (LDB) was chosen to assess 
the participant’s leisure functioning because 
of its emphasis on leisure as a state of mind 
over the time and activity participation ap-
proaches. Participants who had experienced 
a stroke were read the LDB questions by the 
Recreation Therapist with assistance from the 
Speech Language Therapist and the Commu-
nication Disorders Assistant as needed. Partici-
pants who had not had a stroke (the spouses) 
were provided the LDB questions to complete 
silently and independently in the presence of 
the Recreation Therapist who provided clarifi-
cation as needed.  The same procedure was fol-
lowed for the administration of the LDB with 
each participant at the end of the program and 
at an 8-month follow-up. 

Second, a recreation therapy interview 
was conducted with each participant. A recrea-
tion life history was taken at this time. When-
ever possible the interviews were conducted in-
dividually; however, some of these interviews 
were conducted as a couple when clarification 
was needed due to the aphasia or memory prob-
lems of the individual who had had a stroke. 
Some assistance from the Speech Language 
Therapist and the Communication Disorders 

Assistant was provided during these sessions 
as needed. Information from the LDB findings 
was used at times to stimulate conversation. 
Individualized recreation therapy counseling 
sessions were provided to clients who were not 
at the same functional level for independent re-
creation participation as the rest of the group in 
order to make it a more homogeneous group. 

Third, the Recreation Therapist provided 
five group leisure education sessions, which 
occurred after the first three couples therapy 
sessions and physiotherapy/exercise sessions, 
and dealt with the acquisition of leisure know-
ledge and skills.  The leisure education ses-
sions benefited from the fact that the couples 
had already completed three sessions of group 
therapy based on the EFT approach. Thus the 
participants had achieved a level of trust and 
safety and an alliance with each other. In addi-
tion, the couples therapist was in attendance 
during the leisure education session. 

As described in Gailey and Stiell (2006), 
each cohort became a unique cohesive group 
with unique issues, as well as shared issues 
similar to the other cohorts.  The following is 
a combined list of topics that were discussed 
by the three cohorts during the couples group 
therapy sessions: signs and symptoms of stroke 
and heart attack; sharing our own experience; 
anger; relationship cycles after stroke; reveal-
ing competence; emotions after stroke; com-
munication strategies; things I would tell other 
people about stroke; planning for an emergency 
at home; 911 and aphasia – using the telephone; 
Retire at Home – home help guest speaker; 
locating community resources; nutrition and 
taste testing; respite options; pain; philosophy 
of life after stoke; depression; talking with doc-
tors; talking with lawyers – Power of Attorney 
and Wills; funding community programs; and 
holidays and travel (Gailey & Stiell). 

Couples participated together in structured 
individualized physiotherapy/exercise sessions, 
which targeted flexibility, strength, balance, 
endurance, mobility, functional capacity and 
upper-extremity function, and the performance 
of activities that were considered meaningful to 
stroke survivors themselves. The physiother-
apist and an exercise therapist supervised par-
ticipants throughout the program. A volunteer 
assisted with greeting participants and moving 
light exercise equipment. During the program 
a designated person provided communication 
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support.  Increases in abnormal tone in the 
stroke survivor were monitored during exer-
cise sessions and modified as needed. Good 
posture and alignment of the trunk and limbs 
was emphasized. Verbal instructions and dem-
onstration of each exercise was clearly given. 
One member of the exercise team was certified 
in CPR and First Aid and AED (use of cardiac 
defibrillator). A defibrillator was present at the 
exercise site (Gailey & Stiell, 2006).

The Leisure Education Sessions involved 
the development of a cognitive understanding 
of leisure, a positive attitude toward leisure ex- toward leisure ex-toward leisure ex-
periences, various participatory and decision-
making skills, and the knowledge of and the 
ability to utilize resources (Stumbo & Peterson, 
2004).  The topics covered in the group inter-.  The topics covered in the group inter-
active leisure education sessions dealt with, (a) 
attitudes and values awareness, (b) interests, (c) 
barriers, (d) resources and (e) planning. Specif-
ics in each one of these sessions were generated 
from the outcomes of the initial LDB scores of 
both the person who has had a stroke and his/
her spouse. Group leisure education sessions 
utilized materials from a variety of leisure 
education sources (Dattilo, 2000; Ministry of 
Culture and Recreation, 1980; Stumbo, 1997, 
2002; Witt & Ellis, 1989). 

