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Recreation Therapy for Adult Survivors
of Childhood Abuse: Challenges to
Professional Perspectives and the
Evolution of a Leisure Education Group
Janet Griffin

People who have experienced trauma, such as childhood abuse, often unconsciously reenact
aspects of their trauma through their leisure experiences. This has powerful clinical implications
for recreation therapy in the treatment of post-traumatic stress disorder (PTSD). Without
awareness of traumatic reenactments in leisure, recreation therapists may enable maladaptive
coping strategies and deeply rooted shame-based beliefs for which the patient is initially seeking
treatment. This narrative addresses leisure-related traumatic reenactments of adult survivors of
trauma, as well as the process of a leisure-based psycho-educational group implemented to
address trauma issues. Case examples and the personal reflections of the recreation therapist are
presented, with implications for practice and research.
KEY WORDS: Post-Traumatic Stress, Abuse, Trauma, Leisure, Traumatic Reenactment,
Recreation Therapy
Working with groups of adult survivors of
childhood trauma has refined my perspective
about the importance of recreation therapy,
Although a large majority of my work is with

childhood traumas, such as physical, sexual,
emotional and verbal abuse, I also work with
other types of traumas, such as work place
trauma, motor vehicle accidents and military
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Leisure Connections with adult survivors of trauma.
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traumas. The psychiatric hospital where I
work offers an intensive eight-week, in-patient
program, divided into three phases, assessment, treatment and discharge, which will be
described below. Our program provides treatment for adult survivors of trauma ranging
from 18-70 years of age, with over half (70%)
of the population being female (Wright &
Woo, 2000). In addition to the traumatic experiences that brought the patients into our
program, a large percentage of the patients
have co-morbid diagnoses of major depression
and histories of addictions (Wright & Woo,
2000). An interdisciplinary treatment team
provides treatment in the context of a community milieu, whereby the therapeutic community is an integral part of the healing. The staff
and the patients together make up the community and provide a social context to rehearse
healthy behaviors. A sense of community is
created when trauma survivors play a role in
helping fellow trauma survivors through the
healing process. The development and respect
of personal boundaries enabled by the therapeutic community helps create a sense of social safety. The community as a whole meets
twice a week and community meetings are
facilitated by patients. The majority of the
treatment is group based; however, individual
sessions are offered for more specialized treatments.

Traumatic events are unusual and not a part
of the normal course of life (Matasakis, 1996).
Some traumatic events can lead to the development of PTSD. Traumatic events that enable
the development of PTSD are perceived as
dangerous to oneself and others and overwhelm our ability to cope (Schiraldi, 2000).
PTSD can be caused by a wide range of events
that can be grouped into three general categories: intentional human, unintentional human
and acts of nature (Schiraldi, 2000). The intentional human category is the most difficult
to recover from and is described as malicious
and deliberate man-made events. These types
of events are the most degrading and cause the
most shame. The unintentional human category describes events such as accidents and
technological disasters. Acts of nature are described as the least complex and can be resolved more quickly than other categories
(Schiraldi, 2000). The DSM IV defines PTSD
by first defining trauma and then by identifying three general clusters of symptoms: persistent re-experiencing of the trauma, persistent
avoidance of stimuli associated with the traumatic event, and a general numbing and hyperarousal. These symptoms must last for
more than one month and are accompanied by
significant distress in social, occupational or
other areas of functioning (APA, 1994).

The purpose of this personal narrative is
twofold, based upon my professional experience working with survivors of trauma. My
first intention is to increase awareness of how
seemingly healthy leisure choices enable unhealthy behavior patterns and maladaptive
coping skills. Secondly, this paper will discuss
the evolution of a traditional leisure education
group that was developed to address these
unhealthy and negative leisure behaviors. I
will discuss trauma and post-traumatic stress
disorder (PTSD), the treatment program, my
changed perspectives on recreation therapy
and the experience of the Leisure Connections
group.

The nature of the event itself is at the heart
of what makes an event traumatic, including
what the event means to the victim, actual or
feared death and/or physical/emotional injury
(APA, 1994). Intense fear and a sense of
helplessness and horror are integral elements
that define an event as traumatic. The intense
experience of helplessness, created when resistance or escape is impossible, sets the
ground work for a traumatic response (Herman, 1992). In addition to the traumatic event,
other facts such as an individual's support
system, personal coping styles and personality
disposition all play a role in creating PTSD
(Marshall & Firestone, 1999). Although many
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people who experience traumatic events in
their life will develop symptoms related to
PTSD, not all survivors of trauma develop
PTSD (Bloom, 1994). The extreme difficulty
of experiencing the traumatic event itself is
coupled with intense emotional reactions of
fear, guilt, shame and anger (Marshall & Firestone, 1999). The persistent avoidance of reminders of the trauma (i.e. thoughts, feelings,
people, places, and events) and general emotional numbing or hyperarousal are symptoms
that often reflect old coping techniques that
helped the survivor cope at the time of their
trauma (Bloom, 1994). In as much as these
initial coping strategies were essential to help
the individual survive his/her traumatic experience, over time these same strategies become
maladaptive, restrictive and potentially selfharming. These maladaptive coping strategies
of avoidance behavior, emotional numbing
and hyperarousal, often aimed at creating a
sense of safety against unbearable emotional
pain, instead can serve to keep survivors connected to their trauma. Aspects of a traumatic
experience can be unconsciously or consciously replayed throughout life. Many examples will be given in this narrative to illustrate
these concepts. The examples are reflective of
themes brought forth within the group process
and do not represent specific cases. In an effort
to maintain and respect confidentiality of the
patients in our program, the people described
in this paper are fictitious.
In my years of clinical experience in the
trauma field, I have found that the concept of
traumatic reenactment has important clinical
implications for the use of recreation therapy
as a treatment for PTSD and trauma recovery.
Aspects of a survivor's trauma are often reenacted in the context of leisure choices. Leisure
experiences intended to create healthy ways of
coping with stress may be keeping survivors
harmfully connected to their past traumas
rather than creating a lifestyle permeated with
meaning, connectedness and joy. For example,
Joan, a 38-year-old trauma survivor who reportedly enjoyed scuba diving, became involved in search and rescue missions in her
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free time. The search and retrieval of dead
bodies triggered an emotional and physical
reaction similar to her childhood experience of
finding her father's body after his suicide.
Unconsciously, Joan created a present day
experience that mimicked an experience from
her childhood. Through her leisure choice
Joan recreated familiar intense feelings of
helplessness, anxiety and anger resulting in
confusion about why she was no longer enjoying her previously loved activity of scuba
diving. An activity that provided a sense of
relaxation and peace now became intolerable.
Joan did not make the connection between her
present day scuba diving experience and her
childhood experience until she came to our
treatment program.

Treatment Program
Assessment Phase
Our program philosophy is strongly
grounded in the belief that creating and maintaining safety is the cornerstone of healing
from trauma. Patients have to feel safe in order
to do the emotional work required in their
healing journey. Therefore, safety work permeates every aspect of the treatment and is the
primary focus of the assessment phase. The
first week of the treatment program is the
assessment phase, which assesses the readiness of the patients to participate in and tolerate the intensity of their emotions in the regular program. Through engaging in small
psycho-educational and skills-based groups,
patients learn fundamental concepts and skills
such as safety, self-nurturing, traumatic reenactment, and goal setting.
Due to the importance of safety work, it is
important to understand what is meant by
safety. Safety is reflected in a variety of domains including physical, emotional/mental,
environmental, social and spiritual. In addition
to decreasing self-harming behaviors, physical
safety includes the development and maintenance of healthy self-care routines such as
balanced nutrition, hygiene and regular sleep
habits. Emotional/mental safety reflects the
209

experience of safety in the present. Due to
intrusive memories, caused by nightmares and
flashbacks, as well as triggers, which are intense emotional reminders of the trauma, patients often react to present situations and
events as if it were the past. The pattern of
reacting to present situations as if it were the
past is captured in a concept called traumatic
reenactment, which will be discussed below in
greater detail. Skills and techniques are taught
to help patients ground themselves in the
present, modulate affect and to be aware of
their thoughts and feelings in the present moment.
Environmental safety is nurtured by creating a therapeutic community that is physically
safe for everyone. Strict program boundaries
around physical violence and/or sexual behaviors provide the security needed for the necessary healing to take place. The safe physical
environment of the community milieu sets the
ground work for the development of social
safety. Social safety refers to the ability to
experience healthy relationships and feel safe.
Healthy and nurturing relationships are experienced when skills such as conflict resolutions, assertiveness and being able to ask for
help are utilized. The experience of healthy
supportive relationships nurtured in the therapeutic community often establishes a sense of
belonging and a sense of hope. Being a part of
a community where other survivors share their
courage and struggles in their healing journey
and experience encouragement and support
from other people fosters a sense of acceptance and hope that creates the essence of
spiritual safety.

