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Creating Open Environments in
Long-Term Care Settings: An
Examination of Influencing Factors

Sherry L. Dupuis, Bryan Smale, and Elaine Wiersma

Mounting critiques of the "total institution" (Goffman, 1961) have resulted in the emergence of
alternative philosophies and approaches to care, approaches that are focused on providing more
open environments within long-term care facilities. Staff responsible for recreation and leisure
services can play a key role in the creation of more open environments through the introduction
of more and varied community access recreation programs. Yet, our understanding of the extent
to which such initiatives are being adopted in long-term care settings is quite limited. The
purpose of this study was to examine the provision of community access recreation programs in
long-term care settings in Canada and to identify factors that might limit the provision of these
programs. The results suggest that the diversity of opportunities for recreation in long-term care
facilities may not be achieving a level expected in truly open environments. Resident-focused
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constraints were the most critical factor influencing the extent to which community access
recreation programs were being offered. A number of recommendations are provided to assist
recreation professionals in the development of more open facilities.

KEY WORDS: Open Environments, Total Institutions, Long-Term Care Facilities, Constraints,
Perceptions

Background
In 1961, Goffman introduced the concept

of "total institutions" to describe institutional
settings. The primary characteristic of total
institutions is an approach to care that empha-
sizes meeting the needs of all residents solely
within the confines of the facility and thereby
not requiring community resources, programs,
and services normally comprising people's
lives while still in the community. As a con-
sequence, these "closed environments" result
in a reduction in personal choice and control, a
restriction in the availability of resources, pro-
grams, and services, and the disintegration of
ties to the community (Teague & MacNeil,
1992). Richard (1986) noted that long-term
care facilities, such as nursing homes and
homes-for-the-aged, are among the most strik-
ing examples of total institutions.

Despite variations in approaches and poli-
cies, a total institution approach in long-term
care settings is evident in current facilities
around the world, including Canada (Wiersma,
2000), the United States (Barba, 2002; Ham-
ilton et al., 1999; Ice, 2002; Thomas, 1996),
Israel (Hazan, 2002), and the United Kingdom
(Evers, 1984). For example, Paterniti (2003),
in her work at a private, for-profit, long-term
care facility in the United States, described the
differences between the staff and residents in
their experiences while living at Merimore (a
pseudonym for the facility). She highlighted
how staff members were able to leave the
facility to pursue other aspects of community
life, whereas residents rarely had this same
opportunity. She stated:

The ability to leave the institution pro-
vided staff a kind of freedom unknown
to residents, where the physical walls of

Merimore defined the totality of social
life for all but a few . . . The institu-
tional walls of Merimore drew lines of
demarcation between the world inside
and world outside. For residents, most
of what was outside remained there (p.
60).

Similarly, others have likened long-term care
facilities to "non-places" (Howell & Frese,
1983; Reed-Danahay, 2001) because of the
lack of connection with one's past life.

Living within a total institutional environ-
ment can have significant detrimental conse-
quences for residents. Evidence from a num-
ber of studies suggests that older adults living
in long-term care settings participate in fewer
activities, spend larger amounts of time doing
nothing, and have less social contact than their
counterparts living in the community (Baltes,
Wahl, & Schmid-Furstoss, 1990; Harper,
1998; Ice, 2002; Jenkins, Pienta, & Horgas,
2002; Nolan, Grant, & Nolan, 1995). This
scenario is particularly true for residents living
with dementia (Bamett, 1995; Clarke & Bowl-
ing, 1990; Kitwood & Bredin, 1992; Ward,
Murphy, Procter, & Weinman, 1992). The lack
of activity, coupled with the loss of choice and
control and the focus on dependency often
contribute to isolation, loneliness, helpless-
ness, and boredom, withdrawal from the envi-
ronment, instrumental passivity, and depres-
sion (Bitzan & Kruzich, 1990; Charron, 1992;
Galati & Zucchetti, 1990; Parmalee, Katz, &
Lawton, 1992a, 1992b; Slama & Bergman-
Evans, 2000; Thomas, 1994, 1996; Voelkl,
1986). Relocation to a long-term care setting
also has been found to be associated with
decreased self-esteem and negative changes in
self-concept (Antonelli, Rubini, & Fassone,
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2000). In fact, research suggests that people
living in long-term care settings are less satis-
fied with their residences than those living in
the community and, as a result, have signifi-
cantly lower life satisfaction, emotional health
and well-being (Donnenwerth & Peterson,
1992; Galati & Zucchetti, 1990; Hall Gueldner
et al., 2001; Lawton, DeVoe, & Parmalee,
1995; Qassis & Hayden, 1990).

Some have argued that the negative impact
of long-term care settings is, in part, attribut-
able to the compromised health status of those
living in these settings (Antonelli et al., 2000).
However, the lower emotional state of resi-
dents is likely also influenced by the social and
physical characteristics of the environment,
particularly in those facilities operating as total
institutions (Antonelli et al.). In his theoretical
framework, "ecology of the self," Hormuth
(1990) highlights the importance of a number
of elements, including environment to self-
concept. According to Hormuth, "the constit-
uents of the ecology of the self are others, as
the sources of direct social experience, objects,
as symbols and representations of social expe-
riences, and environments, as the setting for
social experiences" (p. 2, italics in the origi-
nal). Changes in this ecological system can
either reinforce or threaten one's sense of self,
and the move to a long-term care setting can
result in significant changes to the ecology of
self. As Antonelli et al., in their study of
self-concept among older adults living in in-
stitutionalized versus non-institutionalized set-
tings concluded:

[T]here is no doubt that, at some point
in time, the ecology of institutionalized
elderly's self dramatically varied in all
its components: relocating from home
to institution means leaving significant
others, stopping enacting many social
roles, and leaving known environments
and cherished objects. This transition
may indeed result in self-concept
change, (p. 160)

Clearly, the extent to which residents living
within long-term care facilities are provided
with opportunities to maintain valued relation-
ships, roles, routines, and experiences in the
community will influence the degree to which
self-concept can be maintained, enhanced, or
destabilized in that environment.

