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ABSTRACT — This paper explores the therapeutic impacts of religious and
spiritual practices integrated with the therapeutic leisure experiences with
persons with mental disorders. A brief overview of these disorders and their
symptoms is provided. Religious and spiritual dimensions of therapy are
then presented. Thereafter, therapeutic approaches are discussed with a
focus on evidence based recovery practices and conceptual models of recov-
ery explained. Leisure experiences as a recovery strategy for social inclusion
is addressed. Furthermore, the paper discusses leisure experiences as a
recovery strategy and a meaningful pathway to spiritual well-being. Recom-
mendations are proposed for future actions within psychiatric services.

RESUME— Cet article explore I'influence du recours aux pratiques reli-
gieuses et spirituelles dans les expériences de loisir thérapeutiques chez les
personnes souffrant de troubles mentaux. Il brosse un survol des troubles
mentaux et des symptomes afférents et dresse un portrait des dimensions
religieuse et spirituelle de la thérapie. On y traite des approches thérapeu-
tiques en mettant 1’accent sur des méthodes de guérison fondées sur des
données probantes ainsi que sur les modeles théoriques de guérison. Puis,
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on présente les expériences de loisir comme moyen de guérison menant a
I’inclusion sociale. Finalement, on aborde les expériences de loisir comme
moyen de guérison conduisant au bien-&tre spirituel. L’article conclut en
proposant des recommandations pour les soins en psychiatrie.

"

“He who has a why to live “Man is not destroyed by suffering;
can bear almost any how.” he is destroyed by suffering without meaning.”
— Friedrich Nietzsche Viktor Frankl

This paper proposes a model for combining therapeutic leisure experien-
ces with religious and spiritual practices for supporting the recovery process
of those suffering from a mental disorder. It must be specified that leisure is
about persons and as such a phenomenon of life (Arendt, 1972)* Any attempt
to define leisure faces a primary obstacle: the evolution of this phenomenon.
The beneficial effects of leisure for recovery have long been known. Nimrod,
Kleiber and Berdychevsky (2012) demonstrated the efficacy of leisure as a
recovery strategy for persons with depression. These authors also pointed out
the profound paradox for persons experiencing depression “[t]he more
depressed they feel, the less they are able to participate in leisure activities...
and the less involved they are, the more depressed they become™ (p. 419).
This paper aims to provide an argument that religious and spiritual practices
can break this cycle of depression and provide strength for persons with
mental disorders to participate more fully in their recovery process. Spiritual
and religious practices contribute to a higher level of spiritual well-being and
assist people to build greater resiliency (Jacobson & Greenley, 2001; Pro-
vencher, 2002, 2007; Lord & Hutchison, 2007). Leisure and its relationship
with spirituality may also enhance the recovery protocols available to pro-
fessional therapists.

This paper suggests a new relationship between spirituality and psychiatric
services with a vision of therapeutic leisure for the field of rehabilitation
services. It is divided into six parts: (1) a brief overview of mental disorders;
(2) religious and spiritual dimensions of therapy; (3) evidence-based recovery

For some theorists, leisure is synonymous with free time, activity programming and/or a
positive experience, usually characterized by feelings of freedom and intrinsic motivation.
Kelly (1987) affirmed that leisure is an important historical and structural dimension of
human life that is conditioned by culture, ethnicity, gender, social class, family, religion,
and so forth. Leisure is a complex reality, plural, ambivalent, contingent on the many facets
of human existences, which to be understood and involves a ‘state of becoming’.
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practices utilizing religious and spiritual practices; (4) finding meaning through
work engagement; (5) conceptual models of recovery; (6) pathways to recov-
ery and spiritual well-being through leisure; and finally, (7) recommendations
and future directions.

Brief Overview of Mental Disorders

According to the World Health Organization (2012), more than 450 mil-
lion people worldwide suffer from a mental disorder, with 75% of persons
remaining untreated in developing countries. Mental disorders such as intel-
lectual disability, autism, schizophrenia, bipolar disorders, anxiety disorders,
depressive disorders and neurocognitive disorders are mainly characterized
by cognitive impairment, mood disorders and chaotic behaviours associated
with distress and impaired functioning. The apparent symptoms of these bio-
logical and psycho-social diseases vary from mild to severe, depending on
the category of the mental disorder, the individual, the family and the socio-
economic environment. DSM-5 provides definitions of the most recognized
and personally debilitating mental disorders in contemporary societies, as
shown in Table 1.

Mental disorders have a evolutive effect and the role of the DSM-5 might
only cause an escalation of ‘new’ diagnosis and a proliferation of the patholo-
gization of everyday life (Micale, 2014). As Gilman (2014) affirmed:

Across the globe, societies see categories of madness as something that
impinges on human activity, for ill or for good, and with a variety of mean-
ings that generate a variety of interpretations. The realities of what consti-
tutes madness in any given society or community or historical moments are

constantly shifting: symptoms change and their meanings seem always in
flux. (p. 442)

The task of accurately assessing and diagnosing mental disorders pre-
sents multiple challenges. Too often, patients who are living in a psychiatric
facility have to demonstrate normative behaviour to a greater degree than
individuals outside of the facility (Deegan, 2007). Society’s moniker of
‘mentally crazy’ invokes a dehumanizing effect. Patients who feel vulner-
able internalize their diagnosis telling themselves: ‘I am a schizophrenic
or I am a manic-depressive’ thus becoming unable to see themselves
beyond the boundaries of their diagnosis. However, persons with mental
disorders are still a complete human being and able to experience spiritual
health (Kehoe, 2009). They are nevertheless stigmatized as ‘crazy persons’
and may unintentionally receive a cognitive death sentence, the death
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Table 1

Brief definitions of mental disorders

Diagnosis Description

Intellectual [Clharacterized by deficits in general mental abilities, such as reasoning,

Disability problem-solving, planning, abstract thinking, judgment, academic
learning, and learning from experience.

Autism [Clharacterized by persistent deficits in social communication and social

Schizophrenia

interaction across multiple contexts, including deficits in social reciprocity,
nonverbal communicative behaviours used for social interaction, and skills
in developing, maintaining, and understanding relationship.

[D]efined by abnormalities in one or more of the following five domains:
delusions, hallucinations, disorganized thinking (speech), grossly
disorganized or abnormal motor behaviour (including catatonia), and
negative symptoms.

Bipolar [These disorders refer to] the modern understanding of the classic manic-

Disorders depressive disorder or affective psychosis described in the nineteenth
century,...the vast majority of individuals whose symptoms meet the
criteria for a fully syndromal manic episode also experience major
depressive episodes during the course of their life.