Fourth, the Activity Programmer facili-
tated the recreation participation component of 
the Therapeutic Recreation Services, in order 
to provide the participants with the opportu-
nity to practice and apply learned skills and 
focus on “well” aspects of leisure (Stumbo & 
Peterson, 2004). Participants were provided 
the opportunity to select and engage together 
in organized activities such as bocce ball, word 
puzzles, cards, trivia games, watercolour paint-
ing, horticulture and walks outside. 

Fifth, at the end of each program, each 
client collaborated with the Recreation Ther-
apist on an individualized recreation therapy 
intervention plan that focused on the commun-
ity reintegration process and recommendations 
for future recreation. These individualized 
intervention plans included: a participant pro-participant pro-
file; a list of past recreation/activity interests; 
participant strengths and areas of concern; end 
goals and outcome/performance measures (by 
termination of RT Treatment and the end of the 
FCCS Program 8-month follow-up), long-term 
goals and outcome/performance measures: (by 
the end of the 8-week FCCS Program), short-

term goals and outcome/performance meas-
ures: (within three RT Treatment Sessions); 
and future recreation and leisure program and 
activity options discussed. 

Timing / Effort Expenditures
The FCCS Program project grew out of 

the work of the Ottawa Stroke Coalition made 
up of interested professionals and family mem-
bers in the Ottawa area. The Coalition conduct-
ed focus groups in 2002 and 2003 during which 
many issues were identified. Highlighted was 
the need to improve support, treatment and re-
integration for stroke survivors and their fami-
lies living in the community after discharge 
from hospital and rehabilitation programs.  An 
application for funding was made and after 
it was received in December 2003 a steering 
committee was established. Prior to initiating 
the study it was necessary to obtain an Ethics 
Review certificate through the University of 
Ottawa, where one of the study’s research col-
laborators and two consultants were affiliated.  

The challenge once the funding was re-
ceived was to put in place the necessary infra-
structure to complete the project. Many tasks 
were completed from December 2003 to April 
2004, allowing for the enrolment of the first 
participants in May 2004. The major tasks that 
were accomplished included the following: 
the organization of the project finances within 
the Aphasia Centre of Ottawa administrative, 
financial and bookkeeping structure; the re-
search of and briefing of Aphasia Centre Board 
of Directors regarding liability and insurance 
requirements; the review of privacy legislation, 
designated privacy officer, established project 
privacy policy and the designation of a secure 
room for project materials and documentation; 
the development of a formalized relationship 
with two research advisors for study design 
purposes and ethics criteria;  the location of 
space to set up a fully equipped exercise room 
and a community resource room at the Aphasia 
Centre of Ottawa;  the recruitment of profes-
sional therapists and creation of a cohesive 
treatment team committed to working in con-
sultation with families and within a common 
theoretical framework;  the development of the 
intervention (The Family Centered Commu-
nity Stroke Program);  the preparation of  all 
documentation to be used in the program and as 
part of the research study;  and liaison with and 
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information presentations to other community 
partners, stake holders and the public. The first 
cohort session began in May 2004 and the last 
cohort session ended in March 2006.  

Personnel
The professional team members contract-

ed to work on this project represented different 
professional disciplines and had approximately 
20 years of professional experience each.  The 
team was made up of the following members: a 
Speech Therapist, a Family Therapist, a Phys-
iotherapist, a Recreation Therapist, and two 
Exercise Therapists. Also involved in the proj-
ect was a Social Worker/Case Manager, a Com-
munication Disorders Assistant, an Activities 
Programmer, and a Volunteer/Individual who 
has had a stroke. 

Team members devoted time to bond and 
develop a cohesive team approach. In the past 
many families had stated that that they often 
experienced professionals as working in iso-
lation and not as a unified team.  The team 
wanted families to have a different experience 
in this project.  Toward this end a number of 
steps took place. All therapists were encour-
aged to review relevant and current literature.  
Each therapist was asked to identify the three 
most significant articles related to their treat-
ment approach. These articles were compiled 
for other team members to read. Team meet-
ings were held during which therapists talked 
further about their approach to treatment and 
work experience.  Through this process a co-
hesive family centered community treatment 
program evolved.