ate during group and/or feel fearful and hyper
vigilant. When this happens patients are encouraged to use the grounding techniques
learned about during the assessment phase.
Examples of grounding techniques are conscious breathing, touching a safety object (i.e.
special stone or photo), referring to a safety list
(helpful ideas of what to do when in crisis or
experiencing anxiety) and 5-4-3-2-1. The technique 5-4-3-2-1 is a technique aimed at bringing someone to the present moment by focusing on his or her senses. The patients are
encouraged to identify five things they can see,
hear and feel (physically) from where they are
at that moment. Then they repeat the process
identifying four things they can see, hear and
feel. They continue the process until they
reach one. By utilizing this technique the patients bring themselves into the present and out
of the past, which is usually the cause of the
overwhelming feelings. By being grounded
and present, patients learn to control and tolerate the intensity of their emotions and take
control of their lives resulting in the ability to
actively participate in day-to-day experiences.
At the completion of the assessment phase
patients participate in a goal setting process
focusing on changes they would like to see in
their life. The goals guide the focus of their
treatment for the duration of their stay in the
program. Patients revisit their goals on a
weekly basis to ensure that they are accomplishing what they intended to accomplish during their treatment.

During the assessment phase, patients are
taught self-nurturing activities. Self-nurturing,
a foreign concept for most patients at the
beginning of treatment, is strongly related to
safety. Self-nurturing refers to activities done
to comfort and soothe the self. For some,
self-nurturing may include activities such as
having a cup of tea, listening to music, having
a bubble bath or getting a massage. Therefore,
if someone is feeling unsafe they may appear
to be overwhelmed by their feelings, dissoci-

The treatment phase of the program consists of a large variety of therapy experiences
designed as open, mandatory or closed referral
groups in the format of process groups, psycho-educational groups, experiential groups,
as well as individual sessions. Treatment
phase groups include leisure education, loss/
grief, addictions, community meetings, psychotherapy, creative arts therapy, weekend
preparation and recap, crafts, horticulture therapy, spirituality, and recreation participation.
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The interdisciplinary treatment team, including nurses, a recreation therapist, occupational
therapists, psychologists, psychiatrists, chaplains, a creative art therapist, a social worker,
and a horticulture therapist, and the patient,
work together to select groups to create an
individualized schedule reflective of goals developed during the assessment phase. The patient partakes in the regular program for six
weeks, and can meet with team members in the
form of a reflections meeting if he or she
requires extra support or guidance to maintain
focus on his or her healing.

Discharge Phase
During the final week the patient enters the
discharge phase of treatment. This phase addresses plans and resources for maintaining
focus on established treatment goals, discharge-related anxieties and fears, re-connecting to family, friends and co-workers, as well
as creating or re-connecting to therapeutic supports post-discharge. The last day in treatment
is acknowledged with a farewell celebration,
providing a sense of closure to the intense
emotional work completed in the program.
It is through my group work experience at
this treatment center, that I have re-defined my
personal and professional philosophies and
challenged my longstanding beliefs about the
inherent benefits derived from just participating in leisure activities.

Challenges to My Professional
Perspectives
My entire philosophical orientation towards recreation therapy has shifted dramatically. First, as a new graduate from University,
my basic belief was that individuals would
derive at least some positive benefit from just
engaging in recreation activities; therefore, the
provision of activity opportunities would be an
essential component of any treatment program. However, understanding and working
with the concept of traumatic reenactment has
increased my awareness of how survivors may
use their leisure choices to sustain unhealthy
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coping strategies. A re-creation of the trauma
is captured in the concept of traumatic reenactment. A traumatic reenactment is the conscious or unconscious re-creation of thoughts/
beliefs, feelings and/or behaviors from the
time of the trauma, replayed in the present.
Often there is no connection made between a
survivor's current behaviors and his/her past
trauma (Van der Kolk, 1989). Without awareness of traumatic reenactments, seemingly
healthy leisure choices can be vehicles for
validating beliefs of worthlessness and the
self-destructive behaviors for which the patient may initially be seeking treatment.
Awareness of traumatic reenactment dynamics
has increased my appreciation for the powerful
impact leisure has in life. In keeping with this
awareness, my professional philosophy now
reflects the theme: what has the power to heal
also has the power to harm. This philosophy
captures the need to respect the strength and
clinical importance of leisure activities as a
therapeutic medium in treatment. I have come
to a greater appreciation of the fact that leisure
lifestyle encompasses so much more than the
activities people choose to do.
Second, my approach toward traditional
leisure assessments also has been challenged
through my work with survivors of trauma.
Trauma that happened in the context of childhood often nurtures deficits in self-awareness,
as childhood survival often depended on being
other focused. Being other-focused entails being attentive and responsive to the needs and
wants of other people as opposed to the needs
and wants of the self. Reenacting an otherfocused approach in and throughout adult life
often leaves survivors feeling disconnected
from themselves, unaware of their own feelings, needs and interests. Survivors often talk
about their understanding of emotions and leisure interests from an intellectual perspective.
Through years of learned associations, patients
may know that they should feel happy or
should enjoy themselves when engaged in certain types of activities; however, they may
have no emotional connection to their experience. I have found that what some survivors
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describe as fun or enjoyable is a reflection of
what other people in their lives have described
as fun or enjoyable. For survivors in our program fun can also be coupled with intense
feelings of anxiety and fear, which result in
difficulties feeling safe with fun experiences.
Lack of experience and skills for creating a
safe sense of fun enables a cycle of negative
association with leisure. This dynamic has a
negative impact on the execution of traditional
leisure assessments. Deficits in self-awareness
and emotional disconnection make it very difficult for patients to identify what leisure is to
them. It can be embarrassing for patients to
acknowledge difficulties identifying what they
find enjoyable about an experience or what
activities provide them with a sense of relaxation, fun or satisfaction. Many patients believe that being an adult automatically equates
to knowing how to take care of personal needs.
It is often a new concept for patients to consider the need to re-parent, to teach themselves what they should have learned as children.
Traditional leisure interest inventories only
provide a surface approach to the types of
activities patients are currently engaged in and
may not accurately assess leisure lifestyle.
Patients may not be able to report what is
enjoyable for them because they may not truly
know. Additionally, interest assessments do
not determine if the connection to an activity,
such as jogging, is a reflection of a tendency to
self-harm or a tendency to isolate or an appreciation of the body and physical activity. A
group process orientation to assessment, in
which patients can speak openly about their
leisure experiences and respond to open-ended
questions inquiring about reenactment dynamics, is needed with this population in order to
determine if current leisure choices are enabling maladaptive behaviour patterns. Exploring motivations and personal beliefs in
leisure, through a process-oriented approach to
leisure assessment, has provided me with a
more through and clinically relevant reflection
of what is meaningful to survivors in their
leisure time. Understanding leisure motiva212

tions is imperative in order to avoid developing care plans that enable these unhealthy and
potentially dangerous patterns of behaviour.
Fluidity in conducting experiential groups
reflects the third theme in my evolving approach to recreation therapy. In the initial
stages of my recreation therapy group work in
this program, the Leisure Connections group
followed a structured four session psychoeducational format. This entailed four specific
topics related to leisure attitudes, leisure benefits, leisure motivations and leisure barriers,
done in succession whereby content was
taught and patients had an opportunity to process how they connected to the content presented. Paying close attention to group process, I became aware that at times the content
presented in the fourth group may have been
more appropriate to the group's discussion in
session two. In response to this, I created a
variety of session topics from which I choose
the one to discuss that relates to the themes
from the previous group discussion. In this
way I could respond to the process of the
group by presenting information that was most
pertinent to them at the time. I discovered that
a fluid approach to group delivery creates a
sense of flow and honors the needs of the
group as a whole. Conducting my leisure education group in this way created both a stronger client-centered approach to patient care, as
well as a smooth segue to the use of experiential exercises. Experiential exercises provide
a holistic experience that creates the potential
for people to process non-verbally as well as
verbally and work "in-the-moment" with their
thoughts and feelings about issues with which
they are struggling.