Anxiety [IInclude disorders that share features of excessive fear and anxiety and

disorders related behavioural disturbances. Fear is the emotional response to real
or perceived imminent threat, whereas anxiety is anticipation of future
threat....Sometimes the level of fear or anxiety is reduced by pervasive
avoidance behaviours. Panic attacks feature prominently within the
anxiety disorders as a particular type of fear response.

Depressive [IInclude disruptive mood dys-regulation disorder, major depressive

disorders disorder,...persistent depressive disorder (dysthymia), premenstrual

Neurocognitive

dysphoric disorder, substance/medication-induced depression disorder,
depressive disorder due to another medical condition, other specified
depressive disorder, and unspecified depressive disorder....The common
feature of all of these disorders is the presence of sad, empty, or irritable
mood, accompanied by somatic and cognitive changes that significantly
affect the individual’s capacity to function.

The neurocognitive disorders (NCDs) (referred to in DSM-IV as

disorders “Dementia, Delirium, Amnestic, and Other Cognitive Disorders™) begin
(dementia and with delirium, followed by the syndromes of major NCD, mild NCD, and
amnestic) their etiological subtypes. The major or mild NCD due to Parkinson’s

disease, frontotemporal NCD; NCD due to traumatic brain injury; NCD
due to HIV infection; substance/medication; NCD due to Huntington’s
disease; NCD due to prior disease; NCD due to another medical condition;
NCD due to multiple etiologies; and unspecified NCD.

Source: American Psychiatric Association (2013). Diagnostic and statistical manual of mental
disorders. (5™ ed.). Washington, DC/London, UK: American Psychiatric Publishing, pp. 31, 31,
87,123, 189, 155, 591.
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before death (Deegan, 2007) or entrance into the kingdom of shadows
(Robi & Leclerc, 1990). The psychiatric services can inadvertently act as
a social punishment system where the patients are condemned with a diag-
nosis for actions that are outside of their control. At the beginning of their
injury, patients with severe schizophrenia for instance are caught in a cata-
tonic state where they are not in touch with their own reality. They often
feel like strangers to themselves, guilty and oppressed by a psychiatric
system (Sechehaye, 1950/1970) that tries to rehabilitate them quickly for
economic, utilitarian and humanitarian reasons. Szasz (1974) declared in
an ironic manner that “[i]f you talk to God, you are praying; if God talks
to you, you have schizophrenia” (p. 113). He concluded that no person or
group should have the moral authority “to ‘correct’ a human being; only
God does” (p. 47). Psychiatric patients are full human beings, and from a
Christian worldview are sons and daughters of God who need the profound
love, care and protection available to all children of God. Morin (2004)
observed that the medicine of love is critical to the recovery process. This
medicine of love includes loving life, living to love, and loving the fragile
and vulnerable persons of society, thereby reducing personal delusion and
creating a more healthy and robust society.

Addressing the spiritual dimension in the treatment of those suffering
from mental health disorders can offer new hope and possibilities, and
expand the ways we approach and treat mental disorders “[t]he very fact that
the spiritual dimension is beyond us —while within us— makes an essential
part of the process of health and sickness beyond our understanding™ (Balter
& Katz, 1992, p. xviii). The spiritual approach can offer empathy, opportun-
ity and time to understand the patient’s situation and to rediscover meaning-
ful pathways to spiritual well-being.

Denny and Elgar (2013) affirmed that mental disorders are a social phe-
nomenon and cannot be understood using only personal biological terms.
Vulnerability is a social construction that creates an environment or context
that causes persons to be discriminated (Lord & Hutchison, 2007). It is not
the physical or mental disability that causes vulnerability, but social con-
ditions and determinisms such as segregation, exclusion, isolation and
loneliness. The problem of discrimination lies mostly in terms of the envi-
ronmental factors and does not emanate from the persons with the disabil-
ity. Social labels reinforce the internalized feelings of guilt as “[s]tigma
describes a mark of shame, disgrace, or disapproval that results in an indi-
vidual being shunned or rejected by others” (Carter & Van Andel, 2011,
p- 335). Thus by creating and continuing to strengthen the negative social
stigma and refusing to see persons with disabilities as human beings first,
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our society contributes unwittingly to the creation of vulnerable populations.
Importantly, the vulnerability results from a long period of prejudice, den-
igration or slander, exclusion, exaggeration or misdiagnosis which stigma-
tizes persons with physical or mental disabilities. These intensify social
stereotypes. For Corrigan, Powell and Riisch (2012), the persons are not
responsible for their mental disorders. They are victimized by it. It should
be stressed that a patient is stigmatized throughout his/her interaction with
the psychiatric services. Instead, these services should be compassionate
and supportive. This stigmatization contributes to the mental disorder epi-
demic in our society. The style of language used in this system may sig-
nificantly affect the opportunity of recovery, which is not defined as cure
but as building “a social identity through engagement in an active life.
A positive social identity can be achieved by accessing mainstream facili-
ties and activities that gravitates people away from being viewed as ‘men-
tally ill’” (Moxham, Liersch-Sumskls, Taylor, Patterson, & Brighton,
2015, p. 62). Barber (2012) explained that a patient is stigmatized with few
alternatives from the beginning of his/her mental disorder by a prognosis
which carries a life sentence that burdens his/her conscience. The thera-
peutic words used are relevant when a person receives a diagnosis such as
schizophrenia. She suggested a new medical approach:
Traditionally, a psychiatrist told a patient with a new diagnosis of schizo-
phrenia, ‘You will have to take medication for the rest of your life,” com-
paring the illness to diabetes. Using our knowledge of current research find-
ings, we could give a more hopeful prognosis: ‘You will have to take
medication for several years and may need to be hospitalized at times. But
over time, you have an excellent chance of recovery and of needing less or
even no treatment’. (p. 278)

Abdel-Baki, Lesage, Nicole, Cosette, Salvat and Lalonde (2011) reported
that the long-term outcome of schizophrenia has been less pessimistic than
previously thought as “[a] significant proportion of treated schizophrenia
incident patients achieve moderate long-term outcome, and stability of global
functioning is certainly much more frequent perspective on schizophrenia
patient outcome” (p. 100). Harding and Zahniser (1994) recommended that
treatment programs be developed ‘as if” patients will experience improve-
ment of health and/or recovery for a quick return to normal life. Barber
(2012) argued that if patients stop or reduce treatment and continue to
recover, they would be more willing to report their success. This report of
recovery is an opportunity to observe what clinicians rarely see—the full
recovery of a patient. This does not mean that this new approach completely
eliminates medications, which are one of many tools that might be required
for the recovery process especially for patients with severe schizophrenia
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(Deegan, 1995). Flaherthy (2012) argued that a person-centered model is the
corner stone for a new medical model based on a real sense of humanity that
creates the possibility of reducing or even eliminating medication protocols
in either the short or long term range’.

