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ABSTRACT 

Leisure has been shown to be relevant in coping with, adjusting to and adapting to 

negative life events such as chronic illness (Kleiber & Hutchinson, 2010) and therefore, 

it may play an important role in accomplishing the tasks of self-management. However, 

disability resulting from chronic illness can limit leisure participation. Innovation theory 

of successful aging may provide insight into leisure among older adults living with 

chronic conditions. The purpose of this study was to explore the lived experience of 

leisure innovation among older adults living with more than one chronic illness. A 

hermeneutic phenomenological design was used to explore leisure innovation 

experiences in the self-management of co-morbidities. 

Six older adults, including four men and two women between 68 and 86 

participated in in-depth interviews and a follow-up focus group. Field notes and 

reflexivity were recorded throughout the research process to document thoughts and 

emotions about the contents and process of the study.  The analysis allowed for 

emergence of themes. 

The participants engaged in self-management protocols such as taking 

medications, eating healthy, and appointments with their physicians. They reported 

stress from living with co-morbidities such as changed lives, reduced physical activity 

and experiencing pain. The participants engaged in self-preservation and self-restoration 

leisure activities. External and internal factors triggered their choice of leisure activities. 

They reported benefits of engaging in leisure innovation such as improved health, social 

support emotional well-being, satisfaction and rest. However, they limited their leisure 

activities due to pain and reduced strength and energy. Finally, they were able to cope 
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better with their co-morbidities through adjusting to chronic conditions, processing 

emotions, meaning making and integrating illness into daily life. 

 The findings of this study have implications for practice and research. For 

example, health professionals could encourage older adults to adopt new activities that 

could help them manage co-morbidities. Researchers could also consider length of time 

since diagnosis and compare older adults who have been newly diagnosed to those who 

have been diagnosed for several years. This may give insight on differences in their 

leisure experiences and how their symptoms interfered with their leisure innovation and 

self-management of their co-morbidities.  
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                                                 Chapter 1: Introduction 

1.1 Co-morbidity and the effects of living with chronic conditions 

“As the first of the Baby Boom Generation sit on the cusp of late adulthood and possibly 

retirement” (Gibson, 2006, p. 397), the number of people aged 60 years and above is 

estimated to more than triple in the next 50 years and will account for at least a third of 

the population in developed countries (Tanner, 2004). Associated with this rise will be an 

increase in the rate of chronic illness. According to the Center for Disease Control (CDC) 

(2009a), chronic diseases are illnesses that are long-lasting in duration, do not resolve 

suddenly, and are rarely totally healed. There is a high prevalence and impact of chronic 

illness globally. Chronic diseases affect people of all ages, but are more common among 

older adults. Elmslie (2013) noted that three out of five Canadians older than 20 years 

have one chronic disease. About 13% of Canadian adults 20 to 39 years of age report 

having one or more chronic conditions.  This increases to 71% of adults 60 to 79 years of 

age and 82% of adults 80 years and older (Broemeling, Watson, & Prebtani, 2008; 

Canadian Institute for Health Information (CIHI), 2011). Similarly, nearly one in two 

American adults lives with at least one chronic illness (CDC, 2009b). According to the 

World Health Organization (WHO) (2011), the leading causes of Non Communicable 

Disease (NCD) deaths in 2008 were: cardiovascular diseases (17 million deaths, or 48% 

of NCD deaths); cancers (7.6 million, or 21% of NCD deaths); respiratory diseases, 

including asthma and chronic obstructive pulmonary disease (COPD, 4.2 million), and 

diabetes (1.3 million deaths). The WHO projections show that NCDs will be responsible 

for a significantly increased total number of deaths in the next decade.  They are 

projected to increase by 15% globally between 2010 and 2020 to 44 million deaths 
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(WHO, 2011). In Canada, cancer and heart disease remained the top two leading causes 

of death for both men and women in 2010 and 2011 (Statistics Canada, 2014).  

NCDs are caused, in part, by four modifiable risk behaviours that result from 

rapid urbanization and aspects of 21st-century life such as tobacco use, unhealthy diet, 

insufficient physical activity and the harmful use of alcohol (CDC, 2009b; WHO, 2011). 

These factors are responsible for much of the illness, disability, and premature death 

related to chronic diseases (CDC, 2009b). Improvement of lifestyle and behavioural 

factors will lead to a reduction in the prevalence of chronic illness (CIHI, 2011).  

Despite the importance of lifestyle modification in the reduction and management 

of chronic illness, few older adults adhere to these lifestyle changes, especially in the area 

of leisure activity participation (Janke, Jones, Payne, & Son, 2012). Indeed, Reynolds 

(1997) stated that chronic illness and impairment commonly restrict an individual's 

access to work and leisure activities. Also, failing physical health associated with 

advancing age predicts lower everyday leisure activity (Chipperfield, Newall, 

Chuchmach, Swift, & Haynes, 2008; Couture, Caron, & Desrosiers, 2010). Some of the 

most significant constraints on leisure participation for adults with chronic illness include 

lack of accessibility, financial and material resources, functional abilities, and affective 

and social constraints (Amarshi, Artero, & Reid, 2006; Couture et al., 2010).  Other 

constraints include experiencing physical and cognitive limitations, transportation issues, 

cost of participating in activities and the fear of participating in social and leisure 

activities (Amarshi et al., 2006; Couture et al., 2010). Disability that results from chronic 

illness can therefore pose a great challenge to leisure participation.  
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Challenges to leisure engagement may become even more pronounced when the 

older adult is presenting with two or more chronic conditions. It has been shown that the 

same populations that are at risk for one chronic disease are often at risk for others, 

thereby experiencing profound physical suffering, frailty, and loss of functional mobility 

(Clarke & Bennett, 2012). This is known as co-morbidity.  According to Boyd and Fortin 

(2010), “co-morbidity is the co-existence of two or more chronic conditions, where one is 

not necessarily more central than the others” (p. 451). The number of people with co-

morbidity increases with age.  Broemeling et al. (2008) report that more than one third of 

adults and more than one half of seniors report co-morbidity. Forty-nine percent of adults 

65-79 years of age and 59% of adults 80 years and older report having at least two 

chronic conditions (Broemeling et al., 2008). For example, more than half of people with 

high blood pressure or arthritis had other chronic conditions, and approximately three 

quarters of people with diabetes or heart disease had two or more chronic conditions 

(Broemeling et al., 2008).  The CDC (2008) analyzed combined 2005 and 2007 data from 

the Behavioral Risk Factor Surveillance System (BRFSS) and report that arthritis 

prevalence was 52% among adults diagnosed with diabetes.  They also report that the 

prevalence of physical inactivity was higher among adults with diabetes and arthritis 

(29.8%) compared with adults with diabetes alone (21%). This suggests that arthritis 

might be an additional barrier to physical activity among adults with both diabetes and 

arthritis (CDC, 2008). Similarly, arthritis is a common co-morbidity among persons with 

heart disease (HD). The CDC (2009a) combined 2005 and 2007 BRFSS data suggested 

that arthritis affected 57.4% of adults with HD, compared with 27.4% of adults in the 

general population. Adults with HD and arthritis are 30% more likely to be physically 
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inactive compared to those with HD alone (CDC, 2009a).  Co-morbidity can also be 

experienced if an individual is diagnosed with more than one manifestation of a 

condition. For instance, someone who has had a heart attack may also have had a stroke, 

and may suffer claudication (leg pain caused by restricted blood flow).  