The team focused on how ‘client-centered 
and consultative’ process could be incorporated 
into the design of the model. It was agreed that 
therapists would maintain a consultative stance 
throughout the program rather than considering 
themselves as the ‘expert’.  Consequently, par-
ticipants involved in the project played an ac-
tive role in the evolution/revision of the model.  
In addition after participating in the program 
they were invited to monthly follow-up discus-
sions.  

The family therapist oriented the team to 
adult attachment theory (Bowlby, 1988), which 
emphasized the importance of close relation-
ships in building family resilience. The team 
adopted the goal of healthy dependence and 
planned ways in which the model could con-

tribute to strengthening close family relation-
ship.

The team was also oriented to the variety 
of communication difficulties post stroke and 
the need to provide supported communication 
for all participants.  Sessions on communica-
tion strategies were conducted by the speech 
therapist to improve the therapists’ communi-
cation abilities. Also, it was agreed that during 
all programming additional communication 
support would be provided by the speech thera-
pist, communicative disorders assistant, or a 
trained volunteer.  

Results
The results of the repeated measure de-

sign involving pre-treatment, post-treatment, 
and follow-up are organized into three main 
steps.  The first step involved data screening, 
reliability analyses, and descriptive statistics.  
All statistical analyses were carried out using 
the SPSS 14 statistical package.   The second 
stage involved testing the hypothesis that the 
caregivers’ perception of their partners’ lei-
sure competence would improve over time.  
The third step involved testing the hypothesis 
that both partners (i.e., spouse and individu-
als who have had a stroke), who participated 
in the family centered program, would show 
improvements over time on leisure functioning 
variables.   In addition to the statistical analy-
ses, the results of the community participation 
confirmation interview are presented. 

Prior to statistical analyses, the data file 
was examined to ensure the accuracy of data 
entry. Each item of all the measures from a 
random selection of cases (pre-treatment, post-
treatment, and follow-up) was compared to 
the computerized data file. This ensured that a 
high degree of accuracy was maintained during 
the transformation from the hard copy scores 
to electronic data. The data file was checked 
for missing data.  One case with missing data 
was excluded from the analyses, due to the fact 
that the participant had experienced a series of 
seizures during the pre assessment time period 
and was unable to answer questions. Descrip-
tive statistics were calculated for all variables 
to identify the presence of univariate outliers. 
An inspection of standardized score (z scores) 
was undertaken on all variables. No outliers 
were found.  Descriptive statistics were pro-
vided for all variables and reliability analyses 
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were conducted using Cronbach’s (1960) coef-
ficient alpha.  

To test the hypothesis that caregivers’ per-
ceptions of their partners’ leisure competence 
would improve over time a repeated measure 
analysis with one within-subject factor (time) 
and no between-subject factors was conducted.  
Mauchley’s test of Sphericity (i.e., a test of the 
assumption that the variance that each of the 
sets of different scores is statistically different 
from one another) showed that the assumption 
was not violated.  Univariate analyses revealed 
a significant effect for time, F (2, 30) = 14.73, 
p = .000, ηp

2 = .50, which is a large effect size.  
Pairwise comparisons revealed a significant 
difference between pre- and post-treatment (p 
< .001) and between post-treatment and follow-
up (p = .001).  There was no significant differ-
ence between pre-treatment and follow-up (See 
Table 1 for means and standard deviations).

To test the hypothesis that spouses and in-
dividuals who have had a stroke would show 
increases in leisure functioning a repeated 
measures analysis with two within-subject 
factors (member and time) and no between-
subject factors was conducted.  No significance 
difference was found in participant scores at 
pre-treatment, post-treatment, and follow-up 
for perceived leisure competence, perceived 
leisure control, leisure needs, depth of involve-
ment in leisure, playfulness, perceived free-
dom in leisure and total perceived barriers; 
however, there was a significant difference for 
Perceived Barriers—Opportunity for all par-
ticipants (i.e., individuals who had had a stroke 
and their spouses).  Mauchley’s test of Spheric-

ity showed that the assumption was violated; 
therefore, to protect against Type I error, the 
Huynh and Feldt correction was used. Univari-
ate analyses revealed no significant member by 
time interaction.  There was no significant main 
effect for member (i.e., individuals who have 
had a stroke and their spouses);  however, there 
was a significant main effect for time, F (1.49, 
20.91) = 5.08, p = .023, ηp