The Leisure Connections Group
I came to our treatment program a novice
in the field of trauma. There was no formal
recreation therapy treatment offered in our
program and I was eager to "blaze a treatment
trail." After my week long orientation to the
program, I was asked "What can you offer our
program and to our patients?" Mentally swimTherapeutic Recreation Journal

ming with ideas, I sifted through some main
themes and immediately saw the connections
between leisure, safety, self-nurturing, spirituality and healthy coping. I proposed a closed
leisure-based psycho-education group that
would meet twice weekly for a total of four
sessions. Each four-session block would have
a maximum of eight patients that could be
referred by the team or by the patient themselves. The treatment team supported my idea
and the group Leisure Connections was born.

The Evolution of Leisure
Connections
Initially, the purpose of the group was to
explore how trauma survivors responded to
their free time and to help patients connect to
leisure as a healthy coping resource. In its
infancy, Leisure Connections was solely a discussion-based education group that utilized
some paper and pencil exercises to help illustrate concepts and promote discussions. The
description of the group as "psycho-educational" meant that coupled with the content to
be covered in each session, patients would
have an opportunity to discuss and share how
that information applied to them personally. I
developed four detailed modules, one for each
of the four sessions, with topics addressing
leisure attitudes, leisure values/benefits, leisure motivations and leisure barriers/resources. The topics followed this specific order and were presented in the same way to
each new block of patients referred to the
group. It was an exploratory time, where the
patients and I needed to be attentive to our
respective learning processes.
Through the process of self-reflective practice, the entire Leisure Connections group underwent a series of gradual changes over my
eight-year period with the treatment program.
The Leisure Connections group continues to
shift and change as I grew in my skills and
experience as a therapist. The changes, aimed
to accurately reflect the needs of adult survivors of trauma, were developed and implemented based on patient feedback from evalThird Quarter 2005

uation forms given out at the close of the
fourth group. Although the group logistics
(referral, closed, four sessions, twice per
week) remained the same, two key elements
changed. First, the rigid structure of the educational component became more fluid. Instead of four specific topics, done in succession, I decided to respond to the group's
process by creating a more dynamic approach.
From each four-session block of Leisure Connections, specific themes emerged reflective of
the group's healing process. I decided that it
was most important to respond to the emerging
themes at the time they arose. For example, it
was not helpful for patients to identify with
trust issue themes in session two yet have it
planned as a topic for group four. Therefore, I
created a variety of topics, reflective of some
of the leisure-related issues that will be addressed below, and implemented them depending upon themes which emerged from
previous session discussions. In this way, the
group process reflected the needs of the group
as a whole rather than my agenda as a facilitator. Sessions included themes/topics such as:
how patients experience a sense of enjoyment
in their lives, leisure motivations (intrinsic vs.
extrinsic), leisure barriers, unhealthy leisure
behaviour patterns, self-worth, social connections and relationships, lifestyle values, traumatic reenactment in leisure, healthy coping
and leisure benefits, trust, spirituality and leisure, leisure successes and achievements, relationships between leisure and productivity
and lifestyle balance. As a result of this responsive approach to group process, Leisure
Connections covered different topics in each
four-session block depending on the group's
discussions.
The second key element I changed was the
way in which the information was delivered.
As a result of facilitating the Leisure Connections group for a number of years, I have
become more conscious of the different ways
in which people learn. Most importantly, people learn by doing. Initially, I invited the group
to engage in some type of group social leisure
experience as a way to bring to life the intel213

lectual concepts addressed in the group. The
group leisure project was to be planned and
implemented independent of staff involvement
and completed for the fourth and final session
when the patients would have the opportunity
to share what the experience meant for them.
They would also use their experience as a
foundation for the information discussed in the
final session. The group leisure project proved
to be a powerful experience for most group
members. Groups have planned and implemented social leisure activities such as going
out for dinner and a movie, nature hikes,
mini-golfing, meeting for coffee, horse back
riding, games evenings, pizza parties and salsa
dancing. Group members had "in-the-moment" opportunities to resolve conflict, practice assertiveness, challenge trust issues by
practicing safety skills when connecting with
others, engage in safe play and fun, work
collaboratively with others and connect to others outside issues of trauma.
Many patients gained valuable insights as a
result of the group project experience. Patients
reported insights such as the ability to experience acceptance within a group, ability to feel
safe when connecting with others and having
fun, ability to create emotional intimacy, ability to challenge perfectionism issues by trying
a new activity, an awareness of the need for
fun and enjoyment in life and the awareness of
the negative impact of traumatic reenactments
in free time. As a result of these types of
reported insights from the experiential group
project, I decided to implement experiential
exercises during the group session. This is in
direct contrast to the seated circle format discussion traditionally utilized in therapy. Initially, I introduced a 10-minute experiential
exercise in the final session of the block. I
wanted patients to move out of an intellectual
understanding of the content and to move into
an experiential awareness illustrated by a visual and "hands on" involvement. Evaluation
forms retrieved after the last session repeatedly indicated that group members found the
experiential component to be the most powerful and most helpful component of the ses214

sions. It was interesting to note that participants reflected on insights gained from the
ten-minute experiential exercise more so than
from any of the previous three discussionbased sessions. To this end, I implemented two
other experiential exercises, which evolved to
become the entire session vs. just a component
of it. The experiential exercises are often a
metaphor for themes addressed in the group.
For example, I will use a tug-of-war exercise
when working with themes of barriers and the
difficulties changing and letting go of old familiar patterns. The experiential exercises are
coupled with discussion and sharing of what
patients notice during the experience. Experiential sessions differed from the traditional
discussion-oriented groups in that they enabled participants to speak of their awareness
of what is happening to them in the present,
versus talking about what they remembered
about their past experiences. Experiential exercises are a full body experience: physically,
mentally, emotionally, socially, and spiritually. Experiential exercises have proven to be
a powerful venue for communicating ideas and
themes in a way that traditional didactic and
paper/pencil educational formats miss.

Understanding Leisure
Through facilitating the Leisure Connections group, I became aware that most patients
in our program really struggled with the concept of leisure in general and more specifically, what leisure meant and felt like for them
personally. For a large majority of the patients
in Leisure Connections, struggles with leisure
stemmed from a history of childhood abuse.
Developing an awareness of some of the issues
underlying the difficulties associated with leisure time, I started to appreciate the apprehensive and/or defensive attitude that initially accompanied some of the patients as they
entered Leisure Connections. Being privileged
to bear witness to the emotional vulnerabilities
shared by the patients in Leisure Connections,
I became aware of a variety of ways in which
patients use leisure as a means to enable their
Therapeutic Recreation Journal

avoidant behaviour and unconsciously or consciously reinforce shame-based beliefs.
A common view held among patients in
our program is that leisure is an unimportant
aspect of life and is something done by someone who is already healthy. Consequently, in
light of the intense emotional work done in the
program, many patients consider leisure a low
priority in their healing journey. Often, very
little or no connection is made between leisure,
self-nurturing and healthy coping. Lack of
awareness of the role leisure has as a healthy
coping resource, as well as a venue for meeting personal needs, led to the exploration of
leisure motivations. During Leisure Connections group the process of exploring what
motivates current leisure choices presented
clear patterns of extrinsic motivations among
the patients in our program. I found that consistent patterns of extrinsic motivations were
usually indicative of some type of traumatic
reenactment process and were coupled with
intense negative feelings. When extrinsic motivations are a consistent pattern over time it
impairs the experience of leisure as being
freely chosen. Extrinsically-motivated leisure
choices result in a negative leisure experience,
because leisure is not engaged in freely for its
own sake, but rather for reasons separate from
intrinsically meeting personal needs. This pattern has negative clinical implications for the
use of leisure as a healthy coping resource.
Coleman (1993) noted that the perception of
leisure as freely chosen presents as the central
component of a leisure experience that prevents the onset or worsening of stress-induced
illness. The perception of intrinsic motivation
and perceived freedom are central to healthy
leisure experiences (Coleman & Iso-Ahola,
1993) and for leisure to act as a healthy coping
resource. Healthy leisure experiences provide
the resources needed to moderate the effect of
life stress and positively impact general health
and well-being (Caltabiano, 1995; Coleman,
1993; Coleman & Iso-Ahola, 1993; Iso-Ahola
& Park, 1996). Coleman (1993) found that
people appeared less capable of coping with
Third Quarter 2005