Multiple chronic diseases, when present in an older individual, can result in 

diminished physical function and multiple disabilities. The most common physical 

symptoms of chronic illness are: fatigue, limited mobility, sleeping difficulties, and pain 

(Clarke & Bennett, 2012; Labuik, 2010). Emotional and social functioning may also be 

impacted.  Discomfort and disability can restrict a person's social life leading to increased 

isolation. Generally, people with chronic illness often experience despair, sadness, 

uncertainty, fear and depression, anger, loneliness, sleep disorders, memory loss, sexual 

dysfunction and stress (Holman & Lorig, 2004). The higher the number of symptoms 

experienced, the higher the perceived stress tends to be (Labuik, 2010).  

1.2 Self-Management  

People living with chronic illness may be required to self-manage their conditions. Self-

management is more than simple adherence to treatment guidelines; it involves the 

psychological and social management of living with chronic illness (Schulman-Green et 

al., 2012). Self-management is therefore a dynamic process in which individuals actively 

manage a chronic illness (Newman, Steed, & Mulligan, 2004; Schulman-Green et al., 

2012; Swendeman, Ingram, & Rotheram-Borus, 2009).  Self-management education can 

achieve positive outcomes by teaching people skills and techniques to deal with the day-

to-day issues that result from chronic illness (US Department of Health and Human 

Services 2010). In order to deal with the daily management of chronic illness, Schulman-
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Green et al. (2012) identified four tasks, including processing emotions, adjusting, 

integrating illness into daily life, and meaning-making.  

However, there are factors that can impact older adults’ ability to cope with their 

chronic conditions despite the identified tasks of self-management (Tanner, 2004).  First, 

symptoms may impede the individual’s ability to engage in activities of daily living 

(ADLs) as he or she had previously done. Second, medical treatment may be limited, 

which influences effective coping. Third, the treatment regimens required to manage 

chronic illnesses often lead to major disruptions in ADLs (Tanner, 2004). This disruption 

in ADLs can lead to feelings of helplessness and hopelessness. Hence, self-management 

for individuals living with chronic illness poses many challenges.  Tanner (2004) noted 

that self-management protocol is often demanding and older adults are to abide by these 

demands despite the fact that they will not be restored to utmost health by these treatment 

protocols. Therefore, there is a need to manage the stress imposed by both the illness and 

the management protocols so as to improve the quality of life of older adults living with 

multiple chronic illnesses.  

1.3 Leisure  

Leisure is a composite human need that is satisfied by the creation and utilization of 

individually defined pleasurable experiences (Ateca-Amestoy, Serrano-del-Rosal, & 

Vera-Toscano, 2008). The leisure experience describes the significance of the activity to 

the individual.  The amount of pleasure gained from a given leisure experience will 

ultimately be the key determinant of individual happiness (Ateca-Amestoy et al., 2008). 

Benefits of leisure activities include greater personal, physical, emotional, psychological, 
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spiritual and social well-being and overall life satisfaction (Bowling, 2008; Eden & 

Ejlertsson, 1999; Shubha & Titiksha, 2012).   

1.3.1 Leisure and chronic illness. Leisure has been shown to motivate 

individuals living with chronic illness to engage in the self-management of their 

condition through integrating their illness into their daily activities (Hutchinson & 

Nimrod, 2012; Janke et al., 2012).  Leisure acts as a buffer from immediate stressors for 

people presenting with multiple chronic conditions (Janke et al., 2012).  Older adults can 

turn to leisure to sustain their efforts to cope with the challenges associated with their 

illness. Leisure brings about positive emotions such as joy and deep satisfaction even in 

the face of negative emotions that arise as a result of chronic illness (Chun & Lee, 2010). 

Guo (2006) reported that among women with rheumatoid arthritis, leisure was used as a 

means to relieve stress through escaping, expressing negative emotions such as anger, 

fear, frustration and depression, relaxing, elevating mood, taking one’s mind off of the 

illness, and being with friends.  

Ramage-Morin et al. (2012) stated that seniors aged 75 or older are more likely 

than younger adults to be inactive. This can be as a result of the challenges of living with 

chronic illness which can cause disability that limit leisure participation. However, 

innovation theory of successful aging may provide some insight into leisure among older 

adults living with chronic conditions. Innovation theory of successful aging focuses on 

the adoption of new leisure activities in later life (Hutchinson & Nimrod, 2012). 

1.4 Theoretical Framework: Leisure Innovation 

Innovation theory of successful aging will provide the theoretical framework for this 

study.  Innovation theory states that the adoption of new leisure activities in later life may 
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facilitate healthy aging through personal growth, interest renewal, identity reconstruction 

and increased sense of meaning in life (Liechty, Yarnal, & Kerstetter, 2012; Nimrod & 

Kleiber, 2007). Adoption of new activities in later life may help to improve self-

awareness and may contribute to self-renewal. This new self can adapt to changes that 

accompany old age and ill health, therefore giving rise to a sense of meaning and 

satisfaction in life (Campbell & Yang, 2011; Chun, 2007; Nimrod & Kleiber, 2007). 

Innovation in later life is a relatively new area of inquiry because most previous research 

suggests that innovation in later life is rare (Atchley, 1989) and that change in activity in 

later life is associated with a decrease in the levels of activity or substituting difficult 

activities with easier ones (Janke, Davey, & Kleiber, 2006; Strain, Grabusic, Searle, & 

Dunn, 2002). However, this was recently challenged by an Israeli study, which showed 

that “half of recently retired individuals added at least one brand new activity to their 

leisure repertoire after retirement” (Nimrod, 2008, p. 5).  

Leisure innovation involves adding a new activity to the leisure repertoire or 

making changes to current leisure (e.g. an individual may switch from jogging to walking 

(Nimrod & Hutchinson, 2010). Starting a new activity has been shown to be more 

frequent among women and usually occurs in exercise, indoor activities, and hobbies 

(Nimrod, 2008). Among men, innovation occurs more often in household activities such 

as cooking, shopping and cleaning (Nimrod, 2008). The types of activities that attract the 

most innovation include volunteering and intellectual activities such as attending classes 

or lectures, and computer use. Other leisure activities that attract innovation include 

creative activities such as writing or painting, social activities such as dinner groups or 

social associations and physical activities (Campbell & Yang, 2011; Hutchinson & 
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Nimrod, 2012; Liechty et al., 2012; Nimrod & Kleiber, 2007; Reynolds, 1997; Zimmer, 

Hickey, & Searle, 1997). Leisure activities can also substitute for work after retirement 

by providing new ways to be productive, creative and to keep growing (Nimrod & 

Kleiber, 2007). Creative and innovative activities involve openness, risk taking, 

flexibility and adaptability (Nimrod & Hutchinson, 2010). Creativity is about seeking 

new solutions, while innovative activity is about seeking new experiences. Nimrod and 

Hutchinson (2010) also noted that creativity includes following different paths to reach 

the same goal, while innovation may lead to achieving new goals and can also help in 

preserving a sense of continuity (Nimrod & Kleiber, 2007). Liechty et al. (2012) stated 

that further development of innovation theory will provide a framework for 

understanding experiences of leisure and aging not addressed by existing theories.  

