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Abstract

THE EFFECTS OF RECREATIONAL THERAPY ON THE PSYCHOSOCIAL
FUNCTIONING OF AN INPATIENT BEHAVIORAL HEALTH POPULATON

by Elizabeth Marie Orr
July, 2010
Chair: RICHARD WILLIAMS, Ed.D.

DEPARTMENT OF RECREATION AND LEISURE STUDIES

The original purpose of this study was to examine the association of i@mtaé#terapy
services with changes in psychosocial functioning (as measured by thed &$sessment of
Functioning) of people with serious mental iliness (SMI). Due to a series of ehenstydy
was re-scaled to a descriptive study of recreational therapy (Rihé&meiabased on diagnoses,
type of intervention used, age at admission, and length of stay. The sample included 2,051 adult
participants with SMI who received treatment in an inpatient behavioral healir an the
southeastern United States between 2007 and 2010. Descriptive statistics, fesgaedci
Analysis of Variance (ANOVA) were used to identify RT treatmentgpas among individuals
diagnosed with depression, bipolar disorder, a mental disorder, episodic mood disorder, and
bipolar I disorder. A cross tabulation was used to determine which diagnosesddrei
individual assessment. Correlations were used to determine the relationsl@proage at
admission, length of stay, and the units of total RT received. Results indicagedrdiff
diagnoses received varied units of RT based on length of stay and age atoacinissever,
any significance found between mean RT units received and diagnoses groupglaasax
through length of stay at the facility and number of daily RT units receivéterdnt RT

interventions were also explored by diagnoses, but data was insufficient to eesseEch
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guestions. Though limitations for this study were extensive, results provide agfgopri

implications for practitioners and recommendations for future researchers
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CHAPTER |: INTRODUCTION

Serious mental illnesses (SMI) are among the most prevalent anddissthjers
confronting the United States’ health care system. In fact, SMI areatimg cause of disability
in the United States for ages 15-44 (National Institute of Mental Health, 2009ve€xge, one
in 17 individuals (6%) in the United States is diagnosed with a SMI (NIMH, 2009). Those
diagnosed with SMI develop considerable disorders of thought, mood, perception, orientation
and memory that impair judgment, capacity to recognize reality, and thg &biineet the
ordinary demands of life (Wang, Demler, & Kessler, 2002). Impaired funegoniwork,
school, independent living, and interpersonal relationships (Mueser & McGurk, 2004), éecreas
social functioning, decreased community functioning, and increased likelihood of pdgr fam
relationships are also experienced (Swann, 2006). SMI has been linked taatsalbdgss of
guality of life and increased mortality rates (Cuijpers, Van Straten, Shmalopoulos, &
Beekman, 2008). Most individuals diagnosed with an SMI have difficulties for the duration of

their lives (Wang et al., 2002).

People with SMI often receive treatment at inpatient behavioral healitidaavhere a
team of medical practitioners provide 24-hour emergency care and impleea¢ment plans
suitable to an individual’s mental illness (NIMH, 2009). With this type of treattnmedividuals
tend to make considerable gains in psychosocial functioning (NIMH, 2009). Treatmeallyypic
includes several coordinated health care disciplines that assist individualade negative
symptoms and to improve both quality of life and community functioning (Holcomb, Parker,
Leong, Thiele, & Higdon, 1998). Recreational therapy (RT) is among thosglidiss that
commonly treat people with SMI in inpatient behavioral health care. Therpmaexanately

12,000 active certified therapeutic recreation specialists (CTRS) imiked&tates and Canada,



and 36% of these therapists work in a behavioral health setting (National Coufitiefapeutic

Recreation Certification, 2009).

Recreational therapists address physical, cognitive, social, and emétioetadning of
people with disabilities (Carter, 1999). For individuals with SMI, therapistscatteprimary
psychiatric symptoms, prevention and mental health maintenance, and strengthening of
psychosocial supports (American Therapeutic Recreation Association, 208#uctions, cues,
and prompts embedded within RT interventions trigger stimulus control over an individual’s
attentiveness and displace inappropriate and antisocial behaviors (Corrigamanpb& Wong,
1993). Interventions including coping skills, stress management, anger managdmeitone
therapy, problem solving, communication, self esteem building, and community iicte gnat
utilized to promote improved social skills, community skills, and self managemést(skirth

Carolina Recreational Therapy Association, 2008).

Though RT addresses several domains of functioning, in recent years, trdatment
individuals with SMI has focused primarily on psychosocial functioning (PerivaliGtianholm,
& Patterson, 2004), which includes the abilities and skills necessary for Sutcessmunity
functioning (Juckel & Morosini, 2008) as well as individuals’ abilities to fulfiédir roles in
society as a member of a family or profession (Perivoliotis et al., 20@frovement in
psychosocial functioning is important because it leads to improved work functioning,
interpersonal functioning, general health, and overall quality of life (Hektlkt al., 2002;
Perivoliotis et al., 2004). Also, researchers (e.g. Peer & Spaulding, 2007) sudgesbiad
health treatment facilitates higher rates of recovery of psychosoo@idning compared to
psychological symptom reduction. Treatment for psychological functionihgdes reducing
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negative symptoms evident in emotions and cognitions such as hallucinations, delusions, and
disorganized speech and behavior (Ross & Mirowsky, 2003). Psychosocial functioning is
different in that it is defined as the abilities or skills necessary faesstul community

functioning (Perivoliotis et al., 2004). Because of such an emphasis on psychosod@hifugct
by RT providers, it is imperative to collect and analyze efficacy data oa tiezgments to

provide efficient and effective care. Efficacy data related to psychbosaeiaventions for

people with SMI will contribute to evidence-based practice and inform choicetenfentions

made by practitioners.

Recreational therapy research on psychosocial functioning for individilbalSMI is
very limited; however, some researchers have reported positive outcomes.fifithegs
include increased suitable behaviors during leisure activities (Pesttk,&Csienditto, 1998),
improved independent living skills (Corrigan et al., 1993), increased pro-social behawielts (F
Card, & Menditto, 1997), improved attentiveness to activities (Pestle et al., 1998), aasaucr
overall functioning (Corrigan et al., 1993). Researchers have also reported cutdgereral
recreation and leisure for individuals with SMI. For instapsggchiatric leisure rehabilitation,
a term used by Rudnick (2005), facilitates normalization and socialization, helgduias
cope with symptoms, reduces the impact of medication side effects, andteEcitibgnitive
rehabilitation. Recreation activities were reported to have a positive effeself-esteem and
self-efficacy, and a reduction of anxiety and depression in individuals witi{isdHey,
Coursey, & Selby, 1997). While these studies support general recreation aredsisur

beneficial for individuals with SMI, the effects of RT treatment is not {r@ncipal focal point.



Though researchers have reported positive outcomes for individuals with SNihgesul
from RT and recreation, there is no evidence to support use of specific interventitis for
population. Interventions such as coping skills, stress management, angeenmamag
relaxation therapy, problem solving, communication, self esteem building, and commmunit
integration are often used during treatment (ATRA, 2008); however, there is no oltasatke
research that differentiates the effect each intervention may have atelm@as of functioning.
If research indicates that certain RT interventions lead to functional €htwegprofession would
be able to offer more effective programs and communicate the benefits afd®fdnt to

consumers and other health care professions (Stumbo, 2000).

While there is some evidence of the benefits of RT and general recreation arj leisur
there remains a gap in research on the effects of RT on individuals with Sidaaént
facilities. More specifically, few published studies examine the mdasugtfects of RT on
psychosocial functioning of SMI. Additionally, while there appears to be aajener
understanding that RT and recreation may have benefits for people with SMhadkdyeen no
effort to distinguish the relative effects of specific interventions. Tbergthe purpose of this
study was to examine recreational therapy services in relation to theenicé on change in
psychosocial functioning (as measured by the Global Assessment of Functiancshgbmpare
the influence of different recreational therapy interventions on change ingzeial

functioning (as measured by the Global Assessment of Functioning) of people with SM



Research Objectives

The research objectives of this study were:

1) To determine if there is a significant relationship between length oflSEy)( age at
admission, number of Axis I-IV diagnoses, number of treatment units of RT and change
in psychosocial functioning (as measured by the Global Assessment of Functioning) of
people with SMI receiving inpatient psychiatric treatment.

2) To determine significant influence of the number of units associated withygechftRT
interventions on change in psychosocial functioning (as measured by the Global
Assessment of Functioning) for people with SMI receiving inpatient pgyichia

treatment.

Hypothesis 1

After controlling for admission GAF scores, the length of stay (LOS), aa@naission,
number of Axis I-IV diagnoses, and number of treatment units of RT will significantl

predict discharge GAF scores for people with SMI receiving inpatient psycliiaatment.

Hypothesis 2

After controlling for admission GAF scores, the number of units associdte@ach type of
RT intervention will significantly predict discharge GAF scores for peale SMI

receiving inpatient psychiatric treatment.

Due to a series of events, the purpose of this study was altered from its quigpase.

In recent years, the research site of the current study began documatiéngipformation



electronically, potentially facilitating relatively easy an&ysf patient data. Unfortunately,

three issues related to availability of data led to the alteration of the puwptige current study.
What follows is an explanation of the original purpose of the study, how it was meant to be
conducted, and how the researcher proceeded after it was determined thatrthlestuidy

could not be completed as proposed. The study has thus been re-scaled to a descriptifze study
recreational therapy treatment based on diagnoses, type of intervention used, Ggrdulam
information including age at admission and length of stay.