With mounting critiques of the total insti-
tution as well as the medical model of care,
alternative philosophies and approaches to
care have been emerging. This shift in the
culture of long-term care has resulted in a
movement towards "person-centered" care and
more social and family models of care (Voelkl,
Battisto, Carson, & McGuire, 2004), as well as
more "open environments" (Teague & Mac-
Neil, 1992), such as those based on the Eden
Alternative (Thomas, 1994, 1996). An open
environment emphasizes the availability of a
wide variety of options (i.e., resources, pro-
grams, and services), freedom of choice to
select options, open access to options and/or
information, and rich human contact, in-
cluding the maintenance of contact with the
outside world (Teague & MacNeil). Open en-
vironments and community integration of
long-term care settings can be created both
"from the inside out" and "from the outside in"
(Rowles, Concotelli, & High, 1996, p. 196).
The basic premise of open environments is
that they are richer and more humane environ-
ments and ensure higher quality of life for
persons living within those settings (Rowles et
al., 1996; Thomas, 1994, 1996).

It has long been understood that recreation
and leisure programs and opportunities can
play an important and unique role in the main-
tenance and enhancement of quality of life in
long-term care settings (Jenkins et al., 2002).
Research demonstrates that recreational activ-
ities and therapeutic recreation programs can:

• help in the adjustment to a long-term
care facility and in the development of a
sense of belonging and community
within the facility (Coppola, Feldheim,
Kennaley, & Steinberg, 1990; Sullivan,
Pedlar, & Miller, 2002);
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• provide opportunities for residents to
continue to use their abilities and func-
tional capacities which, in turn, may help
residents maintain their physical, intel-
lectual, and social capabilities and their
independence for much longer periods of
time (Brill et al., 1998; Buettner, 1988;
Geiger & Miko, 1995; Leventhal &
Schwartz, 1989);

• increase social interactions and be an
important venue for maintaining and de-
veloping family ties and friendships
(Crispi & Heitner, 2002; Katsinas, 2000;
Trzinski & Higgins, 2001);

• reduce tension, anxiety, agitation, and
depression (Buettner, 1995, 1999; Buett-
ner & Ferrario, 1997; Buettner &
Fitzsimmons, 2002; Fitzsimmons, 2001;
Rosling & Kitchen, 1992; Ward, Kamp,
& Newman, 1996); and

• improve overall psychological well-be-
ing (Boyd & McGuire, 1996).

Having the opportunity to freely choose activ-
ities and to being involved in the design, im-
plementation, and maintenance of recreation
and leisure programs also can contribute to a
greater sense of autonomy, choice, and control
(Duncan-Myers & Huebner, 2000; Martin &
Smith, 1993; Shary & Iso-Ahola, 1989).

Recreation and leisure services also play a
major role in the creation of more open envi-
ronments, particularly when residents are pro-
vided with a number of opportunities for con-
tinued involvement both in and with the
community. Although very little research on
community access in long-term care settings
has been conducted, the research that does
exist suggests that maintaining connections
with the community has a number of psycho-
logical, physical, and social benefits for resi-
dents. Pedlar, Dupuis and Gilbert (1996), for
instance, documented the frustrations and loss
of self-esteem that can occur when staff un-
derestimate the capabilities of residents and
deny them the opportunity to participate in
leisure activities that would allow for the

maintenance of positive self-identity. They
also demonstrated how involvement in a com-
munity recreation program allowed for the
sharing of a common enthusiasm for an activ-
ity, the demonstration of continued capabili-
ties, the opportunity to contribute to others in
the group, and most importantly, the resump-
tion of a valued role status and enhanced sense
of self. In an another example, Wiersma and
Dupuis (2002) examined the meanings of
community involvement for residents living in
long-term care settings from their perspec-
tives. The residents placed considerable im-
portance on community involvement and be-
ing a part of the world outside of the
institution. They attached four basic values to
community involvement, including a connec-
tion with the past, a desire for change, the
opportunity for social interaction, and personal
rewards such as feelings of independence, ca-
pability, and cognitive stimulation. Expanding
on this earlier work, Wiersma (2003) con-
ducted a study that focused on the experiences
of older adults living with dementia in two
different environments: a long-term care facil-
ity and a summer camp setting provided out-
side of the facility. She found that the residents
with dementia interpreted the characteristics of
their immediate environment and used these
interpretations to make meaning of their lives
within that specific environment. These mean-
ings then influenced their level of engagement
within that environment and the extent to
which residents revealed or concealed the self.
With respect to the long-term care facility, the
residents interpreted its characteristics as re-
strictive. Thus, they tended to disengage from
the physical and social environment and to
conceal the self in many ways. In contrast, the
residents interpreted the characteristics of the
camp setting to be freeing. In this environ-
ment, residents made meaning of their lives
through celebration and restoration, engaged
in living life in the moment, and revealed more
of the self.

Studies on intergenerational programs de-
signed for residents living in long-term care
settings further demonstrate the benefits of
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continued community involvement. This re-
search suggests that contact between older
adults living in long-term care facilities and
people living in the wider community contrib-
utes to enhanced psychological and physical
health for the residents involved (Chamber-
lain, Fetterman, & Maher, 1994; Lambert,
Dellman-Jenkins, & Fruit, 1990; Newman,
Lyons, & Onawola, 1985; Ward et al., 1996).

In spite of these positive implications of
continued involvement in and with the wider
community, research also suggests that com-
munity access recreation initiatives are rarely
offered in long-term care facilities. Ice (2002)
in her study on how nursing home residents
spend their days concluded that:

Despite the emphasis on activities pro-
gramming over the last 25 years, daily
life in a nursing home may not have
changed a great deal. While we have
improved the quality of programmed
activities and targeted activities accord-
ing to therapeutic goals, we have
largely ignored what residents do with
the rest of the day . . . Not only are
institutions lacking a sense of internal
community but they are largely de-
tached from the external community.
By fostering interaction between the
larger community and nursing homes,
we may be able to increase social inter-
action and engagement for residents,
(pp. 354, 355)