A growing body of research is revealing several characteristics of leisure 

innovation among older adults.   According to Liechty et al. (2012), aging is viewed by 

older adults as a process filled with opportunities for personal growth, enjoyment, and 

learning through leisure. Older adults can be open to innovation in their leisure pursuits; 

this involves a conscious decision or goal (Campbell & Yang, 2011; Liechty et al., 2012; 

Reynolds, 1997). However Liechty et al. (2012) reported that some older adults with 

chronic conditions describe the types of activities available for innovation as being 

limited by health conditions. Leisure innovation therefore involves substituting new 

activities for those that were dropped due to health constraints, and often involves efforts 

to improve health (Hutchinson & Nimrod, 2012). Kleiber and Hutchinson (2010) stated 

that while chronic illness may necessitate new forms of leisure, newfound interests may 

also become vehicles for further discovering new dimensions of the self. Innovation may 
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be considered a growth mechanism that enables one to broaden and deepen the sense of 

meaning in life (Nimrod & Kleiber, 2007). A sense of meaning can lead to greater well-

being and satisfaction in life even in the face of ill health.  

Nimrod and Kleiber (2007) suggested two types of innovation, including self-

reinvention innovation and self-preservation innovation. Self-reinvention is reflected in 

new activities that have nothing in common with the person’s history. They represent a 

brand new direction or role and suggest a revised awareness of the self and identity. 

Liechty et al. (2012) found that older women used innovation in a variety of leisure 

activities to reinvent themselves as spontaneous, independent, competent, confident, and 

adventurous individuals. Self-preservation innovation is characterized by activities that 

are consistent with old interests, skills, and/or relationships (Liechty et al., 2012; Nimrod 

& Kleiber, 2007). These activities suggest a new path for a previous activity, a 

replacement for an activity that is no longer available, or development of new skills in 

order to pursue old interests (Liechty et al., 2012). This leads to a sense of renewal 

(Nimrod & Kleiber, 2007). Self-preserving innovation activities tend towards intellectual 

activities, while self-reinvention innovation activities tend towards volunteering (Nimrod 

& Kleiber, 2007). Among people with chronic illness, leisure innovation has also been 

found to be an important source of self-preservation (Nimrod & Hutchinson, 2010). 

However, understanding of the role of leisure innovation in the management of chronic 

illness is still limited in the literature. 

1.5 Purpose 

Cardiovascular diseases and diabetes are among the leading causes of chronic disease 

deaths in the world (WHO, 2011), and arthritis is a leading cause of pain and disability in 
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North America (CDC, 2005).  It is estimated that each additional risk factor present for 

one chronic illness doubles the previous overall risk of death for that individual 

(Department of Health (DH), 2013). Therefore, managing these multiple chronic 

conditions poses a significant problem for older adults, particularly as they are expected 

to take responsibility for their treatment on a regular, long-term basis (Coates & Boore, 

1995).  However, leisure engagement may contribute to self-management among persons 

living with multiple chronic conditions.                    

The purpose of this study, therefore, was to explore the lived experience of leisure 

innovation among older adults living with more than one chronic illness, including at 

least two of the following illnesses: cardiovascular diseases, diabetes or arthritis. This 

was accomplished by utilizing a hermeneutic phenomenological research design, 

consisting of in-depth interviews and a focus group with six older adults living with 

multiple chronic conditions. The main goal of this study was to explore the role of 

leisure innovation in the management of their multiple chronic conditions.  The second 

goal of the study was to understand how participation in leisure innovation contributes 

to healthy aging in older adults with chronic health conditions. Research questions 

included: How do older adults living with multiple chronic conditions experience self-

management? How do older adults living with multiple chronic conditions experience 

leisure innovation? What challenges do older adults living with multiple chronic 

conditions experience in adopting new leisure pursuits? What benefits do older adults 

living with multiple chronic conditions experience in adopting new leisure pursuits? 

What role does leisure innovation play in coping with multiple chronic conditions?  The 
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conclusions of this research helped to shed light on how older adults used leisure 

innovation participation to manage their health conditions.   
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Chapter 2: Literature Review 

   2.1 Introduction 

In this literature review, I will provide coverage of important topics related to chronic 

illness, self-management, and leisure and aging. I will begin by exploring general issues 

concerning chronic conditions, co-morbidities and the self-management of heart failure, 

diabetes and arthritis. The next section will explore leisure and aging, theories of aging 

and implications for leisure, including activity theory, disengagement theory, continuity 

theory, socio-emotional selectivity, selective optimization with compensation and finally 

leisure innovation theory of successful aging. The catalysts, or triggers, and outcomes of 

leisure innovation will be further explored. The benefits and challenges of leisure 

participation in later life will also be discussed. Finally, I will look at leisure as a means 

of coping with chronic illness and how it may be used to accomplish the tasks of self-

management.  

2.2 Chronic conditions  

Chronic illnesses are conditions that continue for a long period of time and affect an 

individual’s ability to function normally (de Ridder, Geenen, Kuijer, & van Middendorp, 

2008; Hui, 2015). The predominance of chronic conditions is rising and will continue to 

have a considerable effect on the health of Canadians and on the health care system 

(CIHI, 2011). The CDC (2009b) reported that at least 80% of older adults have one 

chronic condition, and about 50% have at least two. These conditions cause pain, 

physical disability and loss of function (CDC, 2009b; de Ridder et al., 2008). The most 

commonly reported chronic conditions among older adults in Canada are high blood 

pressure (47%, about 2 million older adults) followed by arthritis (27%, about 1.2 million 
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older adults). The least commonly reported chronic condition is chronic obstructive 

pulmonary disease (COPD) (4%, about 190,000 seniors) (CIHI, 2011).  

de Ridder et al. (2008) noted that following the diagnosis of a chronic illness, 

individuals are faced with challenges that affect their coping approaches and how they 

cope with these situations will affect how they adjust to the illness. Chronic illnesses are 

related to disability, reduced quality of life, and increased costs for health care and long-

term care (CDC, 2009c). They are believed to be associated to aging because of their 

high incidence among older adults (CDC, 2009c; Hui, 2015). As the older population 

increases, the numbers of chronically ill older adults will also increase (Iecovich & 

Biderman, 2013). However, Iecovich and Biderman (2013) noted that older adults can 

live a prolonged life with chronic conditions when appropriately treated and observed.  

2.3 Specific Chronic Conditions 

The conditions that will be covered in this section are cardiovascular diseases, diabetes 

and arthritis due to their prevalence. Their types, causes and their impact on quality of 

life will be discussed.  

2.3.1. Cardiovascular disease. Cardiovascular diseases (CVD) include 

conditions that directly affect the heart. Examples include arrhythmias, cardiomyopathies, 

congenital heart disease, heart failure, vascular diseases such as coronary heart disease, 

stroke, transient ischemic attack, and lastly peripheral vascular diseases such as chronic 

kidney disease (The All-Party Parliamentary Groups (APPG), 2012;DH, 2013; Joint 

Strategic Needs Assessment (JSNA), 2013). CVD is a common condition caused by 

atherosclerosis (furring or stiffening of the walls of arteries).  Many people who have one 

CVD commonly live with another chronic illness (DH, 2013). Tong and Stevenson 
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(2007) reported that “on average, almost 1 in 8 people (12.1%) with CVD also had 

diabetes; about 21.8% of people with coronary heart disease (CHD) had diabetes, 

followed by heart failure (21.6%), cerebrovascular disease (17.4%, mainly stroke) and 

hypertensive disease (15.2%)” (p. 10).  

Cardiovascular diseases have a serious impact on quality of life and cause 

considerable disability. For example, stroke survivors may lose their speech and have 

impaired mobility. Those with peripheral arterial disease (PAD) may lose a limb.  