Limitations

The limitations of this study included characteristics of the sample andsbarchers
restricted access to data on outpatient or community treatment. Becawese#relr site is a 52
bed behavioral health unit serving 29 counties in eastern North Carolina, the sample bgy not
an accurate representation of individuals with a serious mental illnessUnited States. Also,
the categorization of SMI into three major diagnostic categories (bipsiander,
schizophrenia/schizoaffective disorder, and depression) limited the sampbus8audividuals
at this facility received nursing care, psychology, and medication condynath RT, other

variables likely influenced any change in psychosocial functioning.

Assumptions

In this study, it was assumed that changes in Global Assessment of Fugot®AF)
scores were due to receiving treatment from RT, psychology, nursing, prekoribed
medications. It is entirely possible that the psychosocial functioning txéipants can change

over time without intervention.



Delimitations

This study was delimited to individuals over 18 years of age. The individuals in this
study were former patients of a behavioral health unit at a hospital in theastathdJnited
States and were categorized as having one of the following SMI: depression,
schizophrenia/schizoaffective disorder, and bipolar disorder. Materials used malymsawere

delimited to information acquired from existing medical records.

Definition of Terms

Bipolar Disorder —A serious mental illness characterized by relapse in mania and depression
(Baker, 2001).

Change in GAF scoresFhe change in a person’s GAF scores from admission to discharge.

Depression The presence of a recurrent depressed mood or loss of interest in daily adtivitie
a minimum period of two weeks (Kessler et al., 2003).

DSM- IV-TR -The Diagnostic and Statistical Manual of Mental Disorders Text Revision. The
handbook used by mental health professionals for diagnosing mental illnesses.

Global Assessment of Functioning (GAFARassessment tool based on observation of a trained
facilitator used to rate psychosocial functioning on a single scale gafigm one to
100, with one being poor functioning and 100 being normal functioning (Burlingame et.
al., 2005).

Psychosocial Functioning Fhe abilities or skills needed to successfully perform community,
family, or professional functioning, including concepts such as physical, saoxdal, a

emotional health (Perivoliotis, Granholm, and Patterson, 2004; Juckel & Morosini, 2008).



Schizoaffective Disorder A serious mental iliness that requires individuals to meet criteria for
both schizophrenia and a mood disorder (Kempf, Hussain, & Potash, 2005).

Schizophrenia A serious mental iliness characterized by cognitive impairment, psgchosi
social withdrawal that manifests symptoms such as delusions, hallucinations, and
disorganized speech for at least 6 months (Mueser & McGurk, 2004).

Serious Mental lliness A diagnosis of any DSM-IV mental disorder that substantially intesfere
with one’s life activities and ability to function (Wang et al., 2002).

Treatment unit- One unit equals 15 minutes of treatment; therefore, four units equals one hour

of treatment.



CHAPTER II: REVIEW OF LITERATURE

Serious Mental lliness

An individual can be classified as having a serious mental illness (SMt) lnener she
has a diagnosis of any DSM-IV mental disorder that significantly intarfeith life activities
and the ability to function (Wang et al., 2002). Individuals diagnosed with a Sidtierce
substantial disorder of thought, mood, perception, orientation or memory that impairgqdgm
capacity to recognize reality, and the ability to meet the ordinary derohfds(Wang et al.,
2002). Serious mental illnesses are among the most prevalent and costly dsorfterging
the health care system. In fact, they are the leading cause of disabligylinited States for
ages 15-44 (NIMH, 2009). On average, one in 17 individuals (6%) in the United States is
diagnosed with a SMI (NIMH, 2009). The average cost of health care for each of these
individuals is between $12,000 and $18,000 a year (Osby et al., 2008). These costs include
illness detections, treatments, prevention, and rehabilitation. Treatmeatliyponsists of a
prescribed appropriate medication (antianxiety, antipsychotic, or ardggsgmt) and frequent
therapy sessions with a psychiatrist or another form of a mental healtalisp€éiang et al.,
2002). Serious mental illness can include but is not limited to the following diagnoses:

depression, schizophrenia/schizoaffective disorder, and bipolar disorder.

Depression

A person who suffers from major depressive disorder must have a recurrenselgpres
mood or a loss of interest in daily activities for a minimum period of two weeksl@fes al.,
2003). Depression is characterized by the presence of a daily depressed matetlihgieither

self report or observations made by others (Hilty, Brady, & Hales, 199@)ptSms include



significant weight loss or weight gain, decrease or increase in appeti@niasor hypersomnia,
psychomotor agitation or retardation, fatigue or loss of energy, feefrngsrthlessness or
excessive inappropriate guilt, diminished ability to think or concentrate, inggess, recurrent
thoughts of death, recurrent suicidal ideation without a specific plan, or a sutelt@tatith a

specific plan for committing suicide (American Psychiatric Assama2000).

Consequences of major depressive disorder include significant psychossfaktgn
in work, family, social relationships, and leisure activities (VittenglriCl& Jarrett, 2009).
Depression often times co-occurs with substance abuse, leading to gveasdirseverity and
worse health related outcomes (Nunes & Levin, 2004). Depression is also adseitiate
substantial loss of quality of life for diagnosed individuals and their family, hasvincreased

mortality rates (Cuijpers et al., 2008).

Schizophrenia/Schizoaffective Disorder

Schizophrenia is a SMI characterized by cognitive impairment, psychagispaial
withdrawal (Mueser & McGurk, 2004). People with schizophrenia often expeirapeged
functioning in work, school, independent living, and interpersonal relationships. Poor
functioning in self-care and vocational roles are experienced as well (DackeBellack, &

Gold, 2006). People with schizophrenia also exhibit social dysfunction which contributes to
poor community functioning (Dickenson et al., 2006). The core symptoms of schizophrenia
include loosening of associations, flattened affect, loss of goal-orienteddrelaad autism

(Mueser & McGurk, 2004).
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The most common psychotic symptoms in individuals with schizophrenia involve reality
disorientation, delusions, and hallucinations (Mueser & McGurk, 2004). Hallucinations vary
between auditory, visual, olfactory, or gustatory with auditory hallucinabeimg) the most
common. The presence and severity of these symptoms tend to appear in episodes (Kurtz &
Mueser, 2008). Negative symptoms, also known as apathy and social withdrawalhlemntzdl
affect, lack of pleasure, diminished ability to begin and follow through on plans, aneédeduc
guantity or content of speech (Mueser & McGurk, 2004). Patients with schizophreniaats
problems with attention, concentration, psychomotor speed, learning, memory, and problem

solving (Meuser & McGurk, 2004).

Similar to schizophrenia is the SMI schizoaffective disorder. Individuals wi
schizoaffective disorder meet the criteria for both schizophrenia and a moaakedi@empf,
Hussain, & Potash, 2005). According to the DSM-IV, a person is classified ag havin
schizoaffective disorder if symptoms meet the following criteria: agdheccurrence of a
manic, major depressive syndrome and symptoms meeting the criteribifmpdcenia, b) the
presence of delusions or hallucinations for a period of two weeks if major mood synapéoms
absent, and c) the presence of symptoms meeting criteria for a mood episoderfsiderable
part of the active and dormant periods of illness (Maj, Pirozzi, Formicola, B&licci,
2000). The International Statistical Classification of Diseases amdielddProblems specifies
that people with schizoaffective disorder must meet the criteria for bottopbheénia and a
mood disorder within the same episode or at the same time for at least part obde @oesnpf

et al., 2005).
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Bipolar Disorder

Bipolar disorder is a lifetime disorder and is characterized by two maes tfjrelapse:
mania and depression. Mania can be described as a euphoric state without inhibition, or over
active behavior (Baker, 2001). Three or more of the following symptoms must bt foe s
least one week: inflated self esteem or grandiosity, decreased needpomsessured speech,
distractibility, and psychomotor agitation (Hilty et al., 1999). Depressidmaisacterized by an
inability to concentrate, insomnia, loss of appetite, feelings of extremessgdjuilt,
helplessness, hopelessness, and thoughts of death (Baker, 2001). Symptoms must be present
during the same two week period. Individuals with bipolar disorder can also experience
hypomania and mixed symptoms (Hilty et al., 1999). A hypomanic episode isrsoralananic
episode, except symptoms must be present for only four days and there is no need for
hospitalization. When symptoms for both a major depressive and manic episode occur, it is
considered a mixed episode. Typically, this episode lasts a shorter duratioe tfan other

episodes (Hilty et al., 1999).

Consequences of bipolar disorder include decreased social functioning, decreased
community functioning, and increased likelihood of poor family relationships (Swann, 2006).
Some individuals diagnosed with bipolar disorder have difficulty concentrating and poor
memory (Glahn & Velligan, 2007). These symptoms influence social and vocatiorabriurg
and can limit social problem solving abilities (Glahn & Velligan, 2007). Functiosinfien
dependent on the type of bipolar disorder an individual has. There are three subgroups of bipolar
disorder: bipolar I, bipolar Il, and cyclothymic disorder (Baker, 2001). Bipasacharacterized

by manic episodes and depressive episodes lasting greater than one weekwi#ebpolar Il
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experience hypo-manic and depressive episodes, while people with cyclothyondedi

experience multiple hypo-manic and depressive episodes of less sevamndBadter, 2001).

SMI Impact on Psychosocial Functioning

Though SMI affects psychological functioning, recent treatment focusgsyshosocial
functioning. Treatment for psychological functioning includes reducing negativetems
evident in emotions and cognitions such as hallucinations, delusions, and disorganized speech
and behavior (Ross & Mirowsky, 2003). Psychosocial functioning is different in that it i
defined as the abilities or skills necessary for successful communityoiing (Perivoliotis et
al., 2004). This also includes individuals’ abilities to fulfill their roles inetycas a member of
a family or profession (Juckel & Morosini, 2008). Concepts underlying communiiy akd
abilities include physical and social functioning, emotional health, productindyirdimacy
(Perivoliotis et al., 2004). Several studies show psychosocial functioning asfiaangni

determinant of quality of life (Perivoliotis et al., 2004).