stress when they experienced their leisure time
as constrained.
In light of the consistent pattern of extrinsic
motivations presented by patients in the Leisure Connections group, I thought it would be
interesting to explore the types of emotions
connected with the group's extrinsically motivated leisure experiences. Group members
identified feelings such as: anger, resentment,
exhaustion, obligation, stress, apathy, unworthiness and boredom as underlying emotional
responses to their current leisure choices.
Therefore, patients whose consistent primary
motivations were extrinsic experienced leisure
as negative, uncomfortable and devaluing.
Consequently, it is not surprising that patients
perceive leisure to be an unimportant part of
their recovery process. Often they have little or
no awareness of how leisure can be used as a
healthy coping resource and/or how leisure
experiences can provide a personal sense of
joy and fulfillment in everyday life. This had
important clinical implications for the way
patients in the Leisure Connections group
made sense of their leisure experiences.

Leisure Connections—Themes and
Process
Extrinsic motivations are consistent themes
in our group discussions. The most common
extrinsic motivation for patients in the Leisure
Connections group was general avoidance.
Leisure activities and experiences often become a successful means of avoiding thoughts,
feelings, other people and any other potential
reminders of the trauma. Avoidance behaviour
can be a subtle or obvious reenactment of the
trauma and can be demonstrated in a variety of
ways. I have become aware of four general
presentations of avoidance behaviour in the
context of leisure: isolation in leisure, avoidance of leisure activities, busy leisure lifestyle
and self-harm in leisure. These four types of
avoidance behaviour can be conscious or unconscious techniques to avoid potential reminders of a traumatic experience. All four of
these general avoidance techniques are often
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happening in conjunction with intense and
often debilitating feelings of shame and guilt
and are coupled with deficits in self-awareness. Following is an explanation of each of
the four types of avoidance behaviour, as demonstrated in the context of leisure.
Isolation in leisure. Avoidance strategies
can reflect conscious or unconscious choices
to engage in solitary types of leisure activities.
Due to severe impairments of trust in self and
others and lack of interpersonal safety, seemingly healthy solitary leisure activities are
more often about isolating, reenacting patterns
of being alone and feeling abandoned and
rejected. The experiences of being alone and
isolated are often reenactments from the time
of the trauma. Patients identify with familiar
patterns of hiding to create a sense of safety
from the abuse they endured as a child and/or
being isolated from any potential friends or
supports. The emotional aftermath of the
abuse, coupled with isolation from others, creates deeply rooted fears and beliefs that people
in general are not safe and that they themselves are unworthy/undeserving of friends.
Consequently, patients talk about feeling disconnected and different from other people and
unable to create or maintain meaningful relationships. Difficulties with social connection
are also rooted in strong shame-based beliefs.
Sabotaging potentially healthy relationships
reenacts strong beliefs of feeling undeserving
and unworthy of positive relationships and
serves to keep people distant, avoiding opportunities for emotional intimacy. Due to beliefs
that rejection is inevitable, many patients sabotage their relationships by rejecting others
before being rejected themselves, reenacting
familiar dynamics of abandonment. Solitary
leisure activities, motivated extrinsically by
isolation patterns, reinforce fears of rejection,
abandonment and feelings of shame.
Often patients become confused as to
whether they are isolating or engaging in solitary leisure activities in their free time. There
is a big difference between isolation and solitary leisure. Solitary leisure involvement is a
healthy and necessary part of a balanced life216

style. Solitary leisure becomes isolation when
it is a predominant pattern over time or a
patterned response to a specific feeling. For
example, if a patient responds to a feeling of
fear by choosing to be alone as a pattern over
time, then it may suggest a reenactment of
isolation. Being in isolation often reinforces
negative beliefs and fears about oneself and
others rather than leading to feeling rejuvenated and refreshed from healthy solitary pursuits. When the majority of one's time and
activities are spent by oneself, it may suggest
patterns of isolation as opposed to spending
time alone that is healthy and positive. Therefore, patterns of solitary leisure activities may
be more reflective of unhealthy patterns of
behaviour rather than a freely chosen intrinsic
connection to a solitary leisure activity.
Avoidance of Leisure. Avoidance of leisure
activities and leisure time can present generally in two ways. First, avoidance of leisure
activities can present as caretaking or peoplepleasing behaviour. Caretaking and peoplepleasing tendencies are often an effort to receive approval/recognition from others, avoid
potential conflict and may be due to deficits in
self-awareness. In this way, leisure involvement reflects the needs and interests of other
people rather than the self. Secondly, avoidance of leisure presents as the complete avoidance of any leisure involvement at all.
It is common to hear patients in the Leisure
Connections group identify with engaging in
leisure activities because it is what other people want to do. For example, patients often talk
about being motivated to engage in specific
types of leisure activities because they strive
for recognition and/or approval from others,
reflecting efforts to externally validate selfesteem. Deeply rooted shame-based beliefs
make it difficult for patients to hold on to the
esteem gained as a result of others' validation.
Patients often discount any positive opinions
from others believing that others do not know
their true self. This dynamic creates and reinforces further need for approval.
An example of this dynamic is illustrated
with John's social leisure behaviour. John reTherapeutic Recreation Journal