Breathlessness and exhaustion of severe heart failure may preclude even minimal 

activities of daily living.  Heart failure (HF) occurs when there is damage to the heart 

muscles resulting in structural or functional impairment of ventricular filling or ejection 

of blood (Holden, Schubert, & Mickelson, 2015; Yancy et al., 2013).  Prevalence 

increases with age, from approximately 20 per 1000 individuals 65 to 69 years of age to 

greater than 80 per 1000 individuals among those 85 years of age and older (Yancy et al. 

2013).  The basic symptoms of heart failure are dyspnea and fatigue, which limit exercise 

tolerance, and fluid retention, which may lead to pulmonary and/ or splanchnic 

congestion and/or peripheral edema (Holden et al., 2015; Yancy et al., 2013). Therefore, 

there is impaired release of oxygen to the body thereby preventing the body from 

expelling wastes. The clinical condition of heart failure might result from disorder of the 

pericardium, myocardium, endocardium, heart valves, or great vessels or from certain 

metabolic abnormalities however, the major symptoms of HF is due to impaired left 

ventricular (LV) myocardial function (Yancy et al., 2013). 

2.3.2 Diabetes. Diabetes is a group of diseases marked by high levels of blood 

glucose resulting from defects in insulin production, insulin action, or both. Diabetes can 
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lead to serious complications and premature death (CDC, 2011; JSNA, 2013). The 

prevalence of diabetes is increasing (Sanmartin & Gilmore, 2008). Type 1 diabetes 

occurs as a result of the inability of the body to produce insulin or the inability of the 

body to produce an adequate amount of insulin (Sanmartin & Gilmore, 2008).  It mostly 

occurs in children and younger people and in the majority of cases, the cause is unknown. 

Type 1 diabetes accounts for about 10% of diabetes cases (CDC, 2011; JSNA, 2013). 

Type 2 diabetes occurs because the body cannot successfully make use of insulin 

(Sanmartin & Gilmore, 2008). In adults, type 2 diabetes accounts for about 90% to 95% 

of all diagnosed cases.  It usually begins as insulin resistance, and as the need for insulin 

rises, the pancreas gradually loses its ability to produce it. Type 2 diabetes is associated 

with older age and its principal cause is overweight and obesity (CDC, 2011; JSNA, 

2013). Diabetes is the leading cause of kidney failure, non-traumatic lower-limb 

amputations, heart disease, stroke, and blindness (CDC, 2011; JSNA, 2013). It is also the 

seventh leading cause of death in the United States (CDC, 2011) and the sixth leading 

cause of death in Canada (Ontario Health Technology Assessment Series, 2009). 

2.3.3 Arthritis.  Arthritis is a chronic condition which involves episodes of 

increased symptoms and remissions (Turner, Bethan, & Barlow, 2002). It is the most 

prevalent chronic illness in developed countries (Warsi, LaValley, Wang, Avorn, & 

Solomon, 2003).  Janke et al. (2012) stated that “arthritis is a chronic condition that 

causes changes in individuals’ physical functioning brought on by pain, stiffness, limited 

range of motion, and fatigue” (p. 360). The health-related quality of life of people with 

arthritis is generally poor. The disease causes reduced physical capability and function, a 

restriction of social activities, and heightened emotional distress (Australian Institute of 
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Health and Welfare (AIHW), 2005; Holman & Lorig, 1997; Pollard, Choy, & Scott, 

2005). Persons with arthritis commonly encounter limitations in activities of daily living 

as the decreased use of affected joints can result in muscle deconditioning and reduced 

strength, thereby increasing disability (Holman & Lorig, 1997; Pollard et al., 2005).  

Osteoarthritis is the most common type (Holman & Lorig, 1997; Warsi et al., 

2003) and results from the disintegration of intra-articular cartilage and from new bone 

formation around damaged joints (Holman & Lorig, 1997).  The symptoms of 

osteoarthritis include pain and limited motion. Rheumatoid arthritis (RA) is an 

autoimmune disease and the most common cause of chronic inflammatory joint disease 

affecting the joints of the hand. It often produces deformities and affects many organs of 

the body (AIHW, 2005). The symptoms include joint pain, fatigue, stiffness, deformity 

and generalized weakness (AIHW, 2005; Katz, 1998; Pollard et al., 2005). Katz (1998) 

noted that RA is more common in women and occurs more between the ages of 30 and 

50 years, unlike osteoarthritis, which occurs in late life.  

2.4 Co-morbidities 

While each of the above chronic conditions are challenging on their own, many people 

are diagnosed with more than one chronic condition.  According to Nardi et al. (2007) 

“Co-morbidity is the co-existence and occurrence of two or more medically diagnosed 

diseases in the same individual, with the diagnosis of each contributing disease based on 

established, widely recognized criteria” (p. 365).  As previously discussed, older adults 

are more likely to live with at least one chronic condition, and adults age 85 years and 

older are more likely than those aged 65 to 74 years to present with at least three chronic 

conditions (CIHI, 2011). Co-morbidity is often linked with increased predisposition for 
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structural heart disease, hypertension, diabetes mellitus, metabolic syndrome, 

atherosclerotic disease, depression, chronic kidney disease, COPD, atrial fibrillation, 

anemia, arthritis and dementia (Riegel et al., 2009; Yancy et al., 2013).  CIHI (2011) 

reported that the five most frequent chronic conditions that occur together in older adults 

are high blood pressure and arthritis (14%); high blood pressure and heart disease (12%); 

high blood pressure and diabetes (11%); heart disease and arthritis (6%); and high blood 

pressure and cancer (6%).  

The occurrence of two or more chronic conditions could have a very negative 

impact in the life of a person living with them as he or she has to struggle to manage the 

symptoms of multiple diseases at the same time. For example, individuals living with 

heart failure are usually confused about various co-morbid conditions and find it hard to 

follow health providers’ directives for multiple conditions, leading to barriers to effective 

self-management decision making (Riegel et al., 2009).  According to CIHI (2011), 

individuals living with co-morbidity have reduced quality of life.  About 92% of older 

adults with no chronic condition reported excellent health status compared to 86% of 

older adults living with one chronic illness, 77% of those living with two chronic 

conditions and 51% of older adults living with three or more chronic conditions.    

2.5 Self-Management of Selected Chronic Illnesses 

Funnell and Anderson (2004) stated that in the past, health care providers were solely in 

charge of the management of chronic illness in terms of diagnosis, treatment and 

outcome.  Individuals living with chronic conditions were expected to abide by the rules 

and goals of health professionals. As chronic illness became rampant, there was a shift to 

encourage the individuals living with it to adhere to the instructions of their health care 
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providers since they are the authority in the field. However, Funnell and Anderson (2004) 

argued that a new method which recognizes persons living with chronic conditions as 

having the sole responsibility of every day management of their chronic conditions is 

vital. Despite shifting responsibility onto individuals living with chronic illness, CIHI 

(2011) reported that co-morbidity, lack of knowledge of the chronic conditions and 

medications used for their treatment have been identified as barriers to chronic disease 

self-management. However, Broemeling et al. (2008) stated that self-management 

strategies should be designed to address co-morbidity. Furthermore, Funnell and 

Anderson (2004) noted that self-management practices should accommodate not only the 

individuals’ conditions, but also, their health targets, main concerns and daily life. People 

living with chronic illness are expected to be knowledgeable about their condition’s 

progression, and potential complications and ways to prevent them. They also need 

motivation to sustain a healthy lifestyle each day and engage in the self-management of 

their condition (Cradok, 2004). Yet, according to Ahola and Groop (2013), self-

management is constant and therefore there is no complete adherence to management 

plan. Nevertheless, 

Self-management protocol is often burdensome and older adults are expected to 

comply with these demands, even though their condition will not be cured by a 

short course of therapy and they have little hope of returning to the previously 

well state. (Tanner, 2004, p. 313)  

The health strategies employed in self-management of chronic conditions include 

prescription medication, alterations to diet, exercise, social support, self-monitoring of 

blood glucose, foot care, and medical appointments (CDC, 2011; Clarke & Bennett, 

2012; Ontario Health Technology Assessment Series, 2009; Tanner, 2004). To be able to 
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carry out these health strategies, there are certain conditions that must be put in place to 

ensure effective management.  These conditions will be discussed below. 