Coryell, Scheftner, Keller, Endicott, Maser, and Klerman (1993) examineddpe,s
severity, and persistence of psychosocial impairment as an effect of bipolar poldruni
affective disorder. Participants (N=388) were matched with corresponding eompgroups
where individuals lacked defining syndromes of psychosis. Areas of study ihcodgpation,
education, marital status, sexual functioning, and other psychosocial areasdl(€aly, 1993).
Researchers found psychosocial functioning of the depressed individuals to bergbrsist

impaired in comparison with the control group (Coryell et al., 1993).
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Patterson et al. (1998) compared individuals with schizophrenia (N=84) and
schizoaffective disorder (N=18) with individuals similar in age and educatiohalirtg no
diagnoses. The Direct Assessment of Functional Status (DAFS) was stdnethito assess
psychosocial functioning. After analyzing the results, researchers foundiunals/iwvith
schizophrenia or schizoaffective disorder were more impaired in total scorelmuodle scores

than those with no diagnosis (Patterson et al., 1998).

Klaplow, Evans, Patterson, Heaton, Koch, and Jeste (1997) studied the functional
capacity of psychiatric patients (N=55) compared to individuals without aasag (N=72).
Participants were administered the Direct Assessment of Functiohsd Staale to asses
behavior during simulated daily activities such as communication (Klaploky &087).
Individuals with a psychiatric diagnosis were concluded to have significantjegmisability

than the compare group in total score as well as behavior subscales (KlaploWwo&7.

Alaja et al. (1999) compared psychosocial functioning of individuals with physical
impairments and psychiatric diagnoses. Functioning was assessed by usiraptie Gl
Assessment of Functioning (GAF). Scores of individuals with physical impatemanged
from 51-60 (moderate symptoms), while scores of individuals with a psychiagitodia
ranged from 41-50 (serious symptoms) (Alaja et al., 1999). Researchergdenhal
significantly lower rate of psychosocial functioning occurs in individuals wiihpatric

diagnoses than those with physical impairments (Alaja et al., 1999).

Perivoliotis et al. (2004) compared psychosocial functioning of outpatients with
schizophrenia (N=57) and healthy control patients with no DSM-IV diagnosest afrmasrent

mood, anxiety, or psychotic disorders (N=40). The control group did not significandy diff
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from the patient population in terms of age or ethnicity. After administerialj eeport version
of the Independent Living Skills Survey (ILSS) Global Functioning Scoreamgsers found
individuals with schizophrenia scored significantly worse than the control groeiglatnof the
10 functional areas (Perivoliotis et al. 2004).

Global Assessment of Functioning

A dependable assessment tool must be used to accurately evaluate a persoiaips
symptoms and psychosocial functioning before and after treatment. The GlobsdrAsst of
Functioning (GAF) scale is introduced as Axis V of Biagnostic and Statistical Manual™4
edition revised DSM-IV-TR), and offers a brief and concise method of measuring overall
patient psychological condition (Mossbarger, 2005). As part of the DSM-IV-Tidath
procedure, the GAF is the most widely used measure of psychiatric patierdrfumgct

(Burlingame et al., 2005).

The GAF is a rating tool used for assessing psychological, social, and cacabati
functioning on a scale ranging from one to 100, with one representing lowest possible
functioning and 100 representing highest overall functioning (Hall, 1995). The sdalelex!
in to 10 equal intervals with each 10 point range containing two components, including symptom
severity and social functioning (Startup, Jackson, & Bendix, 2002). Ratings fall within a
particular interval when either symptom severity or social functioniegtethe descriptive
criteria within that range. Clinicians determine specific ratingsivgach interval based on the
level of functioning and severity of symptoms. The final GAF rating reftbetéowest score of
the two components (Mossbarger, 2005). This assessment is typically adedresteatient

admission and discharge, with scores tending to be higher upon discharge than aratbniss
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treatment (Soderber, Tungstrom, & Armelius, 2005). Ratings on the GAFsbcallel be for the
level of functioning at the time of evaluation to reflect an individual’s curresd f@r treatment
or care (Startup et al., 2002). The GAF does not include impairment of functioning due to
physical or environmental limitations (Mossbarger, 2005). Research has reptatedter
reliability coefficients that range from modest to excellent atagainoderate to high concurrent

validity (Burlingame et al., 2005).

Startup et al. (2002) studied the concurrent validity of the GAF using individuals
admitted to behavioral health services diagnosed with schizophrenia, schizaphreaif
schizoaffective disorder (N=66). The instrument was reported to haveesxdeter-rater
reliability for two raters at initial intake of the assessment (ICO7&% six month follow up
(ICC=.94), and at a 12 month follow up (ICC=.95). The researchers also discussed~tae GA
having an important role in monitoring outcomes of clinical interventions over(8taegup et

al., 2002).

Vatnaland, Vatnaland, Friis, and Opjordsmoen (2006) conducted a mini metasanalys
using six studies performed between 1995 and 2003. Researchers tested theyrefidimli
GAF including patients recruited from out-patient facilities, psychia&pitals, and in-patient
clinics (N=419). Of the six studies reviewed, all found GAF inter-rateritiaas excellent
(ICC>.74) except for two, which used children as part of the sample. Theateerealiability

for the two exceptions was still reported as good (ICC >.60<.74).

The GAF was found to be a valid measure of global psychopathology by examining
clinician and external rater scores using a factor analysis (Hilsdnetrat., 2000). Factors

included compared GAF clinician scores and external rater scores wiod¢iz and
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Occupational Functioning Assessment Scale (eigenvalue=3.9) and the Glasdmast of
Relational Functioning Scale (eigenvalue=1.3). The two compared factors adcour&é% of
variance between tests, demonstrating similarities between the ¢hteg @ilsenwroth et al.,

2000).

Recreational Therapy and Serious Mental Iliness

Individuals with SMI typically seek treatment for symptoms and psychosocial
functioning at inpatient behavioral health centers, acute care fac#itidoutpatient clinics.
Treatment consists of a combination of services including psychology, nursingcesatiomnal
therapy (RT). The primary purpose of RT is to provide activities that tr@amine, or
improve the effects of a condition, iliness, or disability (Skalko, 2009). Remmahtherapists
address psychosocial, attitudinal, and lifestyle domains to enhance independaititeaine
quality of life (NCRTA, 2008). Therapists effectively address psychotigpgyms and
strengthening of psychosocial supports of people diagnosed with depressiondisatiheys,
traumatic stress disorders, anxiety disorders, mania, schizophrenia, amad cingrdiagnoses
(ATRA, 2008). They use interventions that focus on coping skills, stress managemant, ange
management, relaxation, problem solving, communication, self esteem, commiggtgtion,
and others.

Though RT research is limited, attempts have been made to provide support for RT as an
effective treatment modality for functioning of individuals with SMI. Thitotige assistance of
the United States Department of Education and Temple University’s programapetic
recreation, a group of over 80 researchers, educators, and practitioners condexitad af the
outcomes of therapeutic recreation (Coyle, Kinney, Riley, & Shank, 1991). Resedite

efficacy of therapeutic recreation in mental health settings was inclid@celopers of this
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project provided an introduction of the profession’s history in mental health, theloretica
perspectives, specific interventions used, a review of the literature t@ddteecommendations
for future research (Coyle et al., 1991). A summary of the results of rel/research
suggested that therapeutic recreation is successful in causing pdsanges in physical, social,

cognitive, and emotional states; however, the review emphasized a need furembngisearch.

Independent studies have also shown support for RT as treatment for SMI. For example

Pestle et al. (1998) compared appropriate behavior scores of people with schizofiw6)

involved in recreational therapy for three months. In the study, the service psaviggrated a
social-learning program with recreation activities three daysek for 40 minutes to increase
appropriate behaviors (Pestle et al., 1998). Individuals were chosen from reswienia &

large state mental hospital and their behaviors were recorded using the Tpie Bahavioral
Checklist. By engaging in RT, individuals were supported with consistent renfert for

showing suitable behaviors that occur during leisure activities (Pesile £998). The authors
suggested involvement in RT and the social learning program offered residerdas natur
opportunities to interact appropriately with others, thus increasing approptiatadrs and

independent living skills (Pestle et al., 1998).

Corrigan et al. (1993) reviewed the effects of behavior management araticecre
therapy on 10 severely mentally ill patients with psychotic symptoms. Symtudied
included stereotypic self-talk, visuomotor ruminations, hallucinatory mumbling aghtéyand
posturing and grimacing. All symptoms described affect appropriate setialior and
independent functioning. The author of the studies found patients with psychotic behavior who

participated in RT decreased the frequency in inappropriate behaviors andeddiea
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frequency of pro-social behaviors (Corrigan et al., 1993). In this study, behavioratjement
effects of recreation activities were described as mediated by kwifa two mechanisms: “a)
recreational activities are intrinsically reinforcing and theréisplace bizarre and antisocial
behaviors which are incompatible with sustained engagement in the activities thed b)
instructions, cues, and prompts imbedded within recreational activities, dgpehben provided
by a salient therapist, exert stimulus control over patients’ attentiven#ssdctivities”

(Corrigan et al., 1993, p. 646).