This leads to the following questions: Why
is it that community access programs are not
provided more in long-term care settings?
What factors might be limiting or preventing
the provision of these types of initiatives in
long-term care settings? Research examining
barriers to community access has focused pri-
marily on factors impeding community inte-
gration and inclusion for individuals with dis-
abilities living in the community (e.g., Germ
& Schleien, 1997; Hutchison & McGill, 1998;
Schleien, Germ, & McAvoy, 1996; Schleien,
Ray, & Green, 1997). Thus, our understanding

of factors that might impede the provision of
community access initiatives in long-term care
settings is quite limited. A few studies, how-
ever, provide some clues as to what some of
the barriers might be. In their action research
project focused on community integration for
older adults with disabilities living in more
segregated settings, Pedlar, Gilbert, and Gore
(1994) found that when older adults try to
access community recreation programs and
services, they are often not made to feel wel-
come by other participants in community pro-
grams. Community participants and service
providers may lack an accurate understanding
of specific disabilities or illnesses, which can
result in fear and stigma. Community recre-
ation service providers, for example, ex-
pressed their concerns about whether or not
they could support older adults living in long-
term care settings within their community pro-
grams (Pedlar et al., 1996). Facility staff also
may not feel that the residents have the capac-
ity to participate in community programs be-
cause of the physical, cognitive, or emotional
challenges experienced by many living in
long-term care settings (Pedlar et al., 1996).
Long-term care policies also can affect the
provision of community access programs in
long-term care settings. In a study of the tran-
sition from community care to long-term care
(Flynn Reuss, Dupuis, & Whitfield, 2005),
some family partners in care described how
their older adult relatives were no longer per-
mitted to participate in community day away
programs once they moved to the long-term
care setting. These families felt that continued
involvement in these familiar and valued com-
munity programs was important to the adjust-
ment to the long-term care environment for the
new residents.

These studies on barriers to community
access have focused on the perceptions of staff
and family. Similarly, when residents are
asked about the challenges they face in main-
taining community involvement, they too de-
scribe concerns and challenges related to ill-
ness or disability (Wiersma & Dupuis, 2002).
However, residents also identify other issues
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that are just as, if not more important to their
continued community involvement, such as
the policies of the facility, issues related to
support needed to participate in community
programs (e.g., lack of staff and volunteers),
and negative attitudes towards other residents
(Wiersma & Dupuis).

Nonetheless, very little research has exam-
ined community access recreation programs in
long-term care settings. Consequently, our un-
derstanding of the extent to which community
access initiatives are being introduced in long-
term care facilities and the factors that might
impede the provision of such initiatives re-
mains limited. The purpose of this study was
to examine the extent to which more open
environments are being adopted in long-term
care facilities across Canada through the intro-
duction of more and varied community access
recreation programs. Specifically, we set out
to: (1) examine the extent to which community
access recreation programs are being provided
in long-term care facilities across Canada as
part of the total provision of recreation pro-
grams; (2) identify the facility characteristics
(i.e., type of the facility, resident-to-staff ra-
tios, total number of residents, functional abil-
ities of residents, number of full- and part-time
paid staff, number of staff with training in TR,
and number of volunteers) and the respondent
characteristics (i.e., age of respondent, years
worked in recreation in long-term care, years
worked at the current facility) that might be
associated with the provision of community
access recreation programs; and (3) examine
the extent to which inherent attitudes towards
community access recreation programs and
perceived barriers to their provision might in-
fluence the ability of facilities to create more
open environments.

Methods
The sample for this study was comprised of

activity directors and recreation supervisors in
all government legislated facilities classified
as nursing homes, homes-for-the-aged, or the
equivalent in the ten Canadian provinces listed

in the 2000-2001 Guide to Canadian Health-
care Facilities (Canadian Healthcare Associa-
tion, 2000). Comprehensive and accurate in-
formation about long-term care facilities in the
three Territories of Canada was not readily
available when the study was initiated. Con-
sequently, facilities located in the Yukon, the
Northwest Territories, and Nunavat were not
included in the study. Overall, approximately
1,400 activity directors and recreation super-
visors at the long-term care facilities were
identified in the Guide and they were con-
tacted by mail and invited to participate in the
study. In the letters that the activity directors
received, the purpose of the study was de-
scribed and they were invited to complete a
self-administered questionnaire enclosed in
the mail package and return it in the self-
addressed and stamped return envelope. Ap-
proximately one month after the initial mail-
ing, follow-up telephone calls were made to
the activity directors to encourage them to
complete and return the questionnaire if they
had not already done so.

The comprehensive questionnaire con-
sisted of four major sections. The first section
of the questionnaire focused on the frequency
of provision of in-house and community ac-
cess recreation programs at the facility. Activ-
ity directors were asked to report the types and
numbers of times in a typical month that spe-
cific recreation programs were offered in each
of four categories: (1) in-house (e.g., arts and
crafts, physical activities), (2) therapeutic
(e.g., therapeutic music, reminiscence pro-
grams), (3) in-house-community (e.g., visiting
pet programs, musical entertainment from the
community), and (4) community outreach
(e.g., shopping outings, volunteering in com-
munity). A number of definitions were pro-
vided on the survey to clarify the differences
between types of recreation programs referred
to throughout the survey. The recreation pro-
grams were defined as follows:

In-house recreation programs—recre-
ation programs provided purely for en-
tertainment and to enrich the lives of
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residents in the facility, and that are
offered by facility staff and held within
the facility itself.

In-house therapeutic recreation pro-
grams—one-on-one/small group, goal-
oriented programs directed towards en-
hancing the physical, social, and/or
psychological well-being of the resi-
dents, and typically provided by a
trained professional.

In-house community recreation pro-
grams—initiatives to bring community
groups and programs for recreation in to
the facility.

Community outreach recreation pro-
grams—opportunities for residents to
participate in recreation programs and
at facilities in the community.

For the purposes of this study, two broader
categories of recreation programs were exam-
ined: in-house programs, which included all
recreation programs provided to the residents
that were offered by the facility's staff within
the facility itself (i.e., in-house recreation pro-
grams and in-house therapeutic recreation pro-
grams), and community access programs,
which included opportunities for residents to
continue to be involved in and with their
communities (i.e., in-house community recre-
ation programs and community outreach pro-
grams).

The second section of the questionnaire
measured perceptions of community access
recreation programs by asking respondents to
indicate their level of agreement on a 7-point,
Likert-type scale (1 = "very strongly dis-
agree" to 7 = "very strongly agree") with 24
statements related to their perceptions of com-
munity outreach programs and the potential
benefits of these programs for residents. Ex-
amples of items included in this section were
that community outreach programs: "give res-
idents a greater opportunity to maintain their
independence," "enable residents to maintain

valued community social roles," "are of no
great interest to the residents in the facility,"
and "help to break down stereotypes about
nursing homes and their residents."