2.5.1 Requirements for self-management of chronic illness. Tanner (2003, 

2004) identified several requirements for self-management. First, physical/environmental, 

mental, and socioeconomic factors must be adequate.  Areas to include when assessing 

the physical environment for safety include lighting, floor coverings, gas or electric 

appliances, and stairs. The potential for medication errors and poisoning should also be 

assessed (Tanner, 2003, 2004).  For mental factors, the older adult should be able to 

demonstrate that he/she is well oriented to person, place and time. There are three 

socioeconomic factors required.  First, the older adult should have adequate financial 

resources to access food, medicine, or services (Tanner, 2004). The second factor is 

gaining knowledge to replace old habits with new ones to improve symptoms or slow 

disease progression, which is otherwise known as behavioural change, such as diet 

modification (Holman & Lorig, 2004; Tanner, 2004). The final requisite is the desire to 

cope with the illness accompanied by the decision to take action (Tanner, 2004). I will 

discuss the self-management of heart failure, diabetes and arthritis in detail. 

2.5.2 Self-management of heart failure. HF decreases the quality of life of 

individuals living with it, particularly in the areas of physical performance and vitality. 

As previously discussed, older adults living with HF present with several symptoms and 

are therefore expected to engage in multiple self-management activities (Holden et al., 

2015). Oosterom-Calo et al. (2012) stated that self-management is an essential part of HF 

management. Self-management necessitates following the advice of health providers to 

take medications, eat a low-sodium diet, engage in preventive behaviours, restrict fluid 
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and alcohol intake, engage in physical activity, smoking cessation, exercise prescription, 

cardiac rehabilitation, use of medical technologies such a blood glucose monitor or blood 

pressure monitor, monitoring signs and symptoms, weight changes and observance of 

follow-up appointments (Mitzner, McBride, Barg-Walkow, & Rogers, 2013; Oosterom-

Calo et al., 2012; Riegel et al., 2009; Yancy et al., 2013). Social support was also noted to 

be an important self-management component as it is thought to buffer stress, and promote 

treatment observance and a healthy lifestyle (Mitzner et al., 2013; Yancy et al. 2013).  

2.5.2.1 Barriers to self-management of HF. There are several barriers to 

engagement in self-management.  For example, old age has been given as a reason to 

cease participation in exercise (Holden et al., 2015; Riegel et al., 2009).  Symptoms of 

heart failure, such as fatigue, shortness of breath, sleep difficulties, nausea and loss of 

appetite have been found to hinder physical routine (e.g., exercise, shopping, cooking).  

Complications of symptoms leading to other cardiovascular events such as coronary 

bypass surgery and pacemaker insertions can also prevent engagement in self-

management. These later symptoms can further result in worsening self-management 

practices and disorder in daily routine (Holden et al., 2015). 

 Co-morbidity presents another barrier to self-management. Riegel et al. (2009) 

stated that virtually all individuals living with HF have other diseases. According to 

Holden et al. (2015), some participants in their study noted that co-morbidities such as 

diabetes and arthritis obstructed their heart failure self-management. In a center where 

individuals living with HF were admitted, the prevalence of hypertension was 73%, 

coronary artery disease prevalence was 57%, diabetes mellitus prevalence was 44%, and 

prevalence of renal insufficiency was 30% (Riegel et al., 2009). Riegel et al. (2009) also 
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noted that existence of co-morbidities added to difficulties in self-management in the 

areas of medication taking, dietary compliance, symptom monitoring, and decision 

making about how to manage multiple conditions. For example, individuals with co-

morbid lung disease might find it hard to differentiate between dyspnea caused by HF 

and that caused by their lung condition. They also noted that persons with diabetes often 

find it hard to establish the actual source of their symptoms and to interpret it (Riegel et 

al., 2009).  

Mood and mental health conditions, such as fear, anxiety, and stress (Holden et 

al., 2015) can also limit ability to self-manage. Anxiety affects motivation and capacity to 

take on self-management practices (Riegel et al., 2009).  Riegel et al. (2009) noted that 

the prevalence of depression in persons living with HF is 13% to 77%. Depression causes 

poor cognition in the elderly, leading to interference with their ability to learn, recognize 

symptoms, evaluate the severity of symptoms, and make decisions about symptoms 

(Holden et al., 2015; Riegel et al., 2009). Depression also affects functional status and 

restricts physical activity participation. This leads to hopelessness, which might further 

lead to harmful coping mechanisms (Riegel et al., 2009). 

Other barriers include physical limitations such as difficulty in ambulation and 

reduced strength (Holden et al., 2015); cognitive limitations, such as memory problems 

and lack of concentration (Holden et al., 2015; Riegel et al., 2009); poor sleep, which 

contributes to impaired cognition in 25% to 50% of individuals living with HF (Riegel et 

al., 2009); lack of knowledge about the disease, symptoms and management procedures 

(Holden et al., 2015); lack of motivation in engaging in self-management practices such 

as loss of concern about life, and resigning to their illness; perceived insignificance of 
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self-management; un-availability of caregivers and lack of knowledge about the illness 

and self-management practices on the part of the caregivers (Holden et al., 2015); and 

balancing heart failure associated dietary limitations with personal dietary inclinations 

and dietary limitations for other co-morbidities (Holden et al., 2015). Finally, taking care 

of the heart involves hard work and effort (Holden et al., 2015), such as taking several 

medications at different times of the day. 

2.5.3 Self-management of diabetes.  Sanmartin and Gilmore (2008) stated that 

diabetes is most common among adults who are 65 and older. People in this age group 

have the greatest diabetes severity and present with two or more co-morbidities. People 

living with diabetes engage in every day self-management of their illness, which is vital 

to prolonged care (Shigaki, et al., 2010). Self-management is also important to avoid 

incapacitating and expensive complications of the disease such as heart disease, kidney 

disease, blindness and nerve damage (Ahola & Groop, 2013; Sanmartin & Gilmore, 

2008; Whittemore, 2014). Sanmartin and Gilmore (2008) noted that about 80% of older 

adults with diabetes die from heart disease and stroke. Therefore, in order to discover 

possible complications early, it is imperative that older adults living with diabetes engage 

in self-management. However, Whittemore (2014) noted that self-management routines 

can alter periodically. The self-management protocols include diet, exercise, taking 

approved medications, self-monitoring of blood glucose (SMBG) and inspecting feet for 

sores or irritation (Ahola & Groop, 2013; Behr, 2007; Casarez, Engebretson, & Ostwald, 

2010; Sanmartin & Gilmore, 2008; Yen, 2004). However, Funnell and Anderson (2004) 

stated that determining a self-management program for individuals living with diabetes is 

not possible because it is a lifelong condition with challenging daily self-management 
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tasks.  Hence, it is important to help individuals living with diabetes to discover what 

motivates them to engage in healthy behavioural adjustments (Shigaki et al., 2010). They 

are, therefore, expected to set daily targets and choices that are helpful and that are in line 

with their principles and beliefs about life (Funnell & Anderson, 2004).  Individuals 

living with diabetes should be engaged in their management and this management should 

be tailored to their needs.  