Finell et al. (1997) compared behavior scores of people with chronic schizophreja (N
who participated in RT services and vocational rehabilitation. There were Bsaessducted
for each intervention type throughout the study (Finell et al., 1997). Data weretedlusing
the Time Sample Behavioral Checklist, which addressed the following saegormias:
location, position, awake-asleep, facial expression, social orientation, conaatreiies, and
crazy behavior (Finell et al., 1993). The authors showed that participants invoR&d in
sessions exhibited higher appropriate behavior scores than those individualgagigicn

vocational rehabilitation sessions (Finell et al., 1993).

Recreational Therapy Research Objectives

Evidence based research has become highly favored by health care aoyenibestause
of its ability to advance quality of services, provide savings for the cosatthluare, promote
fewer variations in practice, and improve health care outcomes in general (RUBA.
Consumers, accrediting agencies, and health care insurance companig®sse@ for
increased accountability among health care providers (Stumbo, 2000). Becausprofjtieiss,

each therapeutic discipline has the responsibility of demonstrating tiatérg leads to
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functional change through supportive data. Using secondary data collected reguiaohjitor

client progress is one way to measure treatment effects.

ATRA (2004) expressed the need for RT research aimed at the effectioéRess
interventions and outcomes of practice to promote efficiency of treatment.vey suas
conducted of 35 ATRA members, both educators and practitioners, to identify andzgrioriti
important areas for research to help students, practitioners, and educators.eiaen m
surveyed claimed they were a certified therapeutic recreation kgtg@ad RS). Important
research areas identified included: a) general intervention area (demiens improve
function), b) dosing area (units of RT needed to cause change), c) timing wémtitns, d) co-
treatment area (most effective co-treats), e) interactions areg,Rihgreparation area

(education and socialization of students) (ATRA, 2004).

Carruthers (1997/98) identified efficacy research as the most crucipboemt to
therapeutic recreation professional growth. She conducted a study to identifgttbst priority
research topics among practitioners, researchers, and professionatiassocidnose surveyed
included 12 experts in the field of RT and 48 others who had published or were involved in RT
professional conferences. The results indicated that the top five ranketigsriare the effect
of TR on community integration/reintegration, recidivism, independent functioning, Hospita

lengths of stay, and the effect of leisure functioning on health (Carruthers98p97/

In correspondence to Carruthers 1997/98 study, Wilhite, Keller, Collins, and Jacobson
(2003) performed a study to determine how past RT research priorities comhredrrent
priorities, efficacy research being the main focus. Members of the Nafioaapeutic

Recreation Society (NTRS) (N=131) were surveyed to identify the highestyresearch
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items. Research findings were generally consistent with previousalesddore specifically,
top ranked items emphasized RT’s impact on client and health care specific acuf¢dithée et

al., 2003).

Few outcome studies have been conducted by RT professionals. Most research in the
field of recreation has been administered by related professionals such ag andsi
occupational therapy (Lee & Yang, 2000). Consequently, there remains a need th ie@3ear
outcome measures in order to influence current and emerging health carerickadgamce the
profession (ATRA, 2004). Recreational therapy must supply evidence basedhrésatis RT

specific so as to uphold standards with the ever changing environments in health care
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CHAPTER lll: METHODOLOGY

Six percent of America’s citizens are diagnosed with a serious mémeaki(SMI) at
some point in their lives (NIMH, 2009). Many of these individuals seek treatmerih&ssilat
inpatient behavioral health facilities. Between 2003 and 2005, admissions to thésesfacil
increased 14%, with SMI being the most common reason for hospitalization foraaphdt$8 to
44 (NIMH, 2009). During an inpatient stay, individuals receive several servidedimg
recreational therapy (RT), psychology, and regular nursing care. Thegeicas across all
disciplines in this setting is to help individuals improve psychological functipeowal
functioning, and independent living skills (Holcomb et al., 1998; NIMH, 2009; Wang et al.,

2002).

Currently, treatment providers for individuals with SMI tend to pay particttemtaon to
psychosocial outcomedefined as the abilities and skills necessary for successful community
functioning (Juckel & Morosini, 2008) as well as an individual's ability to fulfill trider role
in society as a member of a family or profession (Perivoliotis et al., 2004prdiag to recent
research on SMI, behavioral health treatment facilitates higherofatesovery of psychosocial
functioning compared to psychological symptom reduction (Peer & Spaulding, 2007).
Improvement in psychosocial functioning has become an important outcome focus litecause
leads to improved work functioning, interpersonal functioning, general health, and cognmunit
functioning (Hirschfeld et al, 2002; Perivoliotis, 2004). Emphasis on psychosociabfingti
has started to pressure health care treatment providers to present evidiemreved outcomes
in this area. The concern for efficacy of treatment reflects the move eneeidbased practice

across health care settings and is a critical factor in the delivery of appeagnd high-quality



treatments. Increasingly, all health care professions are expecttidosirate valued

outcomes to justify their roles in the treatment of people with illnesses satulliies.

Because of the increasing demands for evidence of functional outcomes of &emalth ¢
services, disciplines that can demonstrate valued outcomes may have aguralfeslyantage in
an increasingly competitive and market driven environment (Stumbo, 2000). These demands
may be particularly acute for smaller and newer professions such as RTfofiehehe original
purpose of this study was to examine the influence of recreational therapgservichange in
psychosocial functioning (as measured by the Global Assessment of Functairpegple with

SMI. The following research questions were to be addressed:

(&) When controlling for admission GAF scores, will length of stay (LOS), taagnaission,
number of Axis I-1V diagnoses, and number of treatment units of RT significanticpohange

in psychosocial functioning for people with SMI receiving inpatient psychiagatrhent?

(b) When controlling for admission GAF scores, will the number of units associdteeach
type of RT intervention significantly predict change in psychosocial functioningefmple with

SMI receiving inpatient psychiatric treatment?

However, due to a series of events, the purpose of this study was alteredntiyeacs
the research site of the current study began documenting patient inéorelattronically,
potentially facilitating relatively easy analysis of patient daténfortunately, three issues
related to availability of data led to the alteration of the purpose of the cstueyt After
lengthy consultation with data management personnel at the study site, iterasred that the

original study could not be completed as proposed. The study was thus re-scalesttpavee
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study of recreational therapy treatment based on diagnoses, type of imb@rused, and
demographic information, including age at admission and length of stay.

Population and Sample

Originally, the population was to include individuals in the United States who: (a) we
diagnosed with a SMI (e.g., depression, schizophrenia/schizoaffective disordex, dipotder),
(b) were over 18 years of age, and (c) received RT services as part of ntedttowever,
criteria for the population were modified. Due to the lack of a diagnosticocgtiedpeled as
schizophrenian the data received from the research site, the researcher expandedegdiagnos
included individuals categorized as having@ntal disordeor anepisodic mood disorderThe
population was to include individuals with multiple diagnoses and/or co-morbidities, $ut thi
information was not available to the researcher. The sample included indivitheateseived
behavioral health inpatient treatment at a hospital in southeastern North Cavelirsathree
year period (2007-2010). Individuals who were admitted more than once during this tene we

only reviewed at the first admission.

Research Setting

The research setting is a Joint Commission accredited hospital locttedsmutheastern
United States. The hospital delivers services to 29 counties, is an essemedtedf a regional
health care system, and is a large teaching hospital associated withnalragiversity’s
medical school. Services other than behavioral health include a level one trausna cent
intensive and intermediate care, pediatrics, obstetrics, surgery, and pain mamagéenters of

care also include cardiovascular health, diabetes, cancer, women’s &edltbhabilitation.
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Data Collection

Data were collected using preexisting electronic medical recanastfre behavioral
health unit. The dataset was to include demographic information, the number of RT units
provided to each individual, the type of RT intervention(s) used, diagnosis, admission and
discharge Global Assessment of Functioning (GAF) scores, and co-mesbalitdetermined by
Axis lI-Axis IV of the DSM-IV-TR. Admission and discharge GAF scoresengavailable for
analysis. To assure anonymity, identifying information (e.g., nameenpeecord numbers) was
removed from records by a hospital records administrator. Participat@&sggned a case
number unique to this study, and no other identifying information was included in the data. Data

were collected only from the individuals’ first admission.

Instrumentation

Demographic data, length of stay, treatment, diagnosis, GAF scores, and cotmasrbidi
(as indicated by DSM-IV Axis I-1V) were to be accessed by reviewlagtronic patient medical
records. Again, GAF scores and co-morbidities were unobtainable. Demographitctiaded
age and length of stay. Treatment was determined by the total number of Ranundss/idual
received during his or her stay. One unit of treatment was equal to 15 minutes dilsateRT
treatment was to be categorized into eight intervention focus areasethlsgithe research site.
These focus areas were to include coping skills, stress managemenmanggement,
relaxation, problem solving, communication skills, self-esteem building, and comymunit
integration. Despite assurances from research partners at the study site thiateheeationed
intervention categories were attainable, RT intervention categories auo the data set that

was received included individual assessment, individual and group community re-entry,
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individual and group aquatic therapy, patient care management, and individuabapdemneral

RT sessions.

Changes in psychosocial functioning were going to be measured by changesnin pati
GAF scores from admission to discharge. The GAF is the most widely used measure of
psychiatric patient functioning (Burlingame et al., 2005), and researchersdported
appropriate reliability and validity for the instrument. For example, tdteeof a study testing
the GAF's reliability reported reliability in the excellent rangetivo raters at three different
intervals (ICC=.89, ICC=.94, ICC=.95) (Vatnaland et al., 2006). Hillsenwroth et al., (2000)
found the GAF to be a valid instrument by using a factor analysis compariageeaof
clinician and external rater scores for Axis V variables between the GAReu&btial and
Occupational Functioning Assessment Scale (eigenvalue=3.9), and the GAF atabtie G

Assessment of Relational Functioning Scale (eigenvalue=1.3).