The next section focused on perceived con-
straints to community outreach recreation pro-
grams in long-term care settings. Activity di-
rectors were asked to indicate the extent to
which they agreed or disagreed on a 7-point,
Likert-type scale (1 = "very strongly dis-
agree" to 7 = "very strongly agree") that each
of 26 items represented a barrier to providing
community outreach recreation programs at
their facility. Examples of barriers and chal-
lenges included: "cost of providing transpor-
tation to community sites is too great," "lack
of volunteers to assist in providing programs,"
"resident-to-staff ratio is too high for the pro-
grams to be successful," "general lack of
awareness among staff of the benefits of such
programs," and "unwelcoming atmosphere at
community programs to long-term care resi-
dents."

Finally, the last section of the questionnaire
was designed to obtain information about the
facilities' structural characteristics such as the
type of facility (i.e., public, private, or chari-
table); the total number of residents currently
living in the facility; the proportion of resi-
dents with cognitive and/or physical or sen-
sory impairments; the numbers of paid full-
time and part-time employees as well as
volunteers working in recreation at the facility,
and the numbers of these staff with training in
therapeutic recreation. Information about the
activity directors who completed the question-
naires (e.g., gender, age, number of years
working at the facility, number of years work-
ing in long-term care) also was gathered in this
section.

The questionnaire was pilot tested by a
number of activity directors working in long-
term care facilities to assess its clarity and face
validity on selected concepts before the final
version was mailed out. In their assessments of
the questionnaire, the directors confirmed that
the types and nature of recreation programs
and services identified were comprehensive in
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scope, and that the questions pertaining to
perceptions of and barriers to community ac-
cess recreation programs were both exhaustive
of the issues and easily understandable. Letters
and questionnaires were prepared in both En-
glish and French, and the appropriate version
sent to the activity directors of the long-term
care facilities depending on their language
preference.

As a first step in the analysis, we calculated
two indices reflecting the proportion of total
recreation provision devoted to community
access recreation programs (i.e., in-house
community recreation programs and commu-
nity outreach recreation programs). These in-
dices provided a surrogate measure of the
degree to which the facility provided a more
open environment as reflected in its recreation
program offerings. One of these indices re-
flected the frequency of provision of all types
of recreation programs; that is, the total num-
ber of times in a typical month all types of
recreation programs were provided. The sec-
ond index represented the diversity of recre-
ation programs provided in a typical of month
and was measured by the number of different
types of activities provided in long-term care
settings. Both indices are important to con-
sider because they are indicators of different
aspects of provision. The frequency of provi-
sion reflects how often recreation opportuni-
ties are made available to residents, and the
diversity of provision indicates how many dif-
ferent types of activity are made available,
regardless of how often. Variations in these
indices were then examined for relationships
with a number of other structural and percep-
tual factors.

Results

Description of Sample
Of the 1,398 surveys distributed across

Canada, 507 completed and usable surveys
were returned, representing a 36.3% response
rate. Most of the 507 respondents were female
(91.6%) and the average age was 41.1 years,

ranging from 20 to 68 years of age (SD =
10.1). Over three quarters of the respondents
(76.1%) reported having formal education in
therapeutic recreation (TR), although only
20.0% had university degrees in recreation or
TR and 27.6% had college diplomas in recre-
ation or TR. The respondents had worked at
the current facility for an average of 10.2 years
(Range = less than 1 month to 42 years) and
had worked on average a total of 11.1 years in
recreation in a long-term care facility
(Range = less than 1 month to 35 years)
throughout their careers. Good proportional
representation was received from all regions of
the country with 34.0% of the respondents
from Ontario, 24.7% of respondents from the
West (i.e., Manitoba, Saskatchewan, Alberta),
16.2% from British Columbia, 12.5% from
Quebec, and 12.6% from the Atlantic Prov-
inces (i.e., New Brunswick, Nova Scotia,
Prince Edward Island, and Newfoundland and
Labrador).

The majority of the long-term care facili-
ties were publicly operated (54.0%) either by
the local municipality or the province, with the
others under private ownership (35.6%) or run
by charitable organizations (10.4%). The av-
erage number of residents per facility was
93.5, however, there was a considerable
amount of variation in the numbers of resi-
dents at Canadian facilities—the smallest fa-
cility had 14 residents and the largest served
510 residents (SD = 66.0). On average, the
facilities had 1.5 full-time paid recreation staff
equivalents (SD = 2.1), 1.4 part-time paid
staff equivalents (SD = 1.7), and 40.8 unpaid
recreation volunteers (SD = 51.3). While per-
haps not as high as in other constituencies, the
resident-to-staff ratio was quite high for Cana-
dian facilities, with each paid recreation staff
member responsible for 27.4 residents on av-
erage (SD = 14.8). Over half of the resident
population (55.3%) had some degree of cog-
nitive impairment and half of the residents
(51.1%) had some degree of physical and/or
sensory impairment.

284 Therapeutic Recreation Journal



Provision of In-House and
Community Access Recreation
Programs

With respect to the frequency of provision
of all types of recreation programs to the
residents, an average of 135.2 recreation ac-
tivities and programs (SD = 94.5) were of-
fered in a typical month. Of these, community
outreach and in-house community recreation
programs represented on average 16.2%
(SD = 12.3) of the total provision. Without a
"benchmark" against which to evaluate, it is
difficult to determine if this level of provision
is reflective of more open environments in
long-term care facilities across Canada. How-
ever, upon examination of the diversity of
activities provided, in-house programs (i.e.,
in-house recreation and in-house TR pro-
grams) comprised a far greater share of the
options made available to residents (M =
72.0% of all offerings, SD = 11.2) than did
community access recreation programs (M =
28.6% of all offerings, SD = 12.8). Figure 1
summarizes the frequency and diversity of
provision of all four types of recreation
programs in long-term care settings. Cou-
pled with the relatively lower frequencies of
community access recreation programs that
are provided in a typical month, these find-
ings suggest that the diversity of opportunity
in recreation is not achieving levels one
might expect in truly open environments.
Consequently, the question turns to those
factors that might be contributing to the
inability to create more open environments
through recreation provision.