Finding hope is a way to support the recovery process. Religious and
spiritual practices provide a significant pathway to instil hope and aid the
journey to recovery. The following section describes such practices and how
they are perceived by psychiatric services.

Religious and Spiritual Dimensions of Therapy

There is hesitation in tackling the subjects of religion and spirituality in the
medical community. Too often, these aspects of human experience are viewed
through the lens of a psychiatric symptom, something relatively pathological
(Kehoe, 1999). This reluctance to engage religious and spiritual practices in
the recovery process is due to their inherent amorphous nature and lack of
specific empirical studies in the mental health field. Concerted attempts have
been made to conceptualize and operationalize religion and spirituality.

Religion and spirituality have various meanings, but are often considered
simultaneous or synonymous in contemporary societies (Peselow, Pi, Lopez,
Besada, & Ishak, 2014). Religion is sometimes defined as a construct that is
structured, outward, institutional, authoritarian, doctrinal, inhibiting, substan-
tive and negative, as opposed to spirituality, which is personal, inward, emo-
tional, relational, subjective and positive (Hill & Pargament, 2008). This
distinction implies a restricted perspective that “[s]pirituality is more indi-
vidualistic and self-determined, whereas religion typically involves connec-
tion to a community with shared beliefs and rituals” (Koenig, 2004, p. 1194).
Some may argue that the communal nature of religion would be more desir-
able than the individualistic nature of spirituality, however individuals are
sometimes alienated by the complex requirements of particular religious
groups. During the painful experience of mental disorders, religion and

For instance, in Quebec, there is a wisdom in the protocol management of mental health
through alternative resources which contribute to the field of psychiatric system. Thus
minimum medical vocabularies such as diagnosis, diseases, symptoms and failures are not
effectively employed. Far from being content to be hasty in giving a full diagnostic that
labels the ill person for life, alternative practices of mental health resources prefer the
comprehensive approach which avoids judging by appearances (Corin, Poirel, & Rodri-
guez, 2011), because a person is always much more than what we perceive about him/
her; that what one understands from him/her (Bernazzani & Lacroix, 2014).
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spirituality may play a role: “Whether it is as a new method of coping or a
lifelong belief, religion becomes increasingly important as patients face the
Goliath of illness” (Koenig, 2004, p. 1194). Religion and spirituality signifi-
cantly contribute, in an indirect manner, to better global health (Frankl,
2009). Usually, they provide persons with a solid anchor, giving a person a
sense of stability not found anywhere else. Religion and spirituality have
something in common because both are driven by the quest for meaning and
the search for the sacred. They are closely interconnected because “[s]pirit-
uality can exist outside the boundaries of formal religion, but spirituality is
also part of religion” (Folkman & Moskowitz, 2004, p. 760). From a holistic
perspective, spirituality is an intimate journey that a person undertakes to
find the meaning of his/her own life (Demers, 2008). When a person assumes
his/her responsibility, then his/her spirituality takes form. Spirituality is an
individualized journey characterized by experiential descriptors such as
meaning, purpose, transcendence, connectedness and energy (Chiu, Emblen,
Van Hofwegen, Sawatzky, & Meyerhoff, 2004). Reed (1991) defined tran-
scendence as expanding the conceptual boundaries of the self beyond limits
posed by the immediate, physical or environmental limitations.

Surveys indicate that 95% of mentally ill patients do believe in God,
whereas 79% believe that spirituality is important for a healthy life (Lacombe,
2009). This data demonstrates the importance of religion and spirituality to
persons with mental disorders. Many persons are involved in “religion spe-
cifically to help cope with the immediate demands of stressful events, espe-
cially to find the strength to endure and to find purpose and meaning in
circumstances that can challenge the most fundamental beliefs” (Folkman &
Moskowitz, 2004, p. 759). Bradshaw, Ellison and Flannelly (2008) discov-
ered that “persons who hold more positive, intimate images of God—that is,
as loving, caring, forgiving, etc.—will experience fewer symptoms of
psychopathology....[Conversely] persons who experience or envision God as
a more distant or remote figure will experience higher levels of psychopath-
ology” (pp. 650, 653). Pargament, Smith, Koenig and Perez (1998) proposed
that there are positive and negative patterns to cope with major everyday life
stressors. The positive patterns include seeking spiritual connections and
support, religious purification and forgiveness, collaborative religious coping
and benevolent religious reappraisal, whereas the negative patterns consist
of interpersonal religious discontent, punishing God reappraisals, spiritual
discontent, reappraisal of God’s powers and demonic reappraisal. Neverthe-
less, through the personal search for the sacred, it is possible to cope with
painful and overwhelming experiences. Even if physicians and professional
therapists might have concerns about negative self-awareness, or worry about
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spending additional time with patients, or over-stepping ethical boundaries,
therapists should attend to the client’s attachment to God.

The sense of connection to a higher power or religious entity is a unique
predictor of life satisfaction. Specific components of spiritual belief systems
have a direct and unique influence upon recovery outcomes (Waldron-Per-
rine, Rapport, Hanks, Lumley, Meachen, & Hubbarth, 2011). Spirituality can
connect “the patient to a wholeness that exists beyond the presence of
impairment, disability, or handicap” (Cotter, Spangenberg, Mulford, &
Wilcox, 2003, p. 191). With changes in medicine that have occurred over the
past decade, Koenig (2004) suggested that physicians can no longer ignore
religion and spirituality factors. They should adopt whole-person medicine
which “is the best kind of care both for those who receive it and those who
give it” (p. 1199). The boundaries between physicians and patients are
important and need to be constructed over time. As such, there is a unique
point of equilibrium to each patient that requires an alliance of trust (Ricoeur,
2001a, 2001b) between patients and their physicians and also their profes-
sional therapists®.

Ultimately, religion and spirituality are important to many patients and
seem to improve their quality and length of life as well as overall life satis-
faction (Chally & Carlson, 2004). Coping behaviours might be facilitated in
many religious or spiritual settings through prayer, meditation, worship and
ritual (Carleton, Esparza, Thaxter, & Grant, 2008). The therapeutic effects
of prayer and meditation produce spiritual healing through gratitude, grace,
relaxation, hope, inner peace, tranquility, forgiveness and love which facili-
tate behaviours that promote a general calming effect (Levin, 1996) that is
crucial for the recovery process. The literature points to the relevance of
religion and spirituality in therapy and their potential positive effect on the
recovery process of those suffering from mental disorders.