Because the GAF is a psychosocial measure based on functioning and symptonss, there
a natural association between the GAF and axes I, Il, lll, and IV (TrongsSoderberg, &
Armelius, 2005). Studies have indicated that GAF scores can be predictablytedmeth
other axes, and therefore can account for some change in scores aftentr@dtuos, McCoy,
& Moos, 2000). The axes are defined as follows: Axis | (psychiatric disordexis)ll
(personality disorders), Axis Il (general medical conditions), and Axip$ydchosocial and
environmental problems) (Fortney, Owen, & Clothier, 1999). Studies that have focused on the
association between GAF scores and other measurements related to d@agsysstoms have
shown that about 20% of variance in GAF scores can be explained by differences in diagnose

symptoms (Tungstrom et al., 2005). Data collected on comborbidities (Axiswdké to be
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used to account for severity of illness and GAF score variance. Again, this informvas not

available because this information was not in the dataset.

Unfortunately, GAF scores and co-morbidities were entered in the electrtaiasa at
the research site in a manner that made them inaccessible to thenerse8oores were entered
by physicians in what the research site’s technical support staff fr@iéeform textmeaning
GAF scores could not be imported into a spreadsheet. Rather, these scores waoldbéave
pulled individually from each electronic medical record. The study sitaunasle to provide
personnel to review each medical chart, and confidentiality laws prohibitegstrercher from

accessing medical records directly.

Key Variables

This study was meant to utilize the following hypotheses and variables.

Hypothesis 1:After controlling for admission GAF scores, the length of stay (LOS)atage
admission, number of Axis I-IV diagnoses, and number of treatment units of RT will
significantly predict discharge GAF scores for people with SMI reagivipatient psychiatric

treatment.

-Independent Variable: admission GAF scores, number of Axis I-IV diagnd3&s,

number of RT units as measured in 15 minute increments, and age at admission

-Dependent Variable: discharge GAF score
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Hypothesis 2:After controlling for admission GAF scores, the number of units associated wit
each type of RT intervention will significantly predict discharge GAFesctor people with

SMI receiving inpatient psychiatric treatment.
-Independent Variable: number of units associated with each type of RT intmnvent
-Dependent Variable: change in total GAF score from admission to discharge

The admission and discharge GAF scores as well as the number of Xodsalghoses
were not included in the data received. Only the following independent variableseagma
LOS, age at admission, number of RT units as measured in 15 minute increments, and number of
units associated with each type of RT intervention. No new hypotheses were ferenezbalt

of the nature of the available data.
Analysis

Data were to be entered in to SPSS version 18.0 for analysis. Origiesltyipdive
statistics were going to be used only to examine demographic data and patieogidiago
identify variables that are predictors of psychosocial functioning as measuttesl GAF, a
hierarchical regression model was to be used to examine research question osiag Bys
method, variance in the dependent variable could have been explained by one or a set of
independent variables, and significance could have been computed for each added \orabl
research question one, discharge GAF scores would have been entered as thatdepeiie.
Admission GAF scores would have been added as step 1, with the remaining independent
variables added as followed: step 2) length of stay, step 3) age at admisgiah),raimber of

Axis I-1V diagnoses, and step 5) number of treatment units of RT. Steps 1-4 would have been
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entered first to make sure these variables did not account for the entiratassdatween the
number of treatment units of RT and change in psychosocial functioning.

Because ratings of individual’s current level of functioning is expected tolbaola in
predicting treatment outcomes (Moos, McCoy, & Moos, 2000), entering variables order
would allow for better control of admission GAF scores and their relation toatiig labels,
length of stay, and age at admission as well as account for variance explatikerbgces in
diagnoses (Tungstrom et al., 2005). Controlling for these variables would gexmesearcher
to isolate the ability of RT treatment units to predict change in psychosaogioning. This
would have ensured that these variables received credit for any shaabditsathey may have
had with the predictor in step 5. Any observed association of the number of RT units could the
have been said to be independent of the association of the variables that had already bee
controlled for. A secondary analysis of correlations would have been conducted toeexam
relationships between independent variables and how these relationships maypaateditine
observed limits.

Following this initial analysis, ordinary least squares regression apghgngnter
method would have been used to examine the units of different RT interventions asysredict
change in psychosocial functioning for research question two. This analysis weeilasisessted
in explaining variance between different RT interventions and test the staerdytirection of
variable relationships (Mackie, Jessen, Jarvis, 2002). Those variables showmifjcast
relationship with change in psychosocial functioning would then have been added td the firs
model for analysis.

However, due to difficulties in obtaining data, the researcher was unablethisysan

for analysis. Alternatively, descriptive statistics and frequenceze wsed to identify RT
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treatment patterns among the selected diagnoses. The sample was dbg@deedt admission,
length of stay, total recreational therapy (RT) received, and diagnosis. fioaddiescriptive
statistics were run for LOS, age at admission, and total RT receiveacforreividual
diagnosis. Mean RT treatment units received for each intervention was aldateal. Average
units of total RT received daily by each diagnosis were calculated byrdj\tiae total number
of RT units received by the mean length of stay. This provided the number of unitsdeceive
daily for each diagnosis. One unit was equal to 15 minutes. Analysis of \@a(RNOVA)
followed by Scheffe’s post hoc test was used to determine if mean RT unitedeasis
significantly different between diagnoses groups. A cross tabulation to detesich
diagnoses received select RT interventions was completed. The only interventewed was
Individual Assessment. Correlation analysis was conducted to determineaigrefof

personal factors and recreational therapy treatment including ageiasiagnand length of stay.
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CHAPTER IV: RESULTS

The original purpose of this study was to examine recreational therapyesern/
relation to their influence on change in psychosocial functioning (as measutezl ®Gipbal
Assessment of Functioning) and compare the influence of different recreatiersgdy
interventions on change in psychosocial functioning (as measured by the Globahfesgasf
Functioning) of people with SMI. To examine the research questions, the reseaieter
data collected from existing electronic medical records from an iefpdiiehavioral health unit
of a large regional medical center. Despite a nearly year-long &ffobtain data appropriate to
the original research questions, the study site was unable to provide tlaeSehdegfore, the
study was re-scaled to a descriptive study of recreational theegpmnent based on diagnoses,
type of intervention used, and demographic information including age at admission d@hafeng
stay.

Sample Description

The sample included 5,766 adult participants with a serious mental illness (BMI) w
received treatment in an inpatient behavioral health unit of a large regiededaincenter in the
southeastern United States between 2007 and 2010. If patients had a diagnosis other than
depression, bipolar disorder, bipolar | disorder, mental disorder, or episodic mood diserder, t
were removed from the dataset. This resulted in the removal of 675 cases fayigitiad
sample. An additional 3,040 cases were removed because they were repeatedf el
cases. Following removal of 3,715 cases, 2,051 participants remained and included the
following: (a) diagnosis of depression = 1,230 individuals (b) diagnosis of bipolar disa8@8r =

individuals, (c) diagnosis of a mental disorder = 402 individuals, (d) diagnosis of an episodic



mood disorder = 69 individuals, (e) diagnosis of bipolar | disorder = 22 individuals as
represented in Table 1.
Table 1

Diagnosis Frequencies of the Study Sample

Diagnosis Frequency
Depression 1,230
Bipolar Disorder 328
Mental Disorder 402
Episodic Mood Disorder 69
Bipolar I Disorder 22

Characteristics of the Sample
Descriptive statistics and frequencies were conducted to bettesespsample

characteristics including age at admission, length of stay (LOS)ptalddcreational therapy

units received. Characteristics of the sample include the following: (a) agesat admission =
40.56 years (SD = 14.70) with an age range of 18-94 years, (b) median age = 4@)ysade

age = 20 years (d) mean length of stay (LOS) = 9.07 days (SD = 8.07), (e) @8ian7 days,

() mode LOS =5 days, (g) mean total recreational therapy (RT) unitsedce41.52 units (SD
=42.15), (h) median RT received = 32 units, and (i) mode RT received = 0 units as regresente

in Table 2 and Table 3.
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Table 2

Average Characteristics of the Sample

Characteristics Sample

Age at admission 40.56 years (SD = 14.70)
Length of stay 9.07 days (SD = 8.07)
Total RT 41.52 units (SD = 42.15)

Note. One RT unit equals 15 minutes of treatment.

Table 3

Other Characteristics of the Sample

Characteristics Median Mode
Age at admission 40 years 20 years
Length of stay 7 days 5 days
Total RT 32 units 0 units

Note. One RT unit equals 15 minutes of treatment.

In order to provide a more thorough description of the sample, characteristicdsmere a
categorized by ranges. Age at admission was divided by the followir@j Zapdividuals (18
%) between the ages of 18-25 years (b) 459 individuals (22.4%) between the ages 0é2&,35 y
(c) 466 individuals (22.7%) between the ages of 36-45 years, (d) 569 individuals (27.7%)
between the ages of 46-60, and (e) 185 individuals (9 %) over the age of 60 years as shown in

Table 4.
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Table 4

Sample Age Range

Age at admission Sample Percentage
18- 25 years 372 18 %
26-35 years 459 224 %
36-45 years 466 22.7%
46-60 years 569 27.7%
Over 60 years 185 9%

Table 5 represents length of stay divided by the following ranges: (a) 29iuads
(14.1%) stayed 0-3 days, (b) 660 individuals (32.2 %) stayed 4-6 days, (c) 568 individuals (27.7
%) stayed 7-10 days, (d) 294 individuals (14.3 %) stayed 11-15 days, and (e) 239 individuals
(11.7%) stayed more than 15 days.
Table 5

Sample LOS Range

Length of stay Sample Percentage
0-3 days 290 14.1%
4-6 days 660 32.2%
7-10 days 568 27.7%
11-15 days 294 14.3 %
Over 15 days 239 11.7%
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Table 6 represents total RT received divided by the following range&4@andividuals
(41%) received 0-25 units, (b) 637 individuals (31.1%) received 26-50 units, (c) 293 individuals
(14.3 %) received 51-75 units, (d) 132 individuals (6.4 %) received 76-99 individuals, and 149
individuals (7.3 %) received 100 or more units.
Table 6

Sample Total RT Range

Total RT Sample Percentage
0-25 units 840 41 %
26-50 units 637 31.1%
51-75 units 293 14.3 %
76-99 units 132 6.4 %
Over 99 units 149 7.3 %

Note. One unit equals 15 minutes of treatment.