Factors Related to the Provision of
Community Access Recreation
Programs

Respondent and facility characteristics. In
order to determine what factors might either be
limiting or facilitating the provision of com-
munity access recreation programs in long-
term care facilities, we first examined the re-
lationships of the characteristics of the
respondents and of the facilities to the percent-

age in the total diversity and the percentage of
the total frequency of programs devoted per
month to community access recreation in long-
term care settings. Only two factors appeared
to be significantly related to the provision of
community access recreation programs, and
both to the diversity of programs provided, not
the frequency with which they are provided
(see Table 1). The total number of residents at
the facility was significantly and positively
related to the diversity of recreation offerings
devoted to community access recreation pro-
grams (r = .100,p = .026), indicating that, the
more residents there were in a facility, the
higher the diversity of community access rec-
reation programs offered within that facility.
This result might suggest that this outcome is
attributable to the higher number of full-time
and part-time paid recreation staff normally
found in facilities with more residents thereby
helping to facilitate more community access
recreation opportunities. However, the num-
bers of these staff were not, in fact, related to
either the diversity or frequency of provision
of such programs. The increase in staff may
not be having an impact because, as subse-
quent analysis showed, increases in staff were
significantly related to increases in the resi-
dent-to-staff ratios (r = -.280, p < .001)
thereby negating the possible benefits of an
enhanced staff complement. However, a
higher number of recreation volunteers in the
facilities was significantly related to a higher
percentage in the diversity of recreation offer-
ings devoted to community access recreation
programs (r = .145, p = .002), pointing to the
potentially critical role volunteers may be
playing in the facilities. The number of volun-
teers, however, does not appear to be signifi-
cantly related to the frequency with which
these programs are offered.

Perceived Benefits of Community Outreach
Recreation Programs. Given that community
outreach programs are provided the least fre-
quently in long-term care settings, we focused
our examination of recreation directors' atti-
tudes and perceived constraints specifically on
these types of programs. In general, recreation
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directors perceived community outreach rec-
reation programs to be highly beneficial to
residents in a number of ways. The highest
rated benefits included: enabling residents to
feel connected to the community (M = 5.97),
enabling maintenance of valued community
ties (M = 5.87), a greater opportunity to
maintain independence (M = 5.76), and resi-
dents feel they can still contribute to the com-
munity (M = 5.59). Interestingly, the state-
ments that were rated the lowest by recreation
practitioners were those related to residents'
physical activity and physical functioning, in-
cluding providing greater opportunities for
physical exercise (M = 3.48), enhancing phys-
ical fitness levels of residents (M = 3.85), and
being essential to enhanced physical function-
ing (M = 3.87).

In order to facilitate the examination of the
relationship between staffs' perceptions of
community outreach programs and the provi-

sion of community access recreation programs
in long-term care facilities, we reduced the 24
individual perceptions to their broader under-
lying dimensions of perceived benefits using
factor analysis. The four dimensions of per-
ceived benefits that emerged (explaining
60.0% of the original variance) were:

• well-being benefits—reflect benefits that
are related to the health and well-being
outcomes acquired by the residents (e.g.,
enhance physical fitness levels; provide
greater opportunity to enhance self-es-
teem);

• community continuity benefits—refer to
benefits that are related to the continu-
ance of residents' connection to their
community (e.g., enable residents to feel
connected to community; provide conti-
nuity of previous recreational pursuits);

• resident-focused benefits—capture those
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Table 1.

Correlations Between Diversity and Frequency of Community Access Recreation
Programs and Facility and Respondent Characteristics

Diversity of Frequency of
Programs Programs

Structural Factors

-.004
.100
.051
.040
.065
.069

.931
.026
.289
.407
.156
.131

.010
-.007

.044

.058

.009

.027

.825

.884

.364

.233

.842

.556

-.003
.145

.050

.070
-.014

.954
.002

.270

.122

.749

-.015
.034

.042

.062

.036

.746

.466

.355

.170

.426

Facility Characteristics
Resident-to-staff ratio
Total number of residents
Percentage of residents with cognitive impairment
Percentage of residents with physical impairment
Number of full-time recreation staff
Number of part-time recreation staff
Number of full-time recreation staff with training

inTR .073 .113 -.045 .323
Number of part-time recreation staff with training

inTR
Number of volunteers

Respondent Characteristics
Age of respondent
Years worked in recreation in LTC
Years worked at current facility

Note: Bold italics represent a statistically significant relationship between the factor and the provision of
community access recreation programs.

benefits that are related to the broader, unrelated to the provision of community ac-
positive outcomes in the lives of resi- cess recreation programs (see Table 2). The
dents (e.g., seen by residents as being only dimension of perceived benefits signifi-
more fun; provide residents with greater cantly related to the provision of community
sense of accomplishment); and a c c e s s recreation programs, both in terms of

• negative/challenge perceptions—reflect diversity of programs offered (r = .148, p =
more negative staff perceptions, particu- .001) and the frequency of their provision (r =
larly a belief that community access rec- .114, p = .012), was negative or challenge
reation programs do not provide suffi- perceptions. These results suggest that nega-
cient benefits to warrant implementing tive attitudes have a significant detrimental
them (e.g., do not enhance well-being effect o n m e diversity of community access
enough to warrant organizing; too diffi- reCreation programs offered and how often
cult for facility staff to plan and imple- t h e s e p r o g r a m s a r e p r o v ided by the facility,

e n '• but positive attitudes do not appear to facilitate
Positive attitudes towards well-being, com- their provision. Consequently, it appears that

munity continuity, and resident-focused bene- recreation directors who more strongly believe
fits of community outreach programs were that community access recreation programs do
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Table 2.

Correlations Between Diversity and Frequency of Community Access Recreation
Programs and Perception Dimensions

Perception Dimension

Well-being benefits
Community continuity benefits
Resident-focused benefits
Negative/challenge perceptions

Diversity of
Programs

r

.009

.028

.025
.148

P

845
535
580
001

Frequency of
Programs

r

.017

.012

.014

.114

P

.711

.798

.755
.012

Note: Bold italics represent a statistically significant relationship between the perception dimension and
the provision of community access recreation programs.

not provide enough benefits to the residents to
justify providing them would not be inclined
to initiate them even if they did recognize their
positive benefits.