  Casarez et al. (2010) reported that spirituality is a major catalyst for self-

management. The authors noted that in their study, among African-Americans with 

diabetes, participants reported that they engage in spiritual practices which help them to 

accomplish their self-management. Prayers, reading the bible, listening to Christian radio 

and TV programs, and attending church and fellowship were the spiritual activities that 

the participants engaged in. Prayers improved their innate qualities, such as strength, 

willpower, and self-assurance for self-management. They also helped them to be 

determined and well-organized to manage their illness.  Reading the bible convinced 

them to adhere to the recommended diet. Listening to Christian radio or TV helped to 

distract them from unsafe lifestyle practices and to pay more attention to the self-

management of their condition. Attending church activities was inspirational and 

strengthening. It renewed their strength to engage in self-management practices, helped 

them to exercise and increased their social interaction as they have the opportunity to 

communicate with friends who advise them on the self-management of their conditions 

and helps to prevent isolation and the tendency to dwell on the impact of chronic illness 

on them. Spiritual activity is a type of leisure activity and other leisure activities that are 

intrinsically enjoyable could have the same effect on self-management of chronic illness. 
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This means that leisure activity may be a major catalyst for self-management. 

Nonetheless, there are many barriers that have been identified to interfere with effective 

self-management of diabetes. 

2.5.3.1 Barriers to self-management of diabetes. The barriers to efficient self-

management depend on the individual and social environment of the person living with 

diabetes (Cradock, 2004). Factors associated with ineffective self-management of 

diabetes include lack of motivation, self-efficacy, empowerment, coping and problem-

solving skills, and knowledge of the health condition.  Other factors include health 

beliefs, psychosocial adjustments such as distress, stress and depression, and alcohol 

consumption. Those related to the environment include lack of social support, lack of 

effective interaction with health care providers, financial factors, and reduced exercise 

options and unavailability of health care services (Ahola & Groop, 2013; Whittemore, 

2014). Ahola and Groop (2013) noted that self-efficacy here means that the person living 

with chronic illness has confidence in him or herself that he or she can effectively 

manage the condition.  

Depression also has a negative effect on self-management, and lack of social 

support, especially from family members, is a significant obstacle for effective self-

management (Ahola & Groop, 2013; Whittemore, 2014). Shigaki et al. (2010) found that 

performing self-management procedures as a result of guilt or expectation of others 

(forced motivation) did not envisage occurrence of a healthy lifestyle in the participants; 

since it has been found that forced motivation from health care providers, guilt and 

family caregivers does not have a beneficial long-term outcome. 
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2.5.4 Self-management of arthritis.   Janke et al. (2012) stated that limitations 

from the symptoms of arthritis can impede adults’ ability to carry out daily activities such 

as bathing, dressing, cooking, and leisure; thus, they need to find ways to manage or cope 

with the pain and symptoms to maintain their involvement in valued everyday activities. 

Medical or behavioural management does not ease or prevent the symptoms of arthritis.  

Therefore individuals living with arthritis and their caregivers are saddled with the task to 

take over the management of the disease from their health care providers since they have 

to cope with daily symptoms (Katz, 1998; Turner et al., 2002).  Bethea, Lovett, Cooks, 

and Bell (2010) reported that the management of other chronic illness is usually made 

worse by the existence of arthritis. According to Healthy People 2020 objectives, self-

management education is one of the interventions that can reduce arthritis pain and 

functional limitations, but it remains underused (Department of Health and Human 

Services (US), 2010). 

The self-management protocols that people living with arthritis engage in to better 

cope with their symptoms include: taking a period of rest between activities, relaxing or 

napping during the day, engaging in religious worship, distraction procedures, weight 

control, injury prevention exercise, medication, arthritis education, engaging in activities 

of daily living and social functions (Turner et al., 2002; Zoler, 2011). Furthermore, Janke 

et al. (2012) stated that their participants who were living with arthritis believed that 

participating in leisure activities enhanced their health.  Janke et al. (2012) noted that the 

most frequent activity their participants engaged in was spending time with family, which 

helped to divert their mind from the arthritis. Social support was a vital compensatory 

strategy in maintaining an active lifestyle and to participate in leisure activities. 
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Engagement in self-management programs increased social interactions and active 

involvement in social activities because they created an environment where participants 

could interact and relate with their peer groups.  (Bethea et al., 2010). Furthermore, the 

use of arthritis self-management programs led to fewer visits to health care providers, 

increased exercise participation, reduced pain, distress and disability, increased 

confidence and effects of the illness improved (Lorig et al., 1998; Warsi et al., 2003). 

However, Buszewicz et al. (2006) reported that pain and physical function were not 

improved through an arthritis self-management program although self-efficacy and 

anxiety were improved. Cognitive behaviour therapy (CBT) has been shown to improve 

fatigue, coping, disease severity, and general health condition (Hewlett et al., 2011).   

Turner et al. (2002) stated that participants of an arthritis self-management 

program reported that they were able to better cope with physically challenging activities 

such as exercise and shopping after the program. Those who engaged in exercise reported 

improvements in fatigue, endurance, health and posture. Study participants developed 

positive thinking and relaxation techniques, which helped to improve pain, fatigue, 

communications and relationships. Similarly, Janke et al. (2012) noted that the main type 

of leisure activity engaged in by their study participants to attain improved health was 

leisure-time physical activity.  Osteoarthritis is the most common type of arthritis with 

obesity as the major risk factor. Therefore, weight reduction and participation in physical 

activities are the main self-management approaches that will help to improve pain and 

disability in arthritis (Warsi et al. 2003). However, Bernatsky et al. (2012) reported that 

one in ten obese Canadians living with arthritis did not employ self-management 

approaches in spite of the benefits.  Katz (1998) reported that the activities that the 
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participants in his study presenting with RA carried out were rest (89.4%), exercise 

(73.7%), distraction (72.2%), talking with concerned persons (65.5%), using heated water 

in the form of pools, tubs and showers (63.1%), and altering daily routine (61.8%). 

Engagement in self-management programs was least reported. Bethea et al. (2010) also 

noted that older adults are able to engage more in social roles if the symptoms of their 

chronic conditions are managed, which will help to increase independence and health.  

2.5.4.1 Barriers to self-management of arthritis. Factors that affect self-

management of arthritis by older adults are; fatigue, pain, negative emotions such as 

anger, frustration and irritation, activity restriction, unpredictability of symptoms which 

prevents older people with arthritis from planning activities ahead of time because of fear 

of exacerbation of symptoms and reduced social networks (Lorig, Gonzcilez, Laurent, 

Morgan, & Laris, 1998; Turner et al., 2002). Bethea et al. (2010) reported that arthritis 

impacts helpful social contacts with family and friends by hindering participation in 

leisure and church activities. Sharp and Curran (2006) noted that in rheumatoid arthritis, 

there is a complex association between exercise and physical function.  The authors 

believed that engagement in a great deal of exercise can cause joint inflammation and 

worsen symptoms in some cases. However, Janke et al.’s (2012) participants reduced the 

amount of time they spent on activities as a result of pain and symptoms by taking breaks 

and resting during activities or taking up other activities that yielded the same result. 