The majority of the sample was middle aged (46-60 years), stayeddahém a week
(4-6 days) and received between 0 and 25 units of RT treatment. The number of RT units
received approximates to a maximum of 6.25 hours of treatment during admissidgimgasa
minimum of 1.04 hours of RT treatment daily for the greater part of the sample.

Relationship of Diagnosis to Recreational Therapy Treatment

Analysis of Variance (ANOVA) was used to determine if mean RT urgeswed was
significantly different between diagnoses groups. A significant differeras found between
individuals with depression and individuals with a mental disorder (p = .007), and wadaraus

further investigation between total RT means. The analysis indicated individthals w
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depression received a significantly smaller number of units of total Rmgaathan individuals
diagnosed with a mental disorder.

Review of the mean units of total RT treatment received by each diagnoggs\cate
confirmed the following: (a) mean total units of RT for depression = 39.08, (b) meaurtsal
of RT for bipolar disorder = 44.06, (c) mean total units of RT for mental disorder = 48.15, (d)
meant total units of RT for episodic mood disorder = 34.38, and (e) mean total units of RT for
bipolar | disorder = 40.68. Individuals with depression received less total RT (39.0&hanits
those with a mental disorder (48.15 units) as shown in Table 7.
Table 7

Mean Total RT Units by Diagnoses

Diagnosis Total RT Units
Depression 39.08 (SD = 36.92)*
Bipolar Disorder 44.06 (SD =42.93)
Mental Disorder 48.15 (SD = 55.74)*
Episodic Mood Disorder 34.38 (SD =31.17)
Bipolar | Disorder 40.68 (SD =31.91)

* denotes p < .05
Note. Analysis of variance was used to determimegfin number of RT units received by diagnosis were
significantly different from one another.

Descriptive statistics on LOS and age at admission for each sepagaitesthavere also
performed to further explore significant factors. Characteristitsdad the following:
(a) individuals with depression - LOS = 7.89 days and age at admission = 40. 37 years,
(b) individuals with bipolar disorder - LOS = 9.03 days and age at admission = 39.83 year

(c) individuals with mental disorder - LOS = 13.01 days and age at admission = 42,7 year
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(d) individuals with episodic mood disorder - LOS = 6.47 and age at admission = 37.35 years,
and (e) individuals with bipolar I disorder - LOS = 11.59 days and age at admission =44.95 a
shown in Table 8.

Table 8

Mean Characteristics of Diagnoses

Diagnosis LOS Age at Admission

Depression 7.89 days (6.53 SD) 40.37 years (14.71 SD)
Bipolar Disorder 9.03 days (6.54 SD) 39.33 years (13.81 SD)
Mental Disorder 13.01 days (11. 68 SD) 42.47 years (15.23 SD)
Episodic Mood Disorder 6.47 days (5.82 SD) 37.35 years (14.38 SD)
Bipolar | Disorder 11.59 days (18.81 SD) 44.95 years (15.15 SD)

Note.LOS = Length of Stay

The units of total RT received daily by each diagnosis were calculatadityg the
total number of RT units received by the mean length of stay. This provided the numbes of unit
received daily for each diagnosis. One unit was equal to 15 minutes. Accordinggto the
estimations, individuals with episodic mood disorder received the most RT unit§sdadly
units, 1.35 hours), followed by individuals with depression (4.95 units, 1.24 hours), individuals
with bipolar disorder (4.88 units, 1.22 hours), individuals with mental disorder (3.73 units, .93

hours), and individuals with bipolar | disorder (3.51 units, .88 hours) respectively (se@)able
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Table 9

Average Total RT per Day

Diagnosis Units Hours
Depression 4.95* 1.24
Bipolar Disorder 4.88* 1.22
Mental Disorder 3.72* .93
Episodic Mood Disorder 5.31* 1.35
Bipolar I Disorder 3.51 .88

Note.Units per day.

Hours per day.

One unit equals 15 minutes.
* denotes p < .05

ANOVA was used to determine if daily RT units received was significalifigrent
between diagnoses groups. The analysis indicated individuals with a mentalrdisorde
significantly differed from those that were diagnosed with depression, ssdepmood
disorder, and bipolar disorder (p < .05).
RT Interventions

During admission, RT treatment was documented into 10 intervention categories. Table
10 represents the mean units of recreational therapy associated withpeaghRy intervention
received by all individuals. This included: (a) 2.96 units of Individual Assessmaagmg from
0 to 11 units, (b) .07 units of Individual Community Re-entry ranging from 0 to 14 units, (c) .04
units of Group Community Re-entry ranging from 0 to 12 units (d) .04 units of Individual
Aquatic Therapy ranging from 0 to 12 units, (e) .14 units of Group Aquatic Therapygangin
from 0O to 8 units, (f) .36 units of Individual RT session A ranging from 0 to 29 units, (g) 36.94

units of Group RT session A ranging from 0 to 399 units, (h) .95 units of Patient Care
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Management, (i) .01 units of Individual RT session B ranging from 0 to 10 units, (j) .01 units of
Group RT session B ranging from 0 to 5 units, and (k) 41.52 units of Total RT ranging from 0 to
429 units. One unit equals 15 minutes of treatment.

Table 10

Mean Number of Treatment Units Provided

Type of Therapy Number of Units
Individual Assessments 2.96 (SD =2.10)
Individual Community Re-entry .07 (SD =.79)
Group Community Re-entry .04 (SD = .57)
Individual Aquatic Therapy .04 (SD = .52)
Group Aquatic Therapy .14 (SD =.91)
Individual RT session A .36 (SD = 1.66)
Group RT session A 36.94 (SD =40.11)
Patient Care Management .95 (SD =2.19)
Individual RT session B .01 (SD = .22)
Group RT session B .01 (SD = .16)

Note.One unit equals 15 minutes of treatment.

A cross-tabulation to determine which diagnoses received select RT intensants
performed (see Table 11). The intervention selected included only Individual Assg¢ss
Individuals who received 0 units of Individual Assessment were as follows:@sseon = 391
individuals, (b) bipolar disorder = 102 individuals, (c) mental disorder = 133 individuals, (d)
episodic mood disorder = 17 individuals and (e) bipolar | disorder = 5 individuals. Individuals
who received 1 to 5 units of Individual Assessment were as follows: (a) depret00
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individuals, (b) bipolar disorder = 218 individuals, (c) mental disorder = 257 individuals, (d)
episodic mood disorder = 52 individuals, and (e) bipolar | disorder = 17 individuals. Individuals
who received more than 5 units of Individual Assessment were as follows: (a¥slep = 39
individuals, (b) bipolar disorder = 8 individuals, and (c) mental disorder = 12 individuals.

Table 11

Cross-tabulations for Individual Assessment

0 units 1-5 units Over 5 units
Depression 391 800 39
Bipolar Disorder 102 218 8
Mental Disorder 133 257 12
Episodic Mood 17 52 0
Disorder
Bipolar I Disorder 5 17 0

Overall, 648 individuals (31.59%) did not receive any units of individual assessment, and
63% of these individuals did receive RT as treatment. Of the 1,812 individuals who reckived R
as treatment, 409 (22.47%) did not receive any units of individual assessment.

Relation of Personal Factors to Recreational Therapy Treatment

Correlation analysis was performed to determine significance afrg@ractors and
recreational therapy treatment. Personal factors included age asiadnaisd length of stay.
The strongest association existed between total RT and LOS (r = .657}h béstay was also
significantly related to age at admission (r = .260). Total RT and age asaumhad a smaller,

yet significant correlation with each other (r = .136) as represented in Table
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Table 12

Correlations among Personal Factors and Total RT

Total RT LOS Age at Admission
Total RT r .657** .136**
p .000 .000
LOS R .260**
p .000

Note.All nvalues = 2051
LOS = length of stay
**p < .01 (2-tailed).

Though LOS, age at admission, and RT were found to have a significant

relationship, the cause of the relationship cannot be determined through thissanalysi
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CHAPTER V: DISCUSSION
Summary

People with serious mental illness (SMI) receive various inpatienipigia services
designed to promote functional independence. Individuals tend to make considerable gains i
psychological and social functioning when provided with treatment suitable talmkess
(NIMH, 2009). Treatment typically includes several coordinated health carplidiss that
assist individuals to reduce negative symptoms and to improve both quality of life and
community functioning (Holcomb et al., 1998). Recreational therapy (RT) is amosg t
disciplines that commonly treat people with SMI in inpatient psychiatric(t&tonal Council
for Therapeutic Recreation Certification, 2009). Though RT addresses severaisioma
functioning, in recent years treatment for individuals with SMI has focuseaipiyron
psychosocial functioning (Perivoliotis et al., 2004). The few empirical stuelested in the
literature suggest that patients with SMI make significant progress ch@sycial functioning
while being treated at inpatient psychiatric facilities (Corrigan.e1883, Finell et al., 1997,
Pestle et al, 1998).