Perceived constraints/challenges to pro-
viding community outreach recreation pro-
grams. Of the 26 constraints and challenges to
the provision of community outreach recre-
ation programs perceived by the recreation
directors, the top rated constraint was the low
functional ability of the residents (M = 5.52),
followed by the lack of accessible programs
suited to special needs (M = 5.07), and the
lack of outreach programs open to residents
(M = 5.05).

For similar reasons as with the perceived
benefits, we reduced the 26 individual con-
straints using factor analysis to those underly-
ing dimensions of challenges perceived by the
recreation directors in order to examine the
relationship between these dimensions and the
provision of community access recreation pro-
grams in long-term care facilities. The five
principal dimensions that emerged (explaining
59.6% of the original variance) were:

• openness constraints—which pertain to
perceived barriers in the community lim-
iting opportunities for residents (e.g.,
lack of accessible programs for residents

with special needs; negative attitudes in
community towards residents living in
LTC facilities);

accessibility constraints—which pertain
to the perceived lack of resources that
would facilitate access to the community
(e.g., transportation to community sites
not available; fees at outreach programs
too high for residents; lack of volunteers
to assist in providing outreach);

resident-focused constraints—which are
related to the directors' perceptions {not
resident perceptions) that residents'
functional abilities limited their partici-
pation in community outreach programs
(e.g., behavioral challenges of residents
limit participation; low functional abili-
ties of residents limit residents participa-
tion);

staff-focused constraints—which pertain
to the perceived demands placed on staff
that constrain their ability to plan and
implement community outreach activi-
ties (e.g., not enough time to plan/de-
velop outreach programs; resident-to-
staff ratio too high for programs to be
successful); and
administration-focused constraints—which
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refer to the perceived constraints brought
about by the institutional policies and
government regulations (e.g., govern-
ment regulations limit facility to in-
house programs; little support for out-
reach from facility administration).

All of the constraints dimensions were sig-
nificantly and negatively related to the provi-
sion of community access recreation programs
when we looked at diversity of programs as a
percentage of the total provision (see Table 3).
That is, the more the recreation directors per-
ceived the constraints to be a barrier to pro-
viding community outreach recreation pro-
grams at their facility, the less diverse were the
offerings of community access programs at the
facility. With respect to the frequency of pro-
vision of community access recreation pro-
grams, resident-focused constraints were neg-
atively, significantly related to their provision
(r = —.122, p = .007), as were accessibility
constraints (r = —.090, p = .046) and staff-
focused constraints (r = — .088, p = .053) (see
Table 3). Essentially, the more recreation di-
rectors perceived that these constraints repre-
sented barriers to the provision of community
outreach programs, the less frequently they
provided them for their residents.

In sum, these results suggest that all of the
perceived constraints dimensions can have a
significant impact on the diversity of commu-
nity access programs provided in long-term
care settings. However, only those constraints
related to the perceived limitations of the res-
idents, the limited accessibility of community
programs, and the demands placed on staff are
important in limiting the frequency with which
these programs are offered. Hence, it appears
that if community openness and administrative
restrictions are not perceived to be inhibiting
the inclusion of community outreach programs
at all, then the perceptions of resident-focused
constraints appear to be the greatest impedi-
ment to how frequently they are offered in a
typical month.

Hierarchical Regression of Factors
Related to the Provision of
Community Access Recreation
Programs

The preceding results suggest that the per-
ceptions of constraints to the provision of
community access recreation programs are
more salient than the perceptions of the bene-
fits that such programs may hold for residents
in long-term care. However, if the perceptions

Table 3.

Correlations Between Diversity and Frequency of Community Access Recreation
Programs and Constraints Dimensions

Diversity of
Programs

Constraints Dimension

Frequency of
Programs

Openness to community outreach constraints — .160 <.001 —.067 .137
Accessibility constraints -.212 <.001 -.090 .046
Resident-focused constraints -.211 <.001 -.122 .007
Staff-focused constraints - .797 K.001 - .088 .053
Administration-focused constraints -.185 <M01 - .039 .397

Note: Bold italics represent a statistically significant relationship between the constraints dimension and
the provision of community access recreation programs.
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of those constraints can be reduced or con-
trolled for, might the positive views of the
benefits held by the recreation directors then
contribute to greater levels of provision? In
order to answer this question, we ran two
separate hierarchical regressions—one with
the dependent variable being the diversity of
community access recreation programs as a
percentage of the total provision and the other
using the frequency of community access rec-
reation programs as a percentage of the total
provision. In each model, we entered a number
of the structural factors first to control for
variations in the types and sizes of facilities,
then entered the constraints dimensions second
to remove their effects, and finally, entered the
perceptions of benefits last to examine the
extent of their effect independent of the other
factors. Even though staff perceptions of the

benefits of community outreach programs
were not significantly related to provision on
their own, we wanted to determine if other
factors might be confounding the potential
effect of those perceptions.

When we looked at the model related to the
diversity of community access programs, even
though it explained a statistically significant
amount of the variance overall (R2 = .108,
p < .001), perceptions were still not important
to the provision of community access recre-
ation programs (see Table 4). Instead, the
constraints dimensions seemed to be the most
important—and in particular, resident-focused
constraints (|3 = —.176, p = .005)—to the
provision of community access recreation pro-
grams. The model examining frequency of
opportunities showed very similar results;
however, it no longer explained a significant

Table 4.

Hierarchical Regression of Factors Related to the Diversity of Community Access
Recreation Programs

Factors and Perceptual Dimensions

Structural Factors
Total number of residents
Total number of staff
Total number of volunteers
Resident-to-staff ratio
Residents with cognitive impairment
Residents with physical/sensory imp
Total years at facility

Constraint Dimensions
Openness constraints
Accessibility constraints
Resident-focused constraints
Staff-focused constraints
Administration-focused constraints

Perception Dimensions
Well-being benefits
Community continuity benefits
Resident-focused benefits
Negative/challenge perceptions

.003

.070

.083

.046

.014

.063

.041

.033
-.088
-.176
- .040
-.082

-.062
-.000

.059

.024

t

.035

.938
1.530
.650
.222

1.014
.805

.534
-1.389
-2.833

- .596
-1.253

-.813
.004

1.074
.391

P

.972

.349

.127

.516

.825

.311

.421

.594

.166

.005

.552

.211

.417

.997

.284

.696

R2 Change

.031

.072

.004

Overall F = 2.730, p < .001. Total R2 = .108.