Evidence-Based Recovery Practices
Utilizing Religious and Spiritual Practices

Neuro-imaging research and standard psychotherapy evaluative proced-
ures have demonstrated the positive effects of religious and spiritual practi-
ces in treating various mental disorders (Beauregard & Paquette, 20006;

®  There are geographical and cultural variations in how physicians, professional therapists

and patients interact and adapt to each other within psychiatric services in contemporary
societies.
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Bellamy, Jarrett, Mowbray, MacFarlane, Mowbray, & Holter, 2007; Kehoe,
2009; Miller et al., 2014). There is an emerging philosophy of recovery that
is based on values beyond the destructive nature of psychiatric symptoms.
It aims to support patients to redirect their lives to find meaning, rather than
get stuck with the prejudice of these potential incurable diseases (McAll
et al., 2012).

Neuroimaging studies have explored the neural mechanisms underlying
mindfulness, meditation and prayer experiences with techniques such as elec-
troencephalography (Davidson et al., 2007) and functional magnetic reson-
ance imaging (Farb et al., 2007; Short et al., 2010). Mindfulness and medi-
tation practices enhance the network density in the brain structure resulting
in improved mental functioning (Holzel et al., 2011; Lazar et al., 2005). By
preserving cortical thickness, meditation might attenuate depression, demen-
tia and the aging process (Xiong & Doraiswamy, 2009). More recently, Mil-
ler et al. (2014) have demonstrated that religious and spiritual practices have
positive effects in the left and right parietal and occipital regions, the mesial
frontal lobe of the right hemisphere, and the cuneus and precuneus in the left
hemisphere, which may result in a reduction of depression symptoms.
A thicker brain cortex is linked with high levels of religious and spiritual
engagement and creates resiliency in depressive persons who have a high
familial risk of deep depression. This expansion of cortical reserve possibly
may counter some of the cortical thinning present in persons with a genetic
predisposition to depression. Hence, “[t]he importance of religion or spirit-
uality appears to confer a neuro-anatomical resilience in those who are other-
wise predisposed to developing depressive illness” (Miller et al., 2014,
p- 134). It appears that mindfulness and meditation experiences are signifi-
cant factors in recovery and improvement within the quest for quality and
meaning of life.

A multitude of psychotherapy approaches in North America include
innovative group settings or personal encounters with professional therapists,
who discuss religious resources; share values concerns, spiritual struggles,
hope and forgiveness; and encourage prayer and meditation practices as
an adaptive strategy to manage and cope with the stress associated with
mental disorders (Corrigan, McCorkle, Schell, & Kidder, 2003; Kehoe,
1999, 2009; Lachance, 2009; Singh, Shah, Gupta, Coverdale, & Harris,
2012). For example, the Spirituality Matters Group (SMG) inside hospital
settings “allow individuals with persistent psychiatric disabilities to explore
positive emotion-focused coping” (Revheim & Greenberg, 2007, p. 310).
Using this model, patients can progress at their own pace in a do-it-yourself
spirituality (Corin, 2009).
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Bellamy et al. (2007) discovered that patients with mental disorders
who attended consumer-centered services found that religiousness and
spirituality contributed to their psychological well-being with decreased
psychiatric symptoms, and overall improvement in management of one’s
daily life. Religiousness and spirituality have been found to have benefi-
cial outcomes including social inclusion, hope, personal empowerment
and recovery (Corrigan et al., 2003); and also to have prevented possible
future hospitalizations through the practices of religious coping methods,
such as prayer, attending religious services, worshipping God, meditation,
reading scriptures and meeting with a spiritual leader (Tepper, Rogers,
Coleman, & Malony, 2001). These findings are theorized to be caused by
understanding that “[r]eligion is meant to bind us to the external Creator
and not to bind us internally with knots of fear, anxiety, and prejudice.
Spirituality, with its root in spirit or breath, refers to the source of life”
(Kehoe, 2009, p. 51). Hence, religion and spirituality encourage patients
with mental disabilities to explore a more positive emotion-focused cop-
ing, which can create healing effect. Religion and spirituality represent a
source of energy that needs more consideration by professional therapists
working with psychiatric populations (Phillips, Lakin, & Pargament,
2002). Fallot (2007) proposed that psychiatric services need to be ‘spirit-
ually-informed’ to enhance the quality of life of their patients who are
suffering from these diseases. There is a need for more education for
professional therapists and also a need to create more sacred spaces inside
therapeutic facilities that provide psychiatric services.

Finding Meaning through Work Engagement

The work environment plays an important role in mental health. The prac-
tice of meaningful work is emphasized in the Bible as an important factor of
living well. There is a profound connection between religious understanding
and work displayed in God’s declaration in Genesis 3: 19 “by the sweat of
your face you shall eat bread” (NRSV-Catholic edition). Persons with men-
tal disorders are trying to search for a healthy life, and work is definitely a
pathway to creating meaning and aiding the journey to mental health recov-
ery. However the unemployment rate for persons suffering from mental dis-
orders is over 80% (Drake & Whitley, 2014). Unemployment reduces life
expectancy, increases homelessness and hinders the pursuit of life, liberty
and happiness (Withley & Henwood, 2014). Psychiatric patients are faced
with social stereotypes that significantly limit stable employment conditions
(Lauzon & Lecompte, 2002). This leads to the broader question for society,
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of why opportunities to participate in meaningful occupations are restricted
for persons with mental disorders. Employment provides significant positive
outcomes within the recovery process, as the work environment produces
meaning for self-identity construction (Dunn, Wewioeski, & Rogers, 2008).
This employment liberates and empowers persons with a mental disorders
through renewed life purpose (Strickler, 2014). Disclosing mental disorders
remains a dilemma for mentally ill persons in their occupational life.
Employing vulnerable populations inside psychiatric services might promote
positive role models for social inclusion (Deegan, 1988). Currently, in the
province of Quebec, a practical rehabilitation program called “Peer Helping”
exists for persons who have or have had mental disorders. Participants share
their painful experience and recovery stories in order to give hope; serve as
leaders; and provide inspiration, support and information to patients who
come from similar situations (Association Québécoise pour la Réhabilitation
Sociale, 2014). In addition, there is a need for a recovery mentor at work
(Huddleston, 2012) in order to prevent problems associated with prejudice
and social stereotypes.