While still small, a growing body of literature reports generallytp@soutcomes of
recreation therapy for people with SMI, however, the existing reseaichdaidence of the
effects of specific RT interventions. Considering the increasing demandsdenee of
functional outcomes of health care services, all health care professi@xpacted to
demonstrate valued outcomes to justify their roles in the treatment of peoplénggkas and
disabilities. Both health care administrators and third party payers hawe heiging
practitioners accountable for cost control and efficiency (Stumbo, 2000). Consumers,

accrediting bodies, and insurance providers expect functional outcomes as tfgoomating



necessary health services continues to increase. Thus, a general understaridingrida
recreation may have benefits for people with SMI is insufficient, and thergent need to
distinguish the relative effects of specific interventions. Without these [Batprofessionals
lack an understanding of effectiveness and efficiency of their serviwktha profession finds
itself at a competitive disadvantage in an increasingly aggressiva bastenvironment.
Therefore, the original purpose of this study was to examine the influenaesdtrenal therapy
services on change in psychosocial functioning (as measured by the Glasdmest of
Functioning) of people with SMI.

Due to a series of events, the purpose of this study was altered. Despitassiirances
from collaborators at the study site, the extant data that were obtairedigmficantly
different than expected. Most significantly, the dependent variable for theabstudy, change
in admission and discharge Global Assessment of Functioning (GAF) scoresinagainable.
Other data, once obtained, did not resemble the data that were expected. Aasigtifficulty
in obtaining useable data for the current study was due to differences bdteaayt
practitioners chart patient progress and the demands of data used for sopthistategtical
analysis. For instance, while GAF scores were charted in an electronimeotation system,
the scores appearedfnee textfields that were, for all intents and purposes, inaccessible to the
researchers. Accessing these data would require hundreds of work holttsirtff@anation
privacy laws prohibited the researchers from manually searchingpaeords for these data,
and the study site was unwilling and unable to commit resources to this effort.

It also became necessary to modify the criteria for the population fropnapesed
study. There were no diagnostic codes for schizophrenia in the data receivedr&eaheher

expanded diagnoses included in the analysis to individuals categorized as hagimgla m
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disorder or an episodic mood disorder. Finally, due to a baffling array of datétetses
separately housed data for billing units and specific interventions deliverethtthmanager at
the study site was unable to provide data that allowed the researcher tordeteeminits of
specific interventions that were delivered to patie@isginal intervention categories that were
based on information from practitioners on site were to include coping skills steesgement,
anger management, relaxation, problem solving, communication skills, sethdzsidding, and
community integrationAfter weeks of work, the data manager at the study site was able to
narrow RT intervention categories only to individual assessment, individual aual gro
community re-entry, individual and group aquatic therapy, patient care management, a
individual and group general RT sessions. Based on information that was acctssttiedy
was re-scaled to a descriptive study of recreational therapy trediasat on diagnoses, type of
intervention used, and demographic information including age at admission and length of stay
Descriptive statistics were used to characterize the sample by adyaiasion, length of
stay, total recreational therapy (RT) received, and diagnosis. Asalygariance (ANOVA)
followed by a Scheffe’s post hoc test was performed to determine if mean RTegeiteed
were significantly different between diagnoses groups. To further expldiads from the
ANOVA analysis, descriptive statistics were run for length of stay§)L.@ge at admission, and
total RT received for each individual diagnosis. Mean RT received for each niterveras
also calculated. A cross tabulation to determine which diagnoses receivédR3elec
interventions was completed. The only intervention reviewed was Individuatghseat due to
its size and the understanding that all patients must have an assessment befdredbedh
ANOVA was again used to determine significant difference betwedrRdteeceived and

number of individual assessment units received. Correlation analysis was edrtdustamine
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relationships between personal factors (e.g., age at admission, length,arafla@gcreational
therapy treatment.
Summary of Findings

The sample consisted of 2,051 patients with serious mental illness including degnos
of: (a) depression (n = 1,230), (b) bipolar disorder (n = 328), (c) mental disorders (n =%02), (
episodic mood disorders (n = 69), and (e) bipolar | disorder (n = 22). The mean agessioadmi
was 40.56 years (SD = 14.70) with an age range of 18-94 years. The greatsghgerof the
sample (27.7 %) was between the ages of 46 and 60. The length of stay varied from zero to 98
days with a mean LOS of 9.07 days (SD = 8.07), which is slightly longer than the hationa
average LOS of seven days (Centers for Disease Control and Prevention, 2008).erHinaev
greatest percentage of the sample (32.2 %) stayed between four and six days.

Individuals received a variety of recreational therapy (RT) interventios whide in
treatment including a mean of 2.96 units of Individual Assessment, .07 units of Individual
Community Re-entry, .04 units of Group Community Re-entry, .04 units of Individual Aquatic
Therapy, .14 units of Group Aquatic Therapy, .36 units of Individual RT session A, 36.94 units
of Group RT session A, .95 units of Patient Care Management, .01 units of Individual Rf sess
B, and .01 units of Group RT session B with an average total RT units of 32 units during an
individual's stay. The greatest percentage of the sample (41%) receiveéibedve and 25
units of total RT during admission. The number of RT units received approximates to a
maximum of 6.25 hours of treatment during admission, resulting in a minimum of 1.04 hours of
RT treatment daily for the greater part of the sample.

Participants received the most treatment units of Group RT session A with a mean of

36.94 units. This is probably due to the fact that this intervention category includes coping
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skills, stress management, anger management, relaxation, problem solving, ccatioruni
skills, self esteem building, and social skills. Practitioners at thercasgite documented
treatment units in the category Group RT session A, and then included the typ&oofisess
free text note in the electronic database. Thus, specific type of interverti@aretbremained
inaccessible to the researcher.

Characteristics by Diagnosis

Characteristics of the sample varied slightly by diagnosis. Individugdsdepression
had a mean age at admission of 40.37 years and stayed a mean of 7.89 days. Those diagnosed
with bipolar disorder had a mean age of 39.33 years and stayed an average of 9.03 days.
Individuals diagnosed with a mental disorder had a mean age of 42.47 years and stayed on
average 13.01 days. Episodic mood disorder had a mean age of 37.35 years and stayed an
average of 6.47 days. Finally, those diagnosed with bipolar | disorder had a mean age of 44.95
years and stayed a mean total of 11.59 days.

The mean total RT received also differed by diagnosis. Individuals diagndked wi
depression received a mean of 38.08 units of RT during admission, averaging 4.95 units (1.24
hours) a day. Bipolar disorder received a mean of 44.06 units of RT, and 4.88 units (1.22 hours)
daily. Those diagnosed with a mental disorder received a mean of 48.15 units of RTngveragi
3.72 units (.93 hours) a day. Episodic mood disorder received a mean of 34.38 units of RT and
5.31 units (1.35 hours) a day. Individuals with bipolar | disorder received 40.68 units of RT with
an average of 3.51 units (.88 hours) a day. Units are equal to 15 minutes.

Individuals diagnosed with episodic mood disorder were the youngest, stayed for the
least number of days, and received the least number of total RT units. Howeyegdeived

the most daily units of RT. Perhaps they received more treatment daily @& hpsactitioners
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had fewer days to work with these individuals. Individuals diagnosed with a mentdedisor
received the most RT and stayed the longest amount of time. The longer staysdprovide
opportunities for more RT treatment with participants with mental disordergdahather
diagnoses. However, bipolar | disorder showed to be the oldest group of individualgd¢iei
second lowest number of total RT units, the lowest number of daily RT units, but stayed onl
two days less (11.59) than individuals with a mental disorder. Lack of treatment taspite
stays for people with bipolar | disorder was likely due to difficulty of findapgropriate
medication to stabilize manic/depressive episodes (Goldman, Harrow, &namms$995).
Relationship of Diagnosis and RT

Significant differences of mean total RT units received was found (f [4, 2046]; p = .002)
when comparing all diagnoses including depression, bipolar disorder, mental diqustelice
mood disorder, and bipolar | disorder. The mean difference (r = -9.07) betweenidepards
mental disorder proved to be significant (p = .007). Individuals with depression readexgdr
number of total RT units (39.08 units) than individuals with a mental disorder (48.15 units), even
though there were 828 more individuals with depression (1,230) than there were with a mental
disorder (402). Conversely, individuals with mental disorder received fewendéiyof RT
(3.72 units) than individuals with depression (4.95). This seeming contradiction is duesict the f
that individuals with a mental disorder had a greater mean LOS (13.01 days) tlean thos
individuals with depression (LOS = 7.89 days) and therefore had more time to recesveniter
of total RT. No significant relationships were found between other diagnoses. Though it
appears that individuals with episodic mood disorder received the least amournthodntesnd

should therefore have a significant relationship with individuals with a mestalder, the
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relatively small sample size of individuals with episodic mood disorder may hacéeafthe
analysis.