2 = .27.   Pairwise 
comparisons revealed a significant difference 
between pre- and post-treatment (p = .035) 
and at pre-treatment and follow-up (p = .029).  
There was no significant difference between 
post-treatment and follow-up.  (See Table 2 for 
means and standard deviations)  

The resumption and/or changes in com-
munity leisure pursuits are reflected in the fol-
lowing numbers of responses given by the indi-
viduals who had had a stroke and their spouses 
when asked to self report their involvement 
in individual and community leisure pursuits 
prior to taking part in the FCCS Program and at 
the 8-month follow-up point. Of the individu-
als who had had a stroke, 53% reported having 
tried new community based leisure activities, 
47% reported trying new social community 
based programs, 53% reported trying a new 
physical community based programs, 24% re-
ported having made a new social contact to do 
‘things’ with, and 47% reported resuming or 
continuing past interests.  Twenty-nine percent 
of individuals who had had a stroke reported 
being unable to take part in any leisure activi-
ties due to a change in their health status.  Of the 
spouses, 59% reported having tried new com-
munity based leisure activities, 53% reported 

TAbLE 1: MEANS AND STANDARD DEViATioNS FoR SPoUSE-RATED PERCEiVED  
LEiSURE CoMPETENCE 

Pre-treatment Post-treatment Follow-up

Member
M SD M SD M SD

Stroke Indi-
viduals 2.68a .63 3.16b .52 2.76a .63

N = 16

Note.  Means that do not share subscripts differ at p < .001
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trying new social community based programs, 
24% reported trying new physical community 
based programs, 47% reported having made a 
new social contact to do ‘things’ with, and 53% 
reported resuming or continuing past interests.  
Six percent of spouses reported being unable 
to take part in any leisure activities due to a 
change in his/her health status.  

discussion 
As Brundtland (2002) suggested, the pur-

suit of improving someone’s health should be 
to improve their capacity to live full lives as in-
dividuals and members of society. Teasell et al. 
(2005) suggested that well functioning families 
do better post stroke. To this end, the purpose 
of this study was to evaluate the therapeutic 
recreation services of a multidisciplinary inte-
grated program that would benefit individuals 
who have had a stroke and their spouses by 
strengthening their relationship. The finding of 
this evaluation encourages the field of Thera-
peutic Recreation (TR) to consider the role 
of strengthening relationships in TR program 
and service development.  It was predicted that 
participation in a community based program 
such as this that includes leisure education and 
recreation participation while emotionally re-
connecting couples would increase perceived 
leisure competence and spouse-rated perceived 
leisure competence; reduce perceived barriers 
to leisure; and increase participation in ac-
tive, community based leisure activities. The 
prediction that therapeutic recreation services 

would impact the perceived satisfaction (qual-
ity) and frequency (quantity) of recreation and 
leisure pursuits of both individuals who have 
had a stroke and their spouses appear to be 
positively reflected in the spouse-rated percep-
tion of leisure competence, the reduction of the 
couple’s perceived opportunity barriers and the 
couple’s community reintegration following 
this program. The outcomes were encouraging 
and consistent with the observation of Johnson 
and colleagues (1999) that EFT demonstrates a 
very high effect size of 1.3.  Some of the find-
ings in the subscales were quite robust even 
though there was a small sample size indicat-
ing that more significant changes may have 
been detected if not for the low power. These 
findings appear to indicate that as Recreation 
Therapists we should include both members of 
a couple in the delivery of TR programs and 
services in order to increase potential beneficial 
health outcomes.  

Bhogal et al. (2003) suggested that per-
ceptions about how others view their disability 
post stroke tend to dictate how isolated patients 
become. The significant difference between the 
spouses’ perceptions of the individuals who had 
had a stroke’s leisure competence from pre-
treatment to post-treatment and again between 
post-treatment and follow-up suggests that par-
ticipating in treatment with one’s spouse im-
proves the spouse’s perception of leisure com-
petence of the individual who had experienced 
a stroke. This improvement of how a significant 

TAbLE 2: MEANS AND STANDARD DEViATioNS FoR PERCEiVED bARRiERS—oPPoRTUNiTY  
FoR iNDiViDUALS WiTH STRoKE AND SPoUSES.