ported that his excessive social engagements
were done at the expense of his own needs.
Aware that his needs at any given time may
have suggested a need for quiet self-nurturing
activities, John would constantly create many
social experiences in his leisure time. Through
his work in Leisure Connections group, John
became aware of how hard he worked to be
described as "fun," "humorous" and "friendly"
by other people in his life. John indicated that
he felt exhausted from continually trying hard
to elicit this sense of approval and acceptance
from others. John also became aware that how
he felt about himself was always dependent on
other people's opinions. This dynamic reenacted feelings of helplessness and anger, similar to the feelings he experienced when his
mother constantly humiliated him as a young
boy in front of her friends. It became clear
through the group process that while John's
social leisure involvement seemed healthy on
the surface, his choice to engage in his leisure
in that way reinforced his shame-based beliefs
of being unworthy and unacceptable as a person. John discovered that, over time, he became resentful of the time he spent with his
friends. John really struggled with believing
his friendships were genuine because he always put on the mask of the happy, humorous
and fun person regardless of whether he felt
that way or not. John felt depressed because he
believed that others only liked the self he
presented and believed no one knew the "real"
John. Fears of rejection surfaced with thoughts
of letting others get to know him without a
mask. As a result, John did not have any
intimate relationships in his life. For John, the
idea of leisure created many strong uncomfortable feelings, which made it very difficult to
entertain the idea of leisure as a healthy coping
resource. For John, an important component of
the Leisure Connections group was the experiential group social activity. John was challenged to engage in the activity "mask-free"
and to tolerate the feelings his participation
generated, while at the same time practicing
the grounding skills he learned in the assessment phase of treatment. Debriefing about the
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social group exercise, John had a chance to ask
for feedback and to hear other people's perceptions of him. The group provided an opportunity for him to process his feelings related to connecting to others "mask-free" and
to challenge false pre-existing beliefs.
People pleasing and care-taking behaviours, as they relate to the avoidance of personal needs in leisure, can also be reflected in
difficulties being assertive. Choosing leisure
that reflects the interests of others can be
motivated by the desire to avoid potential
conflict. Avoiding potential conflict can reenact fears of punishment or dynamics of silence
that may be familiar patterns from the past. In
the past, staying silent and being agreeable
may have been behaviours that helped to avoid
punishment and/or abuse and, consequently, to
feel safer. Therefore, current leisure choices
may reflect what feels safest for the patient and
enable the reenactment of old and familiar
dynamics from the past rather than represent
personal interests in the present.
For example, Sally, a 43 year-old housewife, frequently talked about feeling obligated
to engage in leisure activities that her husband
enjoyed. The experience of obligation in her
leisure activities created strong feelings of resentment and anger; however, thoughts of not
engaging in her husband's activity choices
created stronger feelings of guilt and shame.
Sally experienced much difficulty with the
thoughts of setting boundaries with her husband and being assertive about her own needs
and interests. For Sally, setting boundaries and
being assertive meant creating potential conflict. This, in turn, created fears of potential
violence and physical harm. Sally, like many
other patients in the Leisure Connections
group, believed that if she stated what she
needed and wanted, she would "rock the boat"
and create conflict that might result in being
rejected or abandoned. This fear of abandonment by her husband mimicked the sense of
fear and abandonment by her family that she
experienced throughout her entire life. This
fostered deep shame-based beliefs of being
unworthy of personal self-nurturing leisure
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time. Sally's strong tendency to people please,
by engaging in her husband's leisure interests,
enabled her to avoid the feelings of shame,
guilt and fear that accompanied her own selfnurturing leisure.
Bearing witness to Sally's story in Leisure
Connections, it became clear that Sally's experience of leisure was no different than the
experience of her life. As in life, the message
in Sally's leisure experience was "take care of
everyone else and neglect yourself." So to, in
her relationship with John, Sally became resentful, angry and sad in her leisure time.
Leisure time represented one more venue in
life where she needed to "do" for someone
else; and tell herself, through her behaviour,
that she was not important. As Sally practiced
assertiveness throughout the Leisure Connections group, and was challenged to "use her
voice," she started to incorporate some of her
new found assertiveness in her relationship
with her husband. To Sally's surprise her husband responded well to her assertiveness and
she later discovered that her husband secretly
harbored resentment when she did not express
her needs. This was an important insight for
Sally as she came to realize how her own
people pleasing and avoidance tendencies,
motivated to gain others' approval and acceptance, actually had negative impacts on her
significant relationships. As a result, Sally felt
more in control over what was happening in
her relationships. Sally challenged herself to
use her leisure as a safe venue for practicing
assertiveness with the intention of transferring
those experiences to other aspects of her life,
such as her work.
Avoidance of personal leisure interests
may also be reflective of deficits in self-awareness. In the context of childhood abuse, part of
a child's safety is often about being in tune
with the emotional states of other people, especially the abuser(s). Being able to anticipate
moods and respond early to potentially escalating behaviour is an important skill necessary for survival. As a result of this process,
children become experts at being able to
"read" and respond to the emotional states of
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others; however, they do not develop that
relationship with themselves. Consequently,
survivors of trauma often are excellent caretakers of others, but have little or no awareness
of how to take care of themselves. It was
common to hear patients in the Leisure Connections group talk about feeling embarrassed
about having absolutely no idea what they
enjoy or find interesting. Often patients indicated that they have learned what "should" be
enjoyable through years of learned associations from others. Patients who identify with
this lack of personal awareness experience
much difficulty when asked to explain what
they enjoy about a particular experience. What
is reported as enjoyable to them often reflects
what other people find enjoyable. Patients
commonly make statements such as "I should
enjoy relaxing in a massage chair because
other people do." Yet many patients identify
with having little or no emotional connection
to the leisure experience in and of itself and
have little experiential awareness of the feeling of enjoyment. With awareness of this dynamic, it is understandable why so many survivors tend to people please and caretake
others. Not only is agreeing to participate in
other people's leisure interests easier, it feels
safer. Being "other focused" was a matter of
survival from a very formative age. This deficit in self-awareness directly impacts the role
leisure has as a healthy coping resource.
As identified earlier, avoidance in leisure
can also present as the complete avoidance of
leisure involvement. An utter lack of leisure
involvement may reflect deeply rooted fears
around play and leisure, as well as deeply
rooted shame-based beliefs about unworthiness. Many patients identify with intense fears
associated with leisure and have a very strong
belief that leisure is unsafe. For patients whose
trauma happened in the context of childhood,
play was often a punishable offense. As a
child, play became associated with physical
punishment and a clear message was given:
"play is not permissible." The intense fear
associated with past play experiences often
results in either the complete avoidance of
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leisure participation as an adult or as hypervigilance during leisure activities. Environments conducive to laughter and relaxation
often create an intense feeling of vulnerability,
as it is impossible to be "on guard" and relax
and have fun at the same time.
For example, during a recreation participation group, Jason, a 56-year-old patient, left
the group covered with sweat. He was confused about having such an intense emotional
reaction in a group where other patients were
laughing and enjoying a variety of games.
Jason was embarrassed about his reaction to a
seemingly normal experience. After using
safety skills and grounding techniques he had
learned in the program, Jason was aware of
feeling overwhelmed with fear. He was able to
connect the experience to memories of physical and emotional abuse that happened with
family games as a child. Being unaware of
reenactment dynamics, the experience of vulnerability during "fun" activities can reinforce
a hypervigilant response and consequently
sabotage potential opportunities for enjoyment. As a result, fear-based beliefs connected
to play and leisure are reinforced and avoidance behaviours are strengthened. This fearbased connection to leisure is a very common
theme in Leisure Connections. At times, patients may have physical reactions to leisure
experiences, such as Jason had; other times,
patients may be unable to tolerate emotions
and refuse to participate at all. Part of Jason's
work was for him to identify where the fear
was coming from and to acknowledge what
was different in the present experience compared with his past experience.
Avoidance of any self-nurturing leisure experience is often associated with extreme difficulty in giving oneself permission to create
something positive and healthy. Childhood
abuse creates intense shame-based beliefs that
become the core around which a developing
self-identity is formed. Abused children learn
from a very young age to feel unworthy or
undeserving of anything positive, healthy or
self-nurturing. Consequently, the act of selfnurturing through leisure is permeated with
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enormous amounts of shame and guilt and is
commonly perceived as very selfish behaviour. The intensity of the shame and guilt is so
strong, patients in the Leisure Connections
group often reported that completely avoiding
self-nurturing activities felt more comfortable
and safe than trying to tolerate the negative
feelings provoked by self-nurturing. Fueled by
strong beliefs about being unworthy or undeserving of "self time," patients often mask
their avoidance of self-nurturing behaviours
by caretaking for others. Praise and positive
reinforcement from those being cared for reinforce this pattern, often resulting in a sense
of expectation and obligation for the pattern to
continue. Breaking the pattern further intensifies feelings of guilt and shame, making the
patterns harder to challenge. The absence of
self-nurturing leisure experiences can also be a
skewed attempt to create safety. I have had
patients in the Leisure Connections group describe the cost of self-nurturing leisure as
something that far outweighs any potential
benefit.
An example of this was clearly addressed
in the Leisure Connections group by a patient
named Kathy, in her mid-forties, who constantly found herself unable to make time for
leisure in her busy lifestyle. Logical explanations of a hectic job, family responsibilities
and mounting household chores created the
foundation of her justification for an unbalanced lifestyle. Kathy could intellectually understand the concept of self-nurturing, yet she
experienced intense fear at the idea of applying it to herself. Through group work, Kathy
came to realize that she clung to threads of
hope that she was possibly worth more than
she always had believed. She feared that her
efforts to self-nurture through leisure would
fail to help her feel good about herself and
would result in validating her belief of being
worthless. To minimize fears of solidifying
beliefs of unworthiness, Kathy avoided selfnurturing leisure in an attempt to create a sense
of emotional safety. For Kathy, the risk of
self-nurturing was confirming her negative beliefs and she responded to those beliefs with
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self-harm behaviour, namely cutting her arm.
Her busy and hectic lifestyle provided a permissible and explainable venue for avoiding
taking care of herself. The focus on safety and
grounding skills learned about during the assessment phase became of paramount importance to her. Kathy learned to couple her
self-nurturing behaviour with her safety and
grounding tools in an effort to tolerate uncomfortable feelings. Gradually, Kathy recognized
her fear as a traumatic reenactment and was
able to keep herself grounded "in the moment"
while nurturing herself.
Themes of perfectionism also play a role in
the conscious or unconscious choice to avoid
engaging in leisure activities. In order for
leisure to be justifiable or perceived as worthwhile, some patients believe their leisure performance or end product must be flawless.
Unattainable goals of perfection create consistent perceptions of failure and thoughts of
"never being good enough." This, in turn,
perpetuates efforts to be perfect. Consequently, patients report never feeling satisfied
or happy with their leisure engagements. This
dynamic mirrors the judgement and criticism
in an abusive childhood, only now the patient
plays the abusive role towards him or herself.
Fears of failure are often connected to fears of
punishment, rejection, abandonment and feeling worthless as a person. Intense fears of
failure impact spontaneity in leisure, whether
it is in individual or social group leisure experiences. For example, many patients who
struggle with perfectionism issues combat
fears of judgment and criticism from others by
practicing excessively before engaging in
group activities. Invitations to join a pick-up
game of hockey or volleyball are met with
resistance or refusal because of beliefs of not
being good enough.
Charlene, a 29 year-old survivor of trauma,
shared the impact of her perfectionism on her
ability to try new leisure activities. Charlene
described her leisure repertoire as small but
she excelled at what she engaged in. The
difficulty she experienced in trying new leisure
activities was connected to fears of failing and
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feeling judged by others. To this end, Charlene
perceived formal lessons a necessary prerequisite before trying any new leisure activity.
Charlene's interest in taking a watercolour
painting class was pre-empted by private lessons first. Trying new leisure activities created
such anxiety that it made it exceedingly difficult for Charlene to relax and enjoy her leisure
activities. As a result of heightened anxiety
during her leisure activities, Charlene felt
chronically dissatisfied with her leisure experiences as a whole. Charlene's negative perceptions of leisure are supported through "all
or nothing" type of thinking. This pattern of
thinking is very common for patients in our
program. Patients who use "all or nothing"
type of thinking approach leisure from the
perspective of "If I can't do it perfectly, then I
don't do it at all." Consequently, the end result
is choosing not to engage in leisure at all.
Finally, efforts to completely avoid leisure
are often succeeded by turning leisure into
productivity-focused experiences. Infusing leisure activities with work-type qualities is motivated by efforts to sabotage positive leisure
experiences. Positive feelings associated with
healthy leisure activities can be a source of
fear and anxiety. "For many survivors 'good'
feelings—contentment, happiness, pleasure,
joy—are particularly frightening. Whenever
things were calm or felt good at home as a
child, disaster was sure to follow" (Davis,
1991, pg. 20). Many patients in the Leisure
Connections group report having strong beliefs that positive experiences will not last,
will be taken away from them or will be
followed by some sort of punishment. Therefore, the potential pleasure or enjoyment experienced during leisure turns into apprehension and fear. Sabotaging leisure activities by
creating work-type qualities during the experience helps to avoid uncomfortable feelings
associated with fun and pleasure and to create
a more "permissible" activity. Shifting leisure
activities to be "productive" creates a sense of
obligation to "get the work done" and reinforces strong childhood messages that leisure
is a waste of time or that leisure time equates
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to laziness. This concept is illustrated by Deborah's experience of her leisure activity. Deborah, a 53 year-old patient, identified knitting
as a leisure activity of interest to her. Through
the group process, Deborah talked a lot about
feelings of guilt when she engaged in knitting
for herself. She was also aware of a cycle of
negative self-talk that surrounded her experience. Deborah would catch herself thinking
that she was selfish, lazy and wasting her time.
In response to those thoughts, Deborah would
start to knit for other people in her life. She
became completely focused on what she could
make for gifts for other people. She would
begin many knitting projects, often more than
she could finish. Each knitting project became
a chore to finish. Deborah became resentful of
the knitting she was doing and did not experience enjoyment. The sense of obligation, her
resentment and her lack of enjoyment were a
reenactment of her childhood, where she was
constantly scolded if she was not busy working and cleaning the house. This reenactment
validated her tendency to avoid engaging in
activities for herself and reinforced messages
of being lazy and selfish. As a child, Deborah
was not given permission to play and this
lesson was transferred into her adult life. In
fact, Deborah did not know how to play. All of
her leisure experiences turned into work. Deborah needed to experience and practice how
to be silly and have fun. As part of her work in
Leisure Connections, Deborah was asked to be
mindful of her feelings while encouraged to
play on swing sets and make snow angels.
While very difficult initially, Deborah was
able to start challenging herself to engage in
brief segments of play during her stay in the
treatment program.
Busy Leisure Lifestyle. Similarly, the presentation of a busy leisure lifestyle with a
variety of leisure activities also may be meeting the need of avoidance. Active involvement
in many leisure pursuits creates a "red flag" for
busy behaviour. Busy behaviour maintained
within the context of leisure time is a consistent theme shared by many of the patients
working in the Leisure Connections group.
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The primary motivation for busy leisure,
shared by almost all the participants in the
group, was emotional numbing or complete
emotional avoidance. Keeping busy with
many different leisure activities and tasks of
daily living affords little time to attend to
personal thoughts or feelings, thus creating
emotional avoidance. Therefore, the presentation of an active leisure lifestyle may more
accurately represent a maladaptive coping
strategy used to create distance from overwhelming thoughts and feelings. Maintaining
a very busy and hectic lifestyle sabotages a
sense of balance. Despite the fact that balance
is yearned for by patients in the group, living
with equanimity creates intense feelings of
fear and hyper-vigilance. The experience of a
calm and balanced lifestyle is strongly associated with an intense expectation that something will go wrong, described as "waiting for
the other shoe to drop." Relaxation and/or
"down time" is often very threatening for patients in our program as it enables memories
from the trauma to surface, coupled with overwhelming and intense emotions. The fear is
responded to by sabotaging experiences of
calm and peace, creating a chaotic but familiar
dynamic. Relaxation, or down time, is often
equated with fears of self-harming, a technique
used to cope with overwhelming feelings that
arise in the absence of distractions.
Self-harm in Leisure. There are many different ways in which patients may engage in
self-harm behaviours. While potentially more
obvious forms of self-harm or self-destructive
behaviours may be fairly common, such as
drug and alcohol abuse, promiscuity and/or
unprotected sex, some forms of self-harm are
more subtle.
Specific types of leisure activities and the
ways in which some patients engage in their
leisure choices may also be motivated by selfharm reenactments. Self-harm reenactments
may be obvious forms of self-inflicted physical abuse, such as cutting one's arm with a
razor blade, or it may be more subtle, as often
is with leisure choices. The specific leisure
activity itself is not as important as under221