Conceptual Models of Recovery

Roe, Rudnick and Gill (2007) argued that “the concept of recovery, and
particularly the notion of ‘being in recovery’ or ‘recovery as a process’, has
generated much hope and positive change” (p. 173). As such, the need to
further develop and establish our theoretical understanding of these concep-
tual models is critical to diminish the negative and collateral impacts of
mental disorders in the social world.

A theory that is useful to consider is the transactional theory (Lazarus &
Folkman, 1984). It explains how people may adapt to stressful situations by
thwarting personal goals and limiting their overall global health. This theory
demonstrates how coping strategies may produce positive and/or negative
consequences in physical condition, social functioning and psychological
status. This theoretical framework developed originally by Lazarus and Folk-
man (1984) has revealed fruitful connections between the various factors in
stress appraisal and management:

(1) feelings can shape thought and action; (2) actions can shape thought and
feeling; (3) the environment shapes thought, feeling, and action; and
thoughts shape feeling and action....Moreover, if one accepts the premise
that how people act and react shapes the behavior of others toward them and
how they feel, then by changing their behavior, people can also change the
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environment and thereby create an entirely new relationship to the world.
(pp. 345, 348)

The transactional model revised by Folkman (1997), and confirmed by
Folkman and Greer (2000), has two processes: appraisal and coping.
Appraisal involves the assessment of a person’s perception of significance
of a particular event and the adequacy of personal resources to cope. This
appraisal includes the emotions and leads to subsequent adaptation. The cop-
ing aspect refers to the thoughts and behaviours of a person to regulate
distress (emotion-focused coping), to manage the problem solving distress
(problem-focused coping), and maintain optimistic well-being (mean-
ing-based coping), when confronting the influences of the outcome of the
event and the person’s appraisal of it. This transactional model states that
when the stressor is perceived negatively these two processes actually inhibit
problem solving and positive changes within the relationship between the
person and their environment, as shown in Figure 1:

Figure 1: Transactional model of appraisal and coping process

i i Event Emotion
Appraisal Coping of E
Person
isti Favorable » )
Characteristics : N
Ham Problem- resolution —|
focused
coping
Threat
Distress
‘ Emotion- Unfavorable
focused resolution l
coping No
Challenge resolution Meaning- Positive
Based emotion
coping

Sustains
coping
process

Source: Folkman, S. & Greer, S. (2000). Promoting psychological well-being in the
face of serious illness: When theory, research and practice inform each other, Psycho-
Oncology, 9, p. 12.

These transactional models of stress management may also benefit thera-
peutic programs that facilitate psychological well-being for patients with
serious mental disorders. The following sequential stages could be applied
in therapeutic settings: (1) create optimal conditions for challenge (find out
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what matters to the patient/establish goals/emphasize opportunities for per-
sonal control), (2) encourage positive behaviour to achieve goals, and (3)
maintain positive mood (Folkman & Greer, 2000). Gall, Charbonneau,
Clarke, Grant, Joseph and Shouldice (2005) presented the basic principles
(e.g., the dynamic process) and structural components (e.g., coping behav-
iours) of this transactional model by integrating spirituality within the recov-
ery process. This recovery model can be enhanced when implemented by
spiritual care workers and/or chaplains from multi-faith religious or spiritual
backgrounds.

Jacobson and Greenley (2001) have offered a recovery-oriented model
that includes both internal and external conditions. The internal conditions
include attitudes, experiences, and processes of change for recovering indi-
viduals. The external conditions are comprised of the circumstances, events,
policies and practices that support the recovery process. These internal
(Table 2) and external (Table 3) components are critical for the success of
‘being in recovery’.

Table 2

Recovery-oriented Model. Internal conditions

Hope: Gaining hope has something of the transcendent....The source of this grace
is different for each individual. For one it will be the entity he or she knows as God.
For another, it might be a spiritual connection with nature....By expanding the realm
of the possible, hope lays the groundwork for healing to begin.

Healing: Recovery is in part the process of ‘recovering’ the self by re-conceptualizing
illness as only part of the self, not as a definition of the whole....The second healing
process is control—that is, finding ways to relieve the symptoms of the illness or
reduce the social and psychological effect of stress.

Empowerment:...empowerment may be understood as a corrective for the lack of
control, sense of helplessness, and dependency that many consumers develop after
long-term interactions with the mental health system....A sense of empowerment
emerges from inside one’s self...and it has three components: [autonomy, courage,
responsibility].

Connection: To connect is to find roles to play in the world. These roles may
involve activities, relationship status, or occupation....the most powerful form of
connection is helping others who are also living with mental illness....this means
becoming a mental health provider or advocate; for others, it means bearing
witness, or telling their own stories in public arenas. (Jacobson & Greenley, 2001,
pp. 482-483)
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Table 3

Recovery-oriented Model. External conditions

Human right: ...a human rights agenda lays out a vision of a society in which power
and resources are distributed equitably....equal opportunity is promoted through
expanded access to care and services that might otherwise be restricted by poverty,
stigma, or the law itself.

A positive culture of healing: this new order as ‘a positive culture of healing...a
culture of inclusion, caring, cooperation, dreaming, humility, empowerment,
hope, humor, dignity, respect, trust, and love’. [It] begins with an environment
characterized by tolerance, listening, empathy, compassion, respect, safety, trust,
diversity, and cultural competence.

Recovery-oriented services: Recovery-oriented services address the range of these
features and include services directed at symptom relief, crisis intervention, case
management, rehabilitation, enrichment, rights protection, basic support, and self-
help. (Jacobson & Greenley, 2001, p. 484)

Kerr, Crowe and Oades (2013) pointed out that the recovery-oriented
model involves the reconstruction and integration of one’s self-identity in a
changing social world. Corin (2002) suggested that recovery involves the
ability to regain agency in a specific community, building a significant inner
space and reorganizing one’s relationships with others according to one’s
own rhythm. Recovery-oriented practice implies a new social status within
the community.

The person engaging in the construction of new dimensions of the self is
capable of projecting a re-defined meaning of the self into the future and
therefore reinforces a sense of agency (Provencher, 2007). This growing
sense of inner peace promotes a more inclusive rehabilitation. From this
perspective, a disabled person becomes resilient when he/she presents and
maintains improvement in outcome indicators (e.g., psychiatric symptoms).
This growth also optimizes his/her potential within a global health context
(e.g., psychological well-being). This improved resiliency creates a new
self-efficacy for future challenges and even the potential to reorganize past
painful experiences into meaningful growth. This pattern of resiliency is one
of many which characterize the transformation experiences of fully ‘being in
recovery’.