Pre-treatment Post-treatment Follow-up

Member
M SD M SD M SD

Stroke 7.33a 3.54 6.13b 1.55 6.27b 2.05

Spouses 7.20a 1.37 6.40b 1.64 5.93b 4.53

N = 15

Note.  Means in the same row that do not share subscripts differ at p  < .05
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other views their function and disability may 
have led to the increase in social and commu-
nity recreation participation of the individual 
who has had a stroke (indicating a decrease 
in social isolation) that was found. Although 
these findings are encouraging, further inves-
tigation in this area is needed before causation 
can be shown, particularly given that once the 
program had ended the spouses’ perception of 
the leisure competence of the individuals who 
had experienced a stroke decreased. Thus it 
would appear the significant positive percep-
tions during the program did not carry over 
to follow-up. Inclusive programming has long 
been a thrust of the field of TR as it attempts 
to provide opportunities for increased social 
and community recreation participation.  The 
finding of this evaluation further indicates that 
when couples are included in TR programs and 
services together there may be a greater chance 
for increased perception of leisure competence 
suggesting that the TR field has a role to play 
in building the resilience of couple experienc-
ing distress. 

The WHO’s ICF (2001a) categorizes how 
engaged an individual is with his/her commu-
nity as an indicator of health. The results in 
the Perceived Barrier - Opportunity subscale 
revealed a significant difference between pre- 
and post-treatment and between pre-treatment 
and follow-up. This would indicate that both 
the individuals who had had a stroke and their 
spouses felt they had more opportunity to par-
ticipate in leisure after taking part in a program 
such as this.  It is unclear if the influencing key 
component in these changes is due to time or 
the family centered intervention approach or 
taking part in group recreation programming 
or a combination of all of these factors. Still, 
these results, coupled with the fact that many of 
the individuals and their spouses self-reported 
increases in the numbers of (a) new community 
based leisure activities, (b) new social commu-
nity based programs, (c) new physical commu-
nity based programs, and (d) new social contact 
to do ‘things’ with; and (e) the resumption or 
continuing of past interests, make it clear that 
something is happening and suggests the need 
for further exploration and research, preferably 
with a control group. These findings support 
those of Caldwell and colleagues (1989) and 
Parker et al. (1997) who reported perceived 
physical and psychological barriers may be 

linked to the decline in participation in active, 
community based leisure activities by showing 
that a decline in perceived opportunities bar-
rier may have led to an increase in community 
leisure participation. The field of TR needs to 
develop strategies that the not only increase the 
number of opportunities for leisure but that also 
address the awareness of these opportunities in 
order to facilitate the development of perceived 
opportunities.

The fact that there was no significant 
change in the participants’ (i.e., individuals 
who had had a stroke and their spouses) own 
perceived leisure competence, perceived free-
dom in leisure, and total perceived barriers af-
ter taking part in the program may be due to 
any number of factors including the lack of 
power in the study, lack of a control  on exter-
nal validity, or the program may not have been 
successful.  Follow-up research with an in-
creased number of couples and a control group 
may lead to a more conclusive understanding 
of the impact of a family centered approach to 
therapeutic recreation services for couples fol-
lowing a stroke. 

In conclusion, the benefit of a collabora-
tive team approach was achieved by combining 
philosophical perspectives. This collaboration 
has practical implications for the Therapeutic 
Recreation field as a whole.  TR professionals 
need to devoted time to bond and develop a co-
hesive team approach. TR professionals need to 
become more familiarized with the theoretical 
foundations that guide the practice of all team 
members not just that of the TR field.  This 
evaluation has begun to identify how issues 
such as health, leisure as a frame of mind, and 
the strengthening of close family relationships 
impact how individuals who have had a stroke 
and their spouses view their leisure following 
participation in a multidisciplinary integrated 
model of services for community reintegration. 
Factors such as the content of each therapeutic 
intervention and the family centered approach 
to the delivery of services seem to have had an 
impact on the positive results when evaluating 
differences in people. Specifically, the Thera-
peutic Recreation field needs to develop pro-
gram content that looks beyond the individuals’ 
lack of requisite skills to participation and ad-
dresses support strategies such as the strength-
ening of close family relationships in order 
that individuals can enjoy and derive optimal 
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benefits from participation.  Even though the 
power of the small sample size has placed limi-
tation on the results, the findings are encour-
aging.  More comprehensive results regarding 
the value of such a program in reducing the 
perceptions of barriers to leisure and increasing 
the perception of leisure competence could be 
possible through further research that includes 
a larger sample size and a control group. 
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