standing how the patient connects to their
leisure choice. For example, Michelle, a 28
year old physically active patient, reported
enjoying a balance between physically active
leisure activities such as jogging, karate and
rollerblading and more relaxing leisure activities such as reading, writing poetry and painting. Initially it appeared that Michelle had a
healthy balanced leisure lifestyle. However,
exploring motivations connected to her
choices revealed subtle self-harm reenactments in her leisure. When asked what she
enjoyed about jogging, themes of punishment,
avoiding and "stuffing" feelings surfaced. It is
common to hear patients identify with patterns
of physical activity to disconnect or distance
themselves from feelings. For Michelle, jogging took on punitive qualities when she put
herself at risk by constantly pushing herself
beyond healthy limits and continually berated
herself during the activity. Michelle would jog
so far that she would be unable to walk comfortably the following day. Michelle indicated
that often her poetry writing or painting
brought up uncomfortable intense feelings,
namely anger. As a child, any expression of
anger was responded to with physical punishment from both of her parents. Therefore, in
the present, whenever Michelle would feel
angry she would punish herself by going for a
fast and lengthy jog. Even though the abuse
had stopped, Michelle would act on behalf of
her abusers by unconsciously continuing the
pattern of self-punishment through her "leisure" activities. Michelle's awareness of this
reenactment initially created feelings of anger
which dissolved into feelings of sadness.
Michelle's sadness connected to themes of
loss and her difficulty in treating herself
gently. Michelle's insight enabled a behaviour
change that had a strong focus on learning to
nurture herself through leisure.
Self-harm reenactments can also present in
the form of thrill seeking types of leisure
activities. Frequently, exploring a patient's
connection to thrill-seeking types of leisure
choices can reflect deliberate patterns of creating self-risk by being in dangerous situa222