Provencher (2002, 2007) established a multi-dimension conceptual model
of recovery by specifying the characteristics of four specific dimensions of
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recovery. This conceptual multi-dimension model is shown in Figure 2
below.

Figure 2: Multi-dimension Model: The four dimensions of recovery and
their characteristics

Redefinition and expansion of self Relationship with the temporal space
— Grieving process associated with the — Hope
presence of a mental disorder — Spirituality

— Discovery process of a new self
— Complexity of self

Empowerment Relationships with others
— Process and build up — Relationships with the family members
— Transformation of helplessness feeling | — Relationships with peers
— Empowerment level — Relationships with the [professional]
* Psychological level therapists
o Intrapersonal component — Relationships with health and support
o Interactional component Services

o Behavioral component
e Organizational level
* Communal level

Provencher, H. L. (2002). L’expérience du rétablissement: Perspectives théoriques. Santé
mentale au Québec, 27(1), p. 48.

In the redefinition and expansion of the self, the person forgets his/her
role as patient and applies his/her energy to new roles, which allow for
re-building an improved self-esteem. In the relationship with the temporal
space, the person searches for meaning in his/her potential future life,
through the endeavor of hope and spirituality. The empowerment process is
mainly characterized by the transformation from feelings of helplessness into
an increased sense of agency in their environment and the building-up of
proactive goals through intrapersonal, interactional and behavioural compon-
ents at organizational and communal levels. The relationships with others
are characterized by the establishment of authentic and reciprocal connec-
tions to family, friends, peers or professional therapists.

As Weinberg (2013) emphasized: “[i]t is helpful for people in distress to
dream of something better, with hope supplying the motivation to explore
valued life goals and learn new skills to navigate new roads” (p. 124). This
should include the patient’s ability to articulate and implement values and
belief systems that promote recovery and improve the quality of life through
building positive self-identities without negative social stigmas.
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‘Being in recovery’ incorporates parental, occupational, educational, lei-
sure and other roles (Provencher, 2007). Leisure experiences have significant
therapeutic outcomes for persons ‘being in recovery’ and their search for a
better quality and meaning of life. Furthermore, religious and spiritual prac-
tices can expand and enhance the implementation of the transactional,
recovery-oriented and multi-dimensional models in the recovery process.

Pathways to Recovery and Spiritual Well-being through Leisure

The integration of religious and spiritual practices within therapeutic lei-
sure reduces and even minimizes the negative impact of mental disorders by
supporting the meaning-making process (Iwasaki, Messina, Shank, & Coyle,
2015, Iwasaki et al., 2014). Leisure, in which the playful nature of a person
may be fully in action, has a role in overcoming psychological problems
through personal enhancement, self-actualization and escape perspective
(Neale, 1969). Play has its own meaning as an ontological action which often
results in emotional and physical improvements. Miller (1970) stated that
play, which is the ultimate seriousness, has a definite therapeutic function
because purposelessness is the highest purpose. Play is an existential element
of leisure (Deschénes, 2007, 2011, Euvé, 2000; Moltmann, 1977). Research
has consistently acknowledged the therapeutic function of leisure within the
recovery process (Caldwell, 2005; Cassidy, 2005; Haworth & Lewis, 2005;
Provencher, 2007; Trenberth, 2005). In order to achieve inclusion, diversity,
creativity, meaning and growth, the practice of quality leisure experience
should be viewed as an end in itself rather than as a simple means or medium
for functional medicalized outcomes (Genoe & Whyte, 2015).

In addition, there is a task force considering the positive effects of leisure
on those working with patients (Arai, Berbary, & Dupuis, 2015). The litera-
ture suggests that leisure is beneficial for care providers. Grafanaki et al.
(2005) have found that: “[l]eisure itself can help counsellors and psycholo-
gists in becoming more present and emotionally available to their clients....
leisure seems to help mental health professionals expand their empathy and
understanding of clients through becoming more connected with the deeper
parts of their own selves” (p. 39). Leisure may very well improve the rela-
tionship between professional therapists and their patients thereby facilitating
the journey to recovery.

Leisure is often associated with supportive social groups and positive

inter-relationships that affect the integral development of the whole person.
For vulnerable persons with mental disorders, leisure provides a robust social
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component critical to the quality and meaning of life. Leisure also affects
other aspects of life (i.e., work, family, politics, community lives, friend-
ships). Iwasaki, Coyle and Shank (2010,) affirmed that “[l]eisure is a key
context for active living and an important pathway toward recovery, health
promotion and life-quality enhancement. Leisure represents broad aspects of
human functioning including emotional, spiritual, social, cultural and
physical elements” (p. 485). Persons with mental disabilities intuitively real-
ize the benefits of leisure in the struggle for life and the capacity of leisure
to be rehabilitative for the heart, mind, body and soul.

Haworth and Lewis (2005) affirmed the therapeutic function of leisure as
a factor in well-being “...Participation in both physical and non-physical
leisure activities has been shown to reduce depression and anxiety, produce
positive moods and enhance self-esteem and self-concept, facilitate social
interaction, increase general psychological well-being and life-satisfaction,
and improve cognitive functioning” (pp. 72-73). In the past, people with
disabilities have been assigned worth, not on their abilities, but on their
inabilities which resulted them in being negatively labeled or stereotyped as
less than normal. With the use of therapeutic objectives for leisure these
negative stereotypes may be overcome (Stumbo, Wang, & Pegg, 2011).

The psychological concept of flow (Csikszentmihalyi, 2004; Elkington,
2011) has been linked to the therapeutic function of leisure resulting in a
positive and energizing experience. Engaging in leisure, patients can experi-
ence a sense of flow that can promote better concentration, focus, and con-
fidence which supports the recovery process. Through leisure, patients may
connect with their soul that has its own purpose and which temporarily helps
them experience happiness and creativity beyond the limitations of their
diagnosis. Such experiences lead the patients to connect with the eternal and
transcendent dimensions of life (Jasper, 1962).