Participants planned their activities around their pain and symptoms which entailed 

engaging in leisure activities at a particular time of the day, especially in the morning.  

 Apart from adjustment to the chronic illness, Janke et al. (2012) stated that the 

older adults in their study made attainable goals to achieve benefits from leisure 
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participation; also, personal values of the seniors and motivation from other people to get 

involved in leisure activity was significant in their participation in cherished leisure 

activities. This suggests that leisure engagement will help people living with chronic 

conditions such as arthritis to thrive despite their ongoing chronic state. Now that several 

chronic conditions and the ways they are self-managed have been considered, I turn to 

discussion of leisure and aging.  

2.6 Leisure and aging 

Leisure refers to time in which a recreation activity or hobby occurs, or as a time 

spent away from work (Howard, 2004). Leisure activities can be used as tools for 

successful aging (Brown, McGuire, & Voelkl, 2008). Older adults with stronger leisure 

self-determination have better self-rated health (SRH).  Also, the greater their leisure 

competence, the better their SRH (Chang, 2012).  Some of the most common leisure 

activities that older adults participate in include volunteering, artistic pursuits, social 

activities, intellectual exercises (e.g., reading books, crosswords and puzzles), 

engagement in hobbies, gardening, exercising, attending clubs, choir singing, playing 

musical instruments, organizational activities, restaurant visits, fishing/hunting, dancing, 

walking, cycling, swimming, running, gymnastics, and hiking (Agahi & Parker, 2008; 

Bowling, 2008; Gagliardi, Spazzafumo, Papa, & Marcellini, 2012; Howard, 2004; 

Liechty & Genoe, 2013; Minhat, Rahmah, & Khadijah, 2013; Touvier et al., 2010). Chen 

and Fu (2008) stated that with fewer commitments at home and work, older adults spend 

more time in leisure activities.  Minhat et al. (2013) reported that social activity is the 

most frequent leisure activity among older adults. However, there is a decline in activity 

among the oldest old (85 years old or older) compared with the youngest old (65–74 
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years) in physical and nonphysical hobbies and social activities (Dodge et al., 2008). The 

younger an individual is, the more likely he/she is to continue leisure participation 

(Strain, Grabusic, Searle, & Dunn, 2002). For many older adults, leisure is seen as an 

opportunity to use skills and knowledge gained during working years to benefit family 

members or the community at large (Liechty & Genoe, 2013). 

2.7 Theories of aging and implications for leisure  

Several theories of aging have been postulated in order to explain how older adults adapt 

to later life.  These theories explore, in part, the implications of leisure participation in 

later life.  These are traditional theories of aging which have been used to explore leisure 

in later life. Below, I describe several of these theories, including activity theory, 

disengagement theory, continuity theory, selective optimization with compensation, and 

socio-emotional selectivity theory. These theories may lend some insight into leisure 

engagement among older adults living with multiple co-morbidities. 

2.7.1 Activity theory. Activity theory suggests that there is a positive relationship 

between leisure activity participation and life satisfaction and that the greater the older 

adults’ participation in leisure activities, the better their life satisfaction (Rodriguez, 

Latkova, & Sun, 2008). Havighurst’s (1963) activity theory of aging argues that to 

conserve mental health, older adults are expected to sustain a high level of participation 

in activities. Nimrod, Janke, and Kleiber’s (2008b) study suggested that “an increase in 

leisure participation had a positive impact on life satisfaction in Israel”, therefore they 

noted that “the positive association between increased level of activity and well-being in 

Israel provides some support for the activity theory” (p. 29).  This theory suggests that 

when older adults living with multiple chronic conditions sustain a high level of 
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participation in leisure activities, their life satisfaction may be better, thereby improving 

their general health.  

2.7.2 Disengagement theory. In contrast to activity theory, Lynott and Lynott 

(1996) suggested that in old age people become more settled and therefore gradually 

reduce their engagement in activities.  Disengagement theory suggests that aging is a 

joint removal or disengagement which occurs between the aging individual and others 

(Toepoel, 2013). This means that the older adult discontinues some of his/her functions 

both at work and at home. Nimrod, Janke and Kleiber (2008a) also noted that after 

retirement, some older adults reduce their participation in activities. Furthermore, 

Johnson and Barer (1992) reported that the older adults from their study observed the 

deaths of friends and spouses and, therefore, found it difficult to sustain social relations.  

Physical disability combined with decreased social contact leads older adults to reclassify 

their level of social interaction and report a reduced social world. Therefore, they become 

satisfied to live daily without involvement in social activities, thus Johnson and Barer’s 

findings supported disengagement theory.  Disengagement theory may be seen among 

older adults living with multiple chronic conditions. Some older adults living with 

multiple chronic conditions disengage in some activities because the disability that results 

from the chronic conditions can limit leisure engagement (Nimrod et al., 2008a).  

2.7.3 Continuity theory. Different from disengagement theory, continuity theory 

argues that older adults endeavour to conserve and sustain their inner and outer 

compositions using approaches connected to their past experiences and social world 

(Atchley, 1989).  This theory suggests that older adults who continue in their past leisure 

activities experience greater health (Nimrod et al., 2008a; Toepoel, 2013). Nimrod et al. 
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(2008a) noted that retired older adults do not engage in more activities than they did 

before they retired despite having more free time, but increase their participation in 

similar activities. Older adults who have been living with chronic conditions before their 

retirement tend to continue in the same leisure activities even after retirement thereby 

supporting continuity theory (Nimrod et al., 2008a). This may be because they have 

adjusted their lives to accommodate the illness. 

2.7.4 Selective optimization with compensation and socio-emotional 

selectivity. Nimrod et al. (2008a) noted that continuity theory provides some support for 

other theories such socio-emotional selectivity theory and the Selective Optimization 

with Compensation (SOC) model. Socio-emotional selectivity theory suggests that 

“relative to younger people, older people are less motivated to engage in emotionally 

meaningless but perhaps otherwise functional social contact and make social choices 

based on the potential for emotional rewards derived from social interactions” (Lang & 

Carstensen, 1994, p. 315). This means that older adults prefer social interactions that will 

yield immediate goals (e.g. emotional satisfaction) more than ones that will lead to long-

term goals (e.g. enlightening activities) (Lang, Staudinger, & Carstensen, 1998). 

Therefore, socio-emotional selectivity theory connected successful aging with selection 

and continuance of social activities that are individually significant (Nimrod et al., 

2008a). Older adults living with multiple chronic conditions tend to be selective in the 

choice of their leisure activities (Hutchinson & Nimrod, 2012). Engaging in social 

activities such as a disability specific class for their chronic conditions has been reported 

in this population (Amarshi et al., 2006). Also, socio-emotional selectivity theory is 

observed in older adults living with multiple conditions because they engage in activities 
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that have immediate satisfaction and that will help to relief their stress and temporarily 

distract them from the illness (Nimrod et al., 2008a).   