tions. For patients in Leisure Connections,
high risk activities such as parachuting, bungee jumping and motor racing were more often
a reflection of "living on the edge" and tempting fate rather than an intrinsic connection to
the activity itself. The heightened feelings
from an adrenaline rush often mimic the
heightened state of arousal experienced during
the traumatic situation. The state of hyperarousal is a familiar domain for patients in our
program. High-risk activities also create an
experience where a sense of control or choice
is limited or non-existent. Not having control
or choice creates familiar dynamics that reenact feelings of powerlessness, helplessness and
danger which parallel the emotional state experienced during the time of the trauma. Keith,
a 23 year old, connected to rock climbing in
this way. Initially, Keith described his experience of rock climbing as spiritual with intense
feelings of freedom and excitement. A number
of times Keith referred to rock climbing as one
of the few ways he ever really felt alive. After
talking about thoughts and feelings related to
his experience, Keith started to connect to
themes of powerlessness. For Keith, rock
climbing represented a high risk activity that
put him in potentially powerless situations.
Rock climbing provided a way for fate to take
control and potentially end his life without
Keith feeling directly responsible for ending it
himself. This became a powerful insight for
Keith as he realized similar connections in
other leisure activities. Keith's connection
with his leisure was tightly woven with not
feeling safe. In addition, throughout the program, Keith realized that his long history of
"stuffing" and numbing his feelings left him
feeling emotionally disconnected. Keith often
talked about feeling nothing on a day-to-day
basis and had difficulty identifying his feelings. The intense rush of feeling he experienced during rock climbing was in direct contrast to the numbness he experienced day-today. For Keith, rock climbing provided some
sense of evidence that he was actually alive.
This type of all or nothing pattern was very
familiar to Keith. Keith's leisure interests reTherapeutic Recreation Journal

fleeted activities that enabled him to experience extremes in emotion that were unavailable to him in his day-to-day life.
These four general avoidance techniques,
rooted in the traumatic events experienced by
the patients, manifest themselves in the context of leisure as: isolation in leisure, avoidance of leisure activities, busy leisure lifestyle
and self-harm in leisure. Therefore, leisure
behavior itself may be a maladaptive coping
mechanism. Through the Leisure Connections
group, the patients and I both developed insights that helped the participants to begin to
learn and develop healthier and more satisfying behavior patterns.

Conclusion and Implications
Working with adult survivors of trauma has
afforded me the opportunity to challenge the
way in which I approach recreation therapy,
both philosophically and clinically. My role as
the Leisure Connections facilitator has broadened my perspective on leisure. It has challenged my initial perspective that engagement
in leisure activities is inherently healthy and an
effective resource for coping with stress. In my
experience, many survivors of childhood
trauma have never learned how to self-nurture
or to play. The impact of the childhood abuse
leaves deeply rooted beliefs about being unworthy and undeserving of positive experiences. These beliefs are developed at a very
early age and carried on throughout one's
lifetime. Debilitating core beliefs about unworthiness, and the lack of experience and
knowledge about play and fun in childhood,
can leave survivors of childhood trauma feeling lost and confused about healthy leisure
experiences as an adult. The confusion about
healthy leisure experiences as an adult is nurtured not only by the lack of leisure experiences in their past, but also by unconscious
reenactment of trauma in their leisure in the
present. The clinical role of Leisure Connections is to help bring leisure-related traumatic
reenactment patterns into conscious awareness
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and to help patients experience leisure from a
healthy, self-nurturing perspective.
Through this process, I have become aware
of two specific themes regarding the delivery
of my leisure education group that have become important foundations for the way I
approach group work. The two themes are
connected. First, I have become more keenly
aware of the importance of exploring motivations for leisure choices. Second, I promote a
culture of self-reflection, for the patients in the
group as well as myself. In the group sessions
I ask patients exploratory questions about their
current leisure experiences, as well as ask
them to reflect on what has stood out as meaningful to them during the process of the group.
My own self-reflection happens during and
after the group process. In the initial stages of
the Leisure Connections group, patients spent
time talking about leisure activities and the
specifics about what they needed to do to make
the activities part of their lifestyle. When I
started asking questions such as "What is it
about that activity you connect to?" and then
followed their response with questions such as
"What is it about that quality in your experience that is important to you?" patient responses started to look quite different from
what they had described initially. Their initial
leisure descriptions appeared healthy and intrinsically motivated; however, further discussion often revealed shame-based beliefs connected to their experiences. Asking questions
pertinent to their own intimate experiences
fostered an opportunity for patients to start
looking at the relationships they have with
themselves rather than describing their leisure
superficially. This process encouraged patients
to move from an intellectual understanding of
their leisure experience to a more emotionally
aware understanding of their leisure experience.
I also started asking questions about what
patients did not enjoy in their leisure experience. For example, when a patient would be
very defensive about needing and wanting to
be isolated in his/her leisure time, I would ask
a question such as "What is it about connect223

ing with other people that is uncomfortable for
you?" Very often, common responses to this
question reflected themes of avoidance. Solitary leisure activity is often motivated by the
desire to avoid other people and the uncomfortable feelings triggered by fears of rejection, potential conflict and emotional intimacy.
The reflection process helped me and the patients become more aware of their motivations
for leisure participation. Once patients started
to become aware of reenactments in their free
time, they started to connect to similar patterns
in other aspects of their life. Becoming aware
of extrinsic motivation reenactments in leisure
was often very painful for many patients.
However, this process was also very healing.
When traumatic reenactments are brought into
conscious awareness, patients are better able to
make healthier choices and can learn to live a
life with enjoyment, play, satisfaction and social connection. Without this awareness their
lifestyle would continue as it always had:
empty, painful and harmful. Clinically speaking, being aware of leisure motivations helps
to promote healthy leisure experiences rather
than enabling self-harming behaviours. Exploring motivations for leisure choices helps to
create the awareness that leisure lifestyle is
more than just the involvement in activities; it
is a powerful intrinsic experience that supports
their capacity to cope in healthy ways.
The experiential exercises I have incorporated in the Leisure Connections group help
participants explore their leisure motivations
and engage in self-reflection. These exercises
are often a metaphor for issues with which the
patients are struggling. In my experience, the
use of experiential exercise reinforces the notion of "talk and they may forget, do and they
will remember." Repeatedly, in session evaluations, many patients reported powerful insights from the experiential exercises. The
insights are most often related to traumatic
reenactments in relationship to other people in
their lives and to awareness of how current
leisure choices are detrimental to their healing.
The most powerful awareness I personally
have experienced facilitating Leisure Connec224