290 Therapeutic Recreation Journal



amount of the variance overall in provision
(R2 = .057, p = .148) (see Table 5).

Two critical conclusions can be drawn
from these results. First, only the constraints
associated with staff perceptions of residents'
limitations appear to be salient to the provision
of community access recreation programs
when all of these factors are considered to-
gether. Apparently, the wide variety of types,
sizes, and levels of staffing at the facilities and
the varying degrees of recognition of the ben-
efits of community outreach neither contribute
to nor detract from the provision of commu-
nity access programs, but perceptions of resi-
dent-focused constraints do. Second, even af-
ter controlling for the effects of structural
factors and perceived constraints, positive per-
ceptions of the benefits of community outreach
do not appear to facilitate their provision for

residents in long-term care settings. Indeed,
and perhaps most troubling, even when the
significant impact that perceived constraints
related to residents' limitations are removed,
positive perceptions still have no influence on
either the diversity or frequency of provision
of community access recreation programs.

Discussion
Our results suggest that although long-term

care facilities in Canada appear to be making
progress in providing more "open environ-
ments" for residents through the use of recre-
ation and leisure programs and opportunities,
the diversity of opportunities in recreation pro-
vision may not yet be achieving a level ex-
pected in truly open environments. Although
recreation directors have very positive atti-

Table 5.

Hierarchical Regression of Factors Related to the Frequency of Community Access
Recreation Programs

Factors and Perceptual Dimensions

Structural Factors
Total number of residents
Total number of staff
Total number of volunteers
Resident-to-staff ratio
Residents with cognitive impairment
Residents with physical/sensory imp.
Total years at facility

Constraint Dimensions
Openness constraints
Accessibility constraints
Resident-focused constraints
Staff-focused constraints
Administration-focused constraints

Perception Dimensions
Well-being benefits
Community continuity benefits
Resident-focused benefits
Negative/challenge perceptions

-.124
.047
.039
.082

-.005
.072
.067

.013
-.030
-.155
- .043

.037

-.084
-.024

.065

.077

t

-1.502
.614
.715

1.131
-.072
1.140
1.283

.209
-.457

-2.427
-.617

.558

-1.075
-.306
1.142
1.253

P

.134

.539

.475

.259

.943

.255

.200

.834

.648
.016
.537
.577

.283

.760

.254

.211

Rz Change

.015

.032

.010

Overall F = 1.380, p = .148. Total R2 = .057.
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tudes towards the provision of community out-
reach recreation programs in long-term care
settings, these positive perceptions do not ap-
pear to be related to the provision of commu-
nity access recreation programs. Instead, per-
ceived constraints—particularly those related
to the staff perceptions of the functional abil-
ities of the residents—appear to be the critical
factor in limiting the number of community
access recreation programs provided and the
frequency with which these programs are of-
fered.

Although very little research has examined
factors related to the provision of community
access recreation programs in long-term care
settings, a number of studies have examined
the determinants of activity participation
within long-term care facilities. This research
has consistently found a correlation between
the lower functional status of residents (e.g.,
hearing, visual, and communication impair-
ments, depression, cognitive impairments) and
less time spent in activity programs and less
frequency of participation in these programs
(Resnick, Fries, & Verbugge, 1997; Voelkl,
Fries, & Galecki, 1995; Voelkl, Galecki, &
Fries, 1996; Voelkl & Mathieu, 1993). Yet,
much more research is needed in order to gain
a more comprehensive understanding of the
role of residents' functional abilities in the
provision of community access recreation op-
portunities in long-term care settings. For ex-
ample, are residents truly incapable of partic-
ipating in community access recreation
programs or are they simply perceived by staff
to be incapable of participating? Do residents
themselves view their functional limitations as
a constraint to participation in community out-
reach activities? In fact, there is some evidence
to suggest that while residents acknowledge
that any physical limitations they have might
constrain them, they often may feel more
strongly that a facility's policies and lack of
support are even greater constraints to their
connecting with the community (Wiersma &
Dupuis, 2002). Nevertheless, whatever
changes might be considered in light of the
differences in residents' functional abilities,

those changes must necessarily be based on
principles of person-centered care (Kitwood,
1997).

Further, a number of studies suggest that
residents' stories about who they are and their
intentions can contrast significantly with
staff's perceptions and stories about the resi-
dents. Kane and her colleagues (1997), for
example, found that residents desire more con-
trol over various aspects of their daily life in
the facility, but staff may not always be aware
of what those aspects are. Residents attached
importance to choice and control over a num-
ber of matters including trips out of the nurs-
ing home. Staff, on the other hand, placed
higher importance on very different aspects
such as control over visitors and formal activ-
ities in the nursing home. Hall and Bocksnick
(1995) examined the perceptions of recreation
therapists, administrators, and residents re-
garding choice and participation in recreation
programs. They concluded that the residents
had very little control in decision-making con-
cerning recreation programs and held very
different perceptions of their reasons for par-
ticipation when compared to the perceptions
held by staff and administrators. Residents
stated that they participated in recreation and
therapeutic recreation programs primarily to
relieve boredom and to fill time. Recreation
therapists and administrators, however, be-
lieved that the residents participated for en-
hanced life satisfaction and quality of life.
Paterniti (2003) argued that residents were
viewed by staff almost completely in terms of
the "bed and body work" they required, as
bodies in need. Residents challenged these
institutional identities and they actively sought
out opportunities to resist those views and to
demonstrate their individuality and to maintain
their personhood. Similarly, Parse (1996) ex-
amined the perceptions of quality of life for 25
persons living with Alzheimer's disease and
concluded that quality of life cannot be defined
by those outside the life looking in, but can
only be defined by what the person living the
life says about it. This is very likely true about
perceptions of functional status and capabili-
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ties as well. Indeed, we need to remember that
community integration is not simply depen-
dent on physical functioning, but rather, is a
philosophy and a goal for the community.
More research is needed that examines resi-
dents' perceptions of community access and
factors that might limit their participation in
these activities and programs.