Flow experiences during leisure have an existential impact, liberating and
rejuvenating persons living with a mental disorder and bringing significant
benefits for a patient’s recovery journey. Leisure helps patients feel more
socially connected and reveals “flow’s distinctive boundary-transcending qual-
ities” (Elkington, 2010, p. 350). The flow process through human interactions
may create religious and spiritual understandings and multi-faceted personal
meanings in the leisure context. The conceptual multi-dimensional model of
Provencher (2002, 2007) explains how flow experiences during leisure allow
for an integration of the religious and spiritual perspective in a hopeful life.
Professional therapists are encouraged to support their patients, especially
those struggling with life’s challenges and limitations, to engage with the heal-
ing effects of leisure. These experiences help persons to cope with negative
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live events in ways that are self-protective, self-restorative and personally
transformative (Kleiber, Hutchinson, & Williams, 2002).

Casual leisure that is defined as “immediately, intrinsically rewarding, rel-
atively short-lived pleasurable activity requiring little or no special training
to enjoy” (Stebbins, 1997, p. 18) can be helpful in the recovery process for
persons with mental disorders. In cases of stressful circumstances, unexpected
traumatic events and chronic stress, casual leisure activities such as watching
a movie or a television program, strolling, napping, praying, meditating, read-
ing, dialoguing, having conversation and playing board games are definitely
stress reducers. In addition, listening to music has had positive effects for
individuals with traumatic brain injury (Waldron-Perrine et al., 2011) that
might produce mental disorders (Arciniegas, Harris, & Brousseau, 2003;
Schwarzbold et al., 2008). Music therapy goes beyond just functionally
rehabilitating the brain as it can also create a positive mood, which reduces the
negative effects of the brain injury (Magee & Bowen, 2008). The practice of
music therapy is a substantial asset for recovery. Through music therapy, the
barriers of language can be eliminated by helping vulnerable persons with
complex mental conditions to overcome their disability throughout their life,
improve their emotional well-being and enhance their global mental func-
tioning (Magee & Baker, 2009). Additionally, including art therapy in thera-
peutic leisure may restore spirituality, the search for the sacred, and the search
for meaning in one’s life (Pelletier & Cournoyer, 2015). Hutchinson and
Kleiber (2005) reported that casual leisure helped persons to cope successfully
with stressful situations and negative life events. As such, it provided a source
of pleasures by giving immediate enjoyment and prevent illness. This way of
practicing leisure provides possibilities to be momentarily away from stressful
events and to focus the attention on something else. Casual leisure provides for
positive emotion, optimism and hope which results in improved global health.

Humanization occurs in a recreational environment through self-awareness
and community building. Leisure offers a fundamental spiritual experience,
where persons are deeply immersed in their social world and communities
(Gallant, Arai, & Smale, 2013). Leisure increases self-confidence and hope
(Moxham et al., 2015), which lead to rehabilitation and transformation of
vulnerable persons (Kleiber, Reel, & Hutchinson, 2008). Inclusive leisure is
critical in the process of self-definition for persons with mental disorders.
Inclusive leisure refers to “the extent to which people with and without
impairments engage in leisure ventures together” (Rossow-Kimball & Good-
win, 2014, p. 322). In some way, persons with a mental disorder build a new
life story by learning as they go. They have opportunities to grow and change
and gain a sense of positive social inclusion (Lord & Hutchison, 2007). For
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adults with a mental disorder, meaning-making through leisure provides pos-
itive emotions, well-being, identity, self-esteem, connection with spirituality,
social and cultural links, harmony, human strength, resilience, ways to learn
new things and finally human development throughout the life span (Iwasaki,
Messina, Shank, & Coyle, 2015). Leisure may even diminish the perception
of boredom, and replace it with enjoyment, interest and excitement (Iwasaki
et al., 2014). The therapeutic practice of leisure united with a compassionate
pedagogy produces self-reflection, relational reflection and theoretical reflec-
tion that are significant factors in healing, meaning creation and well-being
for persons in treatment (Briscoe & Arai, 2015).

Genoe (2010) has presented evidence that the social world of leisure is
important for resisting the stereotypes of dementia and preventing stigma. In
this regard, leisure is an efficient tool to resist personal adversity and reduce
obstacles in society that affect persons with mental disorders and to open
personal space for meaning. Research conducted with patients who suffered
from dementia pointed out that through inclusive leisure patients could find
ways to tackle the challenges of living with the disease “by reconciling life
as it is, battling through by being proactive, living through relationships,
being optimistic, and prolonging engagement in meaningful activity to live
their lives with hope” (Genoe & Dupuis, 2014, p. 33). This resiliency func-
tion of leisure can be explained by the transactional model of appraisal and
coping processes, when challenging conditions create motivation for behav-
iour change to achieve personal goals and maintain a positive mood (Folkman
& Greer, 2000). This behaviour change involves the projection and the
immersion of the self into the social world in spite of the challenges. Despite
the difficulties faced in recovery through rehabilitation, there is a need to be
able to look toward the future with the anticipation of “having something
meaningful to do and the opportunity to connect with others” (Warner,
Doble, & Hutchinson, 2012, p. 255). The therapeutic function of leisure is
an alternative way to fulfill human needs, actualize our sense of self and
produce authentic meaningful partnerships, while journeying with mental
disorders.

The therapeutic practice of leisure facilitates change that can promote
healing and may yield meaningful pathways to spiritual well-being. For
Christians, leisure presents the freedom to experience a spiritual transform-
ation of the inner life, which is exhibited in our actions towards the Lordship
of Jesus Christ and all our fellow human beings (Spykman, 1994). Religious
and spiritual practices have a specific recovery effect and they offer time for
“finding transcendence through the ordinary” (Berglund, personal communi-
cation, June 10, 2015). The playful psychological state of escape can create
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‘[1]eisure oases or leisure spaces’, that provide the opportunity of ‘being
away’ from the stresses of daily life. Pleasure can encourage and enhance
spiritual rejuvenation for those experiencing stress (e.g., Heintzman, 2009).
To achieve transcendence, leisure must preserve each participant’s ability for
spiritual exploration and growth within the group experience. The therapeutic
practice of leisure can affirm the mutual interdependence, while providing
learning and acceptance of various spiritual conceptions. This mutual experi-
ence often creates a space for both personal and interpersonal growth (Lyons
& Lopez, 2015).