Significant differences were also found when comparing daily RT unitebatall
diagnoses. The analysis indicated individuals with a mental disorder sigtiyfiddfered from
those that were diagnosed with depression, an episodic mood disorder, and bipolar disorder (f [4,
2043]; p < .05). Other information was unavailable to determine cause of this sigrgfica

Individuals receiving the intervention category of individual assessmentewesved
by the number of units received by each diagnosis. Individual assessment was the only
intervention category reviewed because it is something that all individuats tbeated were
supposed to receive, and individuals received the most number of units in this category, other
than RT group session A. RT group session A was not reviewed due to its large size and the
research site’s inability to differentiate interventions in this cajegbrdividuals who received 0
units of Individual Assessment were as follows: (a) depression = 391 individuals (b%%)
bipolar disorder = 102 individuals (5%), (c) mental disorder = 133 individuals (7%), (d) episodi
mood disorder = 17 individuals (1%) and (e) bipolar | disorder = 5 individuals (.2%).
Individuals who received 1 to 5 units of Individual Assessment were as followspfasden =
800 individuals (39%), (b) bipolar disorder = 218 individuals (11%), (c) mental disorder = 257
individuals (13%), (d) episodic mood disorder = 52 individuals (3%) and (e) bipolar | disorder =
17 individuals (1%). Individuals who received more than 5 units of Individual Assessment we
as follows: (a) depression = 39 individuals (2%), (b) bipolar disorder = 8 individualsdr&%o)
(c) mental disorder = 12 individuals (1%).

No significant relationship was found between diagnosis and the total number of

Individual Assessment units received. However, 31.59% of all diagnoses (648 individuals) did
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not receive any RT assessment. The American Therapeutic Recreatiora#@msgaTRA)
provides 12 standards of practice for recreational therapists to follow wbielipg treatment.
Standard One of ATRA'’s standards of practice states that recreatiomglisteshould conduct
individualized assessments to assemble efficient, complete and accunatatidn necessary to
determine a course of action and individualized treatment plans (ATRA, 1991)lyQlearany
instances, this standard was not met.

A significant relationship was found when comparing the units of total RT relcance
the number of Individual Assessment units (f [5, 2045]; p <.001). As might be expected,
individuals who received no units of total RT were significantly less likelyOQK than
individuals who received any number of units of RT (p <.001) to have received an individual
assessment. Also, the mean difference of the units of assessment receid&t®]proved to be
significant with individuals who received between one and 25 total RT units and 26 to 50 total
RT units (p <.001). This was also true for individuals receiving between 51 and 75 total RT
units (r = .106, p = .046), and individuals who received 76 to 99 total RT units (r = .156, p =
.019). These results suggest that individuals who did not receive any RT units accounted for
many people who did not receive any Individual Assessment intervention units. Hosvgver
individual who received any type of RT treatment should have first received asrass¢ as
part of ATRA standards for practice. Unfortunately, no other data wereladedibedetermine
other factors influencing the receipt of individual assessment.

Personal Factors and RT

Both LOS and age at admission were significantly correlated witeaganal therapy.

The strongest association existed between total RT and LOS (r = .657),tsupied the

longer a person stays at a behavioral health facility, the more RT treamnitsrthey receive.
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Total RT and age at admission had a smaller, yet significant correlatioeagh other (r =
.136), suggesting the older a person is the more RT they receive.

LOS and age at admission were also significantly related to each{(roth@60). The
positive correlation suggests the older a person is, the longer he or she will rethaifaaility.
In this case, older adults with psychiatric problems take longer to respond to hteamahe
stabilize behavior (Koenig, George, & Schnieder, 1994).

Conclusions/Implications

Data that were gathered were insufficient to answer the origiredrasquestions. Due
to an electronic documentation system designed for practitioners ratheeslearchers,
admission and discharge GAF scores, as well as co-morbidities, weressiéte to the
researcher despite early assurances that these data were avaiatidee, Tecreational
therapists in the behavioral health unit that served as the study site do notresiselsrits on
changes in functional outcomes and have no way to track progress of these outcontiearothe
changes in the GAF, which is a score determined by non-RT personnel. Howdwges, iitot
appear that RT practitioners use the GAF to track patient progress as thapgpeanes only in
free text fields that are inaccessible to statistical analysis.

Each therapeutic discipline has the responsibility of demonstrating thaterédeads to
functional change through supportive data. Without the use of an outcome measure, RIf researc
aimed at the effectiveness of interventions and outcomes of practice to proin@easf of
treatment cannot be conducted (ATRA, 2004). Recreational therapists have a rdgpaasibi
provide a measure for outcomes of RT to enhance professional growth (Carruthed8)189d/

to assure quality treatment of clients.
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Results indicated that a high percentage of individuals (31.59%; 648 individuals) did not
receive an RT assessment, regardless of diagnosis. These findings suppeet ttteemphasize
ATRA standards of practice in the workplace. In order to facilitatetaféepatient care,
efficient and comprehensive assessments must first be conducted (Malone, Gaebitt, &
Mann, 1995). ATRA provides guidelines for recreational therapists to implematmhénet
including developing treatment plans, implementing appropriate interventiohsatavg
treatment plans, and developing discharge plans (ATRA, 1991). Without conducting
assessments, recreational therapists cannot plan efficient and effeatiugeent (ATRA, 1991).

Recommendations and Limitations

Broad coverage and large case numbers make extant data valuable theesear
planners, and policy makers (Glover, 2003). Although the use of extant data has its advantages
(e.g., sample sizes, availability), it is important to note the limited natuhe afata for research.
The original purpose of this study required information regarding functional ougdome
psychosocial functioning including admission and discharge GAF scores, as a@ll a
morbidities based on the DSM IV-TR, axis lI-IV diagnoses. Extensive concation with
study site practitioners throughout a year of planning led to the formation ofdhmabresearch
guestions based on the practitioners’ assurances of which data were eassipkcoethe
electronic medical records. Following the research proposal and IRB approxes,fiiund that
these variables were entered into electronic medical records as freefbr Other data were
spread among several disparate databases. Even with the month-long aid ofsz dadaiaaer
at the study site, data needed to respond to the original research questions rencessihia

In addition to difficulties obtaining GAF data, the hospital records admittstras

unable to provide intervention data corresponding to interventions described in ing#athes
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meetings with recreational therapists at the study site. Inteswerdiegories documented in the
electronic database were not as specific as practitioners had idditateal inspection revealed
that most of the RT sessions were documented as either individual or group B&nszasions.
Despite repeated efforts, the researcher struggled to gain delniti and distinctions between
group A and group B from research site practitioners. Eventually, the hospteds
administrator determined that the type of RT intervention was documented ast@gohcin a
free text field in a separate database. As with the GAF data, this systesuofehtation
rendered the specific treatment data inaccessible to the researdaersdmtervention data
were grouped this way, participants appeared to have received mostly Grousigi Aes
Realistically, individuals could have been receiving a variety of the origshalf interventions,
but it is still unclear which interventions individuals received most frequently.

Individual diagnosis was easily attainable through the electronic datdi@vever, not
all diagnoses requested were available. Diagnoses of depression, bipwerdesnd
schizophrenia were originally requested. Diagnoses received in the data includiéer8itdi
diagnoses (which did not include schizophrenia). These diagnoses were evemntitallytd
depression, bipolar disorder, episodic mood disorder, mental disorder, and bipolar | disorder
because they were the most closely related to the diagnoses origiopthgead. Bipolar
disorder and bipolar I disorder were not combined in the data set. Not only were theetiagnos
received different from what the researcher understood to be available, butl pespdaanel
were unable to provide clarification of the diagnosis of mehsalrder. It was assumed that
individuals with a mental disorder had symptoms of a serious mental illness, but aidiagdos

not yet been determined. Therefore, individuals in this sample with the diaghasisental
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disorder could also be categorized as having one of the other diagnoses atiealdylj or they
could have an unrelated serious mental iliness.

Based on these limitations, future researchers may consider working walith faeilities
to design documentation methods that can serve multiple purposes that include research.
Electronic charting in medical facilities holds the promise of vast dagéabthat could be useful
to researchers. Yet it appears that the particular electronicngharéthods used at the study
site’s behavioral health unit were organized into a confusing array of degalssg various
formats, many of which hindered the use of statistical analysis. S$peat#rvention and clinical
administration strategies cannot be tested or implemented until documentetimusimprove
in medical facilities (Malone et al., 1995). The use of free text fields to houseioaindata
such as GAF scores renders these electronic databases no more usefat¢cbeesthan
traditional paper medical charts.

The use of extant data due to its size, availability, and value in gainingnaengdé
understanding of relationships between treatment and outcomes is important, butrtlyis is
possible if the data are accessible in a means conducive to analysis. aresxtor
documentation is appropriate for describing progress and communicating amonippeast
though charting in this manner makes it difficult to easily evaluate furadtoutcomes. For the
research site of the current study, the database needs to be altered to impledaciess to
GAF scores or other outcome scores created. If GAF scores remairssgibleset would be
beneficial for RT practitioners to create or find other measurable ratigtb assess patient
progress. Documentation for RT interventions must also be altered to include mdie, speci

easily accessible information regarding the number of units received focaagory.
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Future researchers may also consider conducting evidence based pssarcd r
through methods other than using extant data. Researchers could introduce ttikaisewi
tool and train practitioners to document research data as part of everydaygch@endomized
controlled trials could be administered. Of course, historical limitationar@omized control
trials in behavioral health settings would have to be overcome. These includeasnpddl sizes
and the ethical dilemma of withholding treatment believed to be effective. éwalii, future
researchers may consider applying experimental designs to existivgimiens that
practitioners are already using as well.

Additionally, it is important for practitioners and researchers to commenattitiently
and effectively, using a common vocabulary, demonstrations, and examples wheneves possibl
to facilitate the research process. Practitioners value reseaacdlderensider practices to be
enhanced by research findings; however, the two are in need of a medium of cortionuthiaa
bridges the gap between clinician and scientist (Beutler, Williams, Wgkke Entwistle,
1995). Better collaboration between practitioners and researchers should agmarity in the
continued effort to conduct efficacy research reporting the effectsatinteat, which is

important to the field’s development and progress (Carruthers, 1997/98).
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