Nonetheless, if the functional status of res-
idents living in long-term care settings is in-
deed limiting the opportunities for continued
involvement in the community for some, then
finding creative and innovative ways to bring
the community to the facility and to foster a
"sense of community" within the facility are
critical. Fostering a sense of community
within the facility means creating conditions
that lead to belonging, social cohesion, shared
emotional attachment, needs fulfillment, and
influence (Prezza & Costantini, 1998)—all in-
tegral aspects of residents' lives when they
were living outside the facility. A number of
examples of how facilities might provide more
open environments and build communities
within facilities have been described in the
literature. These initiatives include long-term
and integrated intergenerational programs
within long-term care facilities (see Hamilton
et al., 1999; McQueen, 1998). In addition,
Coppola and colleagues (1990) described the
steps they took to develop a sense of commu-
nity within the facility during a relocation
process. Cantwell and Pedlar (2002) presented
three themes (i.e., capacity building, contribu-
tion to the well-being of others, and social
gatherings) that illustrate the development of
community among residents living on a cog-
nitive support unit. Further, Voelkl and her
colleagues (2004) described the key compo-
nents of a family model of care that has much
potential for enriching all relationships in
long-term care settings and for building a
sense of community within the facility. These
studies suggest that facilities that have more
home-like environments and emphasize mean-
ingful, reciprocal interactions between resi-
dents, staff, and family can contribute to the
development of a sense of community within

long-term care settings. Recreation practitio-
ners can play a key role in that process.

Of course, what is really needed is the
elimination of the imaginary lines that demar-
cate the life within long-term care settings
from life outside those walls. This will require
more positive discourses on old age and nurs-
ing homes/homes for the aged and a move
towards an understanding of long-term care
facilities as valued, integrated components of
our communities. Long-term care placement is
often feared by older adults, and needing care
within a facility is perceived as a sign of
failure among family members and residents
(Dellasega & Nolan, 1997; Penrod & Della-
sega, 1998). These views are so prominent that
nursing home placement is often viewed in our
society as a "deviant act" (Matthiesen, 1989).
By maintaining a total institution approach in
long-term care settings, we are protected from
reminders of mortality and frailty by rendering
"others" who live within those setting—that is,
the frail old, the cognitively impaired, and the
dying—as invisible (Hazan, 2002). What is
needed is a view of the long-term care setting
as a place of continued life and thriving, rather
than a place to die (Thomas, 1994, 1996). This
will not be an easy task, but it is not impossi-
ble. Rowles et al. (1996), for example, de-
scribed an ethnographic case study of a rural
nursing home that challenged the stereotype of
long-term care facilities as separate entities
from the community. This rural nursing home
established an integral place within the local
community, where residents continued their
involvement in the community and community
members actively participated within the facil-
ity. This case study highlights the exciting
"possibility of community integration as an
underlying institutional ethos and aspiration"
(p. 199), as the authors conclude:

Our case study of Mountain View pro-
vides an example of the way in which a
nursing home can be part of the com-
munity in which it is located rather than
an alien imposition on the local land-
scape . . . It builds on the idea of perme-
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ability to nurture the kind of "institution
without walls" that residents, families,
and community members will experi-
ence as less alienating. By translating
such an ethos in practical terms, it is
possible to envisage nursing homes that
play an expanded role in the community
by providing day care, respite care,
health clinics hospice programs, health
fairs for local residents, and a setting for
community recreational, social, and
civic activities (Rowles et al., 1996, p.
199).

Thomas's Eden Alternative also has much po-
tential in making the walls of long-term care
settings more permeable. It can create environ-
ments that foster variety and spontaneity,
meaningful and close relationships, continued
growth and development, reciprocity, and con-
tinued contribution to the community.

Again, therapeutic recreationists and activ-
ity professionals can play a critical role in the
"opening-up" of long-term care facilities and
in the process of shifting the discourse on
long-term care settings by challenging current
perceptions of these settings. More specifi-
cally, recreation practitioners can start by:

a. developing partnerships with commu-
nity recreation programs and other orga-
nizations within the community;

b. working with community recreation
practitioners and other agencies and or-
ganizations in the community in order to
address accessibility issues related to
limited provision of community out-
reach programs (e.g., transportation is-
sues, financial constraints);

c. providing more open environments in
long-term care settings by providing op-
portunities for the community to partic-
ipate regularly in the facility (e.g., allow
children's, youth, and seniors' groups to
use the facility for meetings, recreation,
and other programs, provide opportuni-
ties for performing arts groups to prac-

tice in the facility, provide more inter-
generational programs);

d. serving as a facilitator of recreation by
providing opportunities for unplanned,
spontaneous leisure experiences, help-
ing residents facilitate their own recre-
ation in the facility, and helping resi-
dents access recreation opportunities in
the community;

e. increasing the numbers of families and
friends involved in the facility by pro-
viding opportunities for families and
friends to be involved in meaningful
ways in recreation programs both within
the facility and in the community and by
working with families and friends to
educate them on how to effectively use
recreation activities in their visits with
residents and ultimately enhance the
quality of the visit for both the resident
and the family member or friend;

f. including residents in the selection,
planning, and implementation of recre-
ation programs in the facility and pro-
viding them with meaningful roles to
play during programs;

g. developing a strong volunteer base for
all recreation programs in the facility,
particularly for community outreach
recreation initiatives;

h. educating community recreation practi-
tioners and the general public on the
skills and abilities of residents living in
long-term care settings and the rights all
residents have to access community rec-
reation programs; and

i. networking with other recreation practi-
tioners working in long-term care set-
tings to learn from and with each other.

This study focused on long-term care set-
tings in Canada, which has a very different
health and long-term care system compared to
other countries such as the United States. Even
though "total institutions" are in evidence
around the world, the extent to which commu-
nity access initiatives are being provided in
long-term care settings in other countries re-
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mains unclear. It is quite possible that because
of varying approaches to health care provision,
different sets of factors may be impeding the
provision of such community-building initia-
tives in facilities in other countries. More re-
search is needed that examines the extent to
which open environments are being developed
in facilities in other countries and the role that
recreation plays in that process. By learning
from and sharing information with other coun-
tries and taking steps to identifying and elim-
inating the barriers to community access in
long-term care facilities, we will be working
towards the creation of more open and com-
munity integrated long-term care environ-
ments in all communities.
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