Promoting spiritual well-being has become increasingly accepted by the
medical health community as evidenced by the World Health Organization’s
interest in modifying their definition of health (Dhar, Chaturvedi, & Nandan,
2011). Spiritual well-being has been considered the inner life and its rela-
tionship to the broader environment. The medical community has recognized
the necessity to address the broader human experience, in the pursuit of
healing and wholeness (Puschalski, 2001). Burkhardt (1989) and Ross (1994)
have described spiritual well-being as a journey of the lived experience,
characterized by a greater sense of peace, meaning, purpose and connected-
ness. Chiu et al. (2004) described spiritual well-being as a quality of rela-
tionships; with self, with others, with nature, and with the transcendent.
Spiritual well-being is the result of complex interactions within a group of
multifaceted systems that are individually adaptive. These perspective result
in multiple points of equilibrium because “in order both to survive as a
species and grow in complexity, humanity must adopt a new image of what
it means to be human....We need, and can demonstrate, cooperation, altru-
ism, and even spiritual empathy with the universe at large” (Hanlon, Carlisle,
Hannah, Reilly, & Lyon, 2011, p. 34). These internal relationships create the
connections for integrative wholeness, linking the interior world to the exter-
ior environment. Spirituality motivates and illuminates pathways to this inte-
grative wholeness and spiritual well-being aids the recovery process.

It should be emphasized that “[t]here seems to be consistent conceptual
and empirical evidence that leisure is capable of renewing the human soul
and providing a free space for exploring the self and human connection”
(Bouwer, 2013, p. 289). Thus, leisure may be highly connected to religious
and spiritual practices. Leisure is ‘a mental and spiritual attitude’, ‘an attitude
of the mind’, and ‘a condition of the soul’. It is also ‘an attitude of non-ac-
tivity’, ‘of inward calm, of silence’ and ‘means not being ‘busy’, but letting
things happen’ (Pieper, 1952). Leisure may also be seen as a psychological
experience and a pathway to attain peace with ourselves and our environ-
ment. It is primarily a ‘state of mind’ (Neulinger, 1974) and a ‘spiritual state
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of mind” (Livengood, 2009) where organic joy is possible in the course of
ordinary life (Dubos, 1974). In turn, leisure commitment is closely related to
psychological attitudes of optimism, perceived control and social support.
These positive outcomes suggest leisure practices be employed “as a focus
for interventions to improve health and to prevent illness” (Cassidy, 2005,
p. 65; e.g., Min, Lee, & Lee, 2013). Leisure may provide pathways to con-
nect with oneself and others, to create and find meaning, and to discover God
(Karlis, Grafanaki, & Abbas, 2002). Schmidt and Little (2007) described
how leisure affords persons the opportunity to experience spirituality. Lei-
sure is not a frivolous experience, but is associated with notions of both
creativity and freedom (Kelly, 1987). Ultimately, leisure experiences are
fundamental practices of openness, independence and restoration of the
human soul, all important dimensions for the journey to recovery.

The therapeutic use of leisure provides religious and spiritual resources
for managing the traumatic effects of disease and disability (Deschénes,
2011; Heintzman, 2008, 2009). Leisure facilitates the material conditions
for a positive contemplative state of mind (Béal, 1992; Deschénes, 2007;
Dufour, 1980; Ouellette, Snyder, & Carette, 2011; Tremblay, 1961/1965,
1976, 1983). In that sense, this religious and spiritual reality allow a new
manner to be free in the social world by becoming aware about eternal life
signs through leisure experiences as the time go by. “[L]eisure is a way of
knowing God, knowing what he has made me to be, and knowing, in the
silence which follows when competitiveness is shut out, the God who has
given free time as a gracious gift” (Neville, 2004, p. 147). Spiritually
informed, leisure produces an enriching human experience and benefits all
aspects of life.

As Joblin (2009) declared:

Leisure...needs to be linked to spirituality so that it provides a holistic path
that embraces not just a segment of time or activities but all of time and all
of human activities....the spirituality of leisure can once again awaken and
alert people to be attentive to an engaged and responsible pursuit of freedom
so they are fully and joyously alive in their work, play, and worship.
(pp- 117-118)

The ultimate goal of the health care system is to foster healing of the
human being. From this viewpoint, “spirituality often gives a sense of
well-being, improves quality of life, and provides social support” (Bouwer,
2013, p. 280). Instead of focusing on resources, the therapeutic practice of
leisure is facilitated through personal resourcefulness which allows pro-
grams to become more inclusive and also to enhance the capabilities for
creative activity of those who have limited opportunities (Kelly, 2012).
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Leisure experiences offer opportunities to look for optimal challenges which
actualize one’s full potential physically, emotionally, socially, intellectually
and spiritually (Henderson, Kanters, Levine, & Yoder, 2010). When persons
are captivated by leisure experiences, they are then motivated to repeatedly
return to the experience. If the challenges in a leisure experience requires
complete attention for success; there is potential for the emergence of inner
peace and joy. Such experiences positively support recovery and empower-
ment.

Recommendations and Future Directions

The therapeutic use of leisure combined with religious and spiritual prac-
tices can reduce psychiatric symptoms and help rebuild a new social identity
for vulnerable persons with mental disorders. We need to continue building
our knowledge about the role of leisure and spirituality in the journey to
recovery. Recommendations for psychiatric services are as follows:

e Promote empirical research on the beneficial clinical effects of reli-
gion, spirituality and leisure experiences as a natural place for treat-
ment for persons suffering from mental disorders;

e Sensitize and train professional therapists working within psychiatric
services to be ‘spiritually-informed’ by creating a learning culture in
order to enhance the quality of life of their patients;

e Develop consumer-centered services and ‘spirituality matters groups’
(SMG) within hospital settings for persons with severe schizophrenia
and for those with mental disorders who wish to attend such psycho-
therapy groups;

e Organize therapeutic leisure experiences focused on conflict resolution
and stress coping activities;

e Continue applying the “peer helping” program within the social work
services and education certifications.

Conclusion

Leisure and spirituality play an important role in the journey to recovery.
The significance of treating patients as whole persons is the cornerstone in
building the alliance of trust between a patient and his/her physician and/or
professional therapists. While the recovery process is sometimes ambiguous,



52 COUNSELLING AND SPIRITUALITY

it is not a magical process. Therapeutic programs should facilitate psycho-
logical well-being for patients with serious mental disorders, by creating
suitable circumstances for challenge, encouraging constructive behaviours to
accomplish goals, and promoting an optimistic attitude. Integrating religious
and spiritual practices with leisure experiences can have a positive effect
upon coping, adapting to stress, reducing psychiatric symptoms, supporting
the management of a patients daily routine and reducing/preventing hospi-
talization. Therapeutic leisure can result in social inclusion that enhances life
quality and meaning. Therefore, these spiritual and leisure practices are
important factors in rehabilitation and self-transformation as they create
greater personal resiliency, while reducing prejudices and social stereotypes.
Persons with mental disorders have the opportunity to discover meaningful
pathways to spiritual well-being through leisure and deliberately walk the
path toward recovery and healing.
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