tions has to do with me as a practitioner and
the essential nature of self-reflective practice.
For me, self-reflective practice happens within
the group process and after the group is finished. More than just reflecting on how the
content was delivered and what seemed to
work well or not during the group, self-reflection demands that I be aware of my own
issues. During any therapy group, personal
issues are triggered and it is imperative that the
therapist not only be aware of what those
issues are but also work at resolving them in
order to be most effective and professional as
a facilitator. It is important for me to reflect
after each group on what my experience was,
to be aware of how my own issues were
triggered and/or how I responded to a certain
dynamic or patient. It is also imperative that I
am aware of my own responses during the
group process. Subtle fears, insecurities and
negative responses will influence how a group
is delivered. My own self-reflective process
has been the influencing factor in my philosophical orientation and clinical practice in
recreation therapy.
With thoughts of changing the delivery of
the group to incorporate the use of experiential
exercises, I was aware of feeling uncomfortable and insecure about trying something new.
I was self-conscious and initially preoccupied
with whether the patients would like it, fearing
they would think the exercises were silly and
irrelevant. This awareness itself was an important aspect of my self-reflection. I became
aware of a parallel process in which the anxiety I felt about trying something new and
changing the familiar pattern of my experience
paralleled the anxiety the patients felt about
changing familiar patterns in their lives. Although the intensity of the feelings and the
behaviour choices were different, I noticed
striking similarities. It became clearer to me
through my personal and professional conversations that people in general (both patients
and therapists) are on a healing journey of
some kind and are not all that different from
one another in terms of their fears and insecurities. From this theme evolved the awareness
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that as a group facilitator I did not have to have
the answers. This may seem simple and obvious, however, in my early days as the Leisure
Connections facilitator I was aware of this
intellectually but not emotionally. Without realizing it, I felt I needed to have a response to
all inquires brought forth from group members. This enabled the belief that I was somehow different from the others in the group. By
becoming aware of this, I was able to change
and begin to reflect back to the group and to
individual patients questions that would promote their own realizations. I started asking
more self-reflective questions, such as the
questions outlined above for exploring leisure
motivations. I came to realize that asking the
right questions was more important than having the answers. I learned to respect that everyone has the answers within themselves and
that the group process was more about enabling them to find the answers and come to
their own realizations. Of course this process
applied to me as well. I have learned to trust
and use myself as an important therapeutic
tool in therapy. I respond more to my own "gut
feelings" and will challenge, "check out" or
acknowledge what may feel uncomfortable or
unsettling in the therapy process. This awareness seems to reinforce the importance of
self-reflection in clinical practice because the
more work I do on my own self-awareness, the
more beneficial I can be in my work professionally. Group work is inundated with opportunities for self-awareness and hence, professional development. It helped me to facilitate a
more effective therapeutic group. I have come
to more fully appreciate the fact that healing is
a journey reflected in a process of self-discovery—for both the patients and myself. I am
learning the value of patience. My self-reflection is a process and is ongoing throughout all
the work I do—including the writing of this
narrative.
Finally, working with adult survivors of
trauma has strengthened my awareness that a
healthy leisure lifestyle is not only important
but also imperative for connecting to life after
trauma. The issues that come up in the context
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of leisure are no different than the issues that
surface in other areas of a person's life. Issues
of trust, intimacy, boundaries, shame/guilt,
barriers, spirituality, self-nurturing, safety, insecurities and fears presented in the context of
leisure are the same issues that are present in
other aspects of life, such as work and family.
I believe that leisure cannot be addressed independent of other life aspects such as work,
relationships, spirituality, self-care and selfawareness. Leisure choices enable a process of
learning about the self. This is a fundamental
concept in Leisure Connections. For example,
the triad of learning about traumatic reenactments, understanding and experiencing personal meaning in leisure, and experiencing
safe, fun leisure activities in the context of
adulthood, enables self-awareness. Gaining
self-awareness creates the ability to self-nurture. When survivors learn how to nurture
themselves, they will not have an unhealthy
reliance on other people to care for them (Bass
& Davis, 1994). As a result of being able to
self-nurture, survivors will learn to trust that
they are able to care for themselves. As survivors learn to trust themselves they are better
able to trust and connect to others. By connecting to other people in the context of leisure, survivors learn that they are more than
the trauma that has happened to them. They
soon come to realize they are people who
enjoy music, animals, sports or the arts, for
example, and can connect to other people
through their interests, leading to friendships
that are nurtured in the context of leisure.
Caltabiano's (1995) research supports the notion that being embedded in a social network
through leisure increases the perception that
support will be received in a crisis. The experience of social support translates into the
perception of being valued and loved. Sarason,
Sarason, Shearin & Pierce (1987) suggested
that this belief may be the counterpart in adult
life to the attachment experienced in childhood.
Therefore, the self-awareness in leisure
that was promoted throughout the Leisure
Connections group, fostered a growth in self225

esteem. Self-esteem is the most important indicator of happiness and life satisfaction
(Schiraldi, 2000). Self-esteem increases as
people develop the ability to self-nurture, feel
connected to other people, and trust their own
abilities to maintain safety. The process of
self-awareness through healthy leisure creates
a ripple effect that expands to encompass a
healthier relationship with the self and with the
experience of happiness in life. With a healthy
leisure lifestyle survivors can learn to feel
good about who they are and start to connect
to life after trauma—living life with greater
joy and happiness.
Understanding traumatic reenactments in
leisure has important clinical implications for
recreation therapy practice. Practitioners need
to be aware of the concept of traumatic reenactments so as to avoid creating care plans,
leisure recommendations or discharge plans
that enable the unhealthy and potentially dangerous behaviour patterns for which the patient may initially be seeking treatment. The
presentation of seemingly well-balanced leisure activities, both within the treatment setting and outside the treatment setting, may
hold an entirely different meaning to the patient engaged in the activity. The appearance
of what seems like healthy leisure involvement
may actually be subtle reenactments of painful
and debilitating shame-based beliefs. Therefore, I strongly recommend that leisure education groups explore personal motivations for
leisure involvement in an effort to be aware of
potential traumatic reenactments in free time.
This approach can be utilized in recreation
therapy in a variety of settings where trauma
issues may arise, particularly in psychiatric
and substance abuse treatment programs.
Connected to the importance of exploring
motivations for leisure involvement, it is important to stay connected to the patient's personal experience of their leisure. It seems easy
at times to speak about leisure in general
terms, about benefits and barriers for example,
however, it is imperative to explore personal
meanings connected to leisure choices. From
my experience, it is common for people to feel
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threatened about speaking about leisure from a
personal perspective. I have found that it is
common for patients, practitioners and students to feel uncomfortable and vulnerable
letting others bear witness to their inner world
of insecurities, fears and emotions in general.
Therefore, group discussions that are initially
structured for self-reflection and personal sharing can easily shift to comments about leisure
in general. In my experience this shift in direction becomes evident when the language of
the group members changes from "I" statements to "You" statements. For example, instead of a patient sharing something such as "I
feel uncomfortable in social leisure experiences because I fear others are looking at my
faults," the patient may share something such
as "You feel uncomfortable in social situations
because others are judging you and looking at
your faults." Statements starting with "you"
language can also be misleading. For example,
a patient in group may share his perceptions of
leisure benefits by saying "Leisure is helpful
because it helps you relax and gives you time
to do something you enjoy." However, when I
ask if this description is his experience in
leisure, the patient may reply "No, I have a
difficult time relaxing. I never seem to have
the time to do things I enjoy." Therefore, it is
important that clinicians listen carefully to
what is being said and to what is not being
said; and to be aware of when discussions start
to shift away from personal perspectives and
move to more general discussions.
In addition, awareness of traumatic reenactments in leisure may also start to challenge
the way in which traditional interest inventories are used during recreation therapy assessments. Practitioners using interest inventories
in an effort to get a sense of how the patient is
spending his or her free time may not find
these tools as informative or as clinically relevant as a process-oriented approach to assessment, in which the patient shares his or her
experience of leisure. It is important that the
assessment process explores the patient's personal experience of leisure in order to get a
picture of how leisure impacts his or her life.
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Although lack of time and resources may not
permit process-oriented assessments in some
treatment centers, it is important to be aware of
the dynamics outlined above so that appropriate and healthy treatment objectives are recommended.
Finally, I strongly recommend, as part of
our professional responsibility, a dedicated
commitment to self-reflective practice. Being
privileged to bear witness to the internal world
of others is an honor and demands respect and
compassion. At times this honor is difficult
and painful as it may trigger the therapist's
personal issues. Being attentive and responsive to our own issues as practitioners shows
respect for the healing journey and creates an
emotional understanding of the healing process. A personal awareness of the healing
process that moves beyond intellectual understanding is a valuable tool that can be used in
the therapeutic relationship. This is not to
suggest that practitioners need to be traumatized to understand what their patients are
going through. Rather, the process of selfawareness and emotional intelligence is central to all of us and can be used to enhance the
therapeutic relationship we have with the patients seeking our service. Being aware of
personal issues through self-reflective practice
also creates a more effective process during
the group experience. Instead of responding
automatically and possibly defensively to a
certain group dynamic or patient, a self-reflective practitioner will be better able to respond
with compassion because the personal issue
will have been identified. Self-reflection is
essential to professional, client-centered, quality service delivery.

Research Suggestions
Research on traumatic reenactments in leisure is scarce but the concept of traumatic
reenactment impacts any practitioner working
with other people.
I am currently involved in a three-year
research project with Brock University in
Ontario, Canada. We are conducting a proThird Quarter 2005

gram evaluation of Leisure Connections,
taking into account the parallel processes of
the patient, the practitioner and the researchers within the context of a therapeutic community and multi-disciplinary treatment
team. The data collected in year one will
help us design the approaches to be taken in
years two and three. We are hoping the
results of the research will enable us to
better understand the impact Leisure Connections has on the patients who participate
in the group and which aspects of the group
experience are most beneficial.
I am interested to know what are the longer-term effects of recognizing traumatic reenactments in leisure, specifically the impact
these insights have made on the patient's life.
I am interested to know how the patient's life
changed, if at all, in response to learning about
traumatic reenactments in leisure; how, if at
all, the patients have used the group experience to make changes in their lives and how
the patients experience their leisure choices six
months to one year after treatment. A longitudinal study of the participants from the Leisure
Connections group would be interesting in
order to note the long-range impacts of their
group experience.
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