Baltes, Wynne, Sirabian, Krenn, and de Lange, (2014) stated that “selection, 

optimization, and compensation refers to a general set of resource allocation strategies 

that individuals use to adapt to and deal with major life challenges in myriad domains” 

(p. 1124). The SOC model suggests that it is important for older adults to adapt and 

adjust to restraining factors that come with old age when older adults experience a 

decrease in physiological and bodily functions (Nimrod & Adoni, 2006).  The first of 

these components, selection, refers to the procedure through which significant life goals 

are selected. The second, optimization, means that capabilities and resources are attained 

and sustained at optimum levels. The final component, compensation, refers to obtaining 

a substitute for a lost function by drawing on other resources, such as other people (e.g., 

employing somebody to mow the lawn when it is too difficult for the individual to 

handle it personally) (Baltes et al., 2014; Freund, 2008; Hutchinson & Nimrod, 2012; 

Lang & Carstensen, 1994), or assistive devices (e.g. using a cane for mobility). Thus, 

older adults should be selective about the activities they choose, cease participation in the 

activities that are not very important to them, and compensate for changes in ability by 

drawing on external resources (Nimrod & Adoni, 2006).  Ouwehand, de Ridder, and 

Bensing (2007) noted that for older adults to be able to optimize their available resources 

and compensate for lost activities, they have to engage in positive coping which is vital 

for successful aging and may prevent complete disengagement from important activities. 

SOC may be useful for exploring leisure among older adults with co-morbidity if they are 

forced to select activities that are more significant to them and for this to happen, they 
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have to optimize their available resources by channeling their efforts and resources to 

accomplish these activities and compensate for how these selected activities are 

accomplished in the face of limitations; thereby accomplishing selection, optimization, 

and compensation (Hutchinson & Nimrod, 2012).  

2.7.5 Innovation theory of successful aging. Different from previous theories, 

Nimrod et al. (2008a) found that older adults who had few leisure activities before 

retirement adopted new activities to adapt to retirement. This adoption of new activities, 

known as leisure innovation, has a possibility of improving older adult’s health through 

self- preservation and self- reinvention (Nimrod et al., 2008a). Chen and Fu (2008) stated 

that age and health are both significant predictors of leisure participation and leisure 

enjoyment.  For example, individuals in their 70s and 80s may know the significance of 

participating in leisure activities, interacting and meeting with other people more than 

individuals in their 60s, when they consider their health conditions, therefore later life 

may encourage participation in leisure activities rather than constrain leisure participation 

(Chen & Fu, 2008). Below, I discuss catalysts and outcomes of leisure innovation. 

2.7.5.1 Leisure innovation triggers. Some factors act as catalysts that motivate 

older adults to adopt new activities. These can include both external and internal factors. 

Campbell and Yang (2011) noted that external triggers are conditions within the 

environment that are associated with leisure innovation and internal triggers are 

individual principles, behaviours and drives that are related to leisure innovation. 

External factors include increased time or income, additional opportunities, social 

circumstances, coincidence, and activity’s availability (Amarshi et al., 2006; Campbell & 

Yang, 2011; Liechty et al., 2012; Nimrod & Kleiber, 2007). Campbell and Yang (2011) 
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stated that the major external triggers for leisure innovation reported by their participants 

included major transformation in environmental or life events and the accessibility of 

leisure resources.  Major internal triggers were a desire to preserve wellbeing, interest in 

acquiring new skills, and personal development. For example, Liechty et al. (2012), in 

their study among 13 women aged 60–70, reported that their participants experienced 

reduced community and household demands which had restricted their leisure activities 

in the past.  This sense of freedom permitted the participants to engage in innovative 

activities and to also derive pleasure from leisure in a spontaneous way. Additionally, 

Nimrod and Kleiber (2007) proposed instrumental triggers such as: filling time, 

maintaining good health, income, and improving skills.  They also proposed imposed 

triggers, such as: health limitations/problems, and a need to take care of someone. 

Furthermore, Liechty et al. (2012) state that some of their participants felt that the 

catalysts for innovation were positively influenced by aging. The social support provided 

by peer group members for older adults attending disability-specific group exercise 

sessions, the opportunity to learn strategies to accommodate their impairments and 

compare themselves to others experiencing similar challenges are all added motivation to 

continue participation (Hutchinson & Nimrod, 2012). 

          Nimrod and Kleiber (2007) note that people are both intrinsically and extrinsically 

motivated to add new leisure activities.  Intrinsic motivation may include stimulation, 

search for meaning, affiliation, wanting to help others, and self-expression, whereas 

extrinsic motivation may include income, status, and health. Much of the motivation is 

not to merely manage health problems, but focused on getting the most out of life despite 

health problems (Hutchinson & Nimrod, 2012). Nimrod and Rotem (2012) reported that 
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among older tourists, internal innovation (self-reinvention innovation) generates more 

advantages for self-discovery than external innovation (self-preservation innovation). 

Self-preservation innovation can conserve a sense of continuity, while self-reinvention 

innovation may alter the way individuals view themselves and life thereby leading to a 

much improved wellbeing. 

2.7.5.2 Outcomes of leisure innovation. Older adults living with chronic 

conditions describe positive benefits associated with participation in newly adopted 

leisure activities (Liechty et al., 2012; Nimrod & Kleiber, 2007).  Some of the outcomes 

described include intrapersonal benefits such as increased feelings of joy, self-

confidence, empowerment, independence, social connection with both family and friends, 

sense of competence and pride, improved self-image, making life meaningful, 

generativity, stimulation, challenge, sense of contribution, affirmation of self-identity and 

exploration of new and exciting opportunities (Amarshi et al., 2006; Chun, 2007; Heo, 

Culp, Yamada, & Won, 2013; Hutchinson & Nimrod, 2012; Liechty et al., 2012; Nimrod 

& Kleiber, 2007). For example, Liechty et al. (2012) stated that their participants reported 

feeling more independent and confident as a result of adopting new leisure activities. 

Also, some felt that innovation helped to enhance their social relationships, well-being 

and capacity. Hutchinson and Nimrod (2012) reported that most of their participants felt 

that the adoption of new activities helped them believe that they had the ability to feel 

well irrespective of their health condition. Most of the participants felt a sense of 

satisfaction, capability and self-worth as a result of adoption of new activities despite 

their chronic conditions.     
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 According to Hutchinson and Nimrod (2012), older adults with chronic conditions 

believe that they have a responsibility to take an active role in managing their health 

condition.  This is a key motivation for focusing energy on leisure pursuits that benefit 

health and well-being. Amarshi et al. (2006) describe the processes by which older adults 

who were stroke survivors continued with their lives with respect to their participation in 

social and leisure activities. These processes include moving forward with their lives 

after stroke, seeking out new activities, adapting pre-stroke leisure activities, maintaining 

a meaningful life through activity and having the determination to succeed in activity. 

Similarly, older adults with arthritis are capable of replacing activities regardless of the 

severity of their disease (Zimmer et al., 1997).  

2.8 Benefits of leisure for older adults 

Caldwell (2005) stated that leisure proffers psychological, physical, social, and emotional 

health to older adults. Social support is the most significant factor in preventing both the 

development and progression of depression in old age (Blazer, 2005). For example, 

Bowling and Gabriel (2007) reported that 999 adults aged 65 and over who participated 

in their study felt their lives have value when given the free will to do things that give 

them satisfaction, emotional harmony and joy in life, and when they have access to social 

interaction and relationships. Simone and Haas (2013) also reported that older adults who 

engaged in social and productive activities benefited from not only enhanced personal 

well-being, but were also healthier and lived longer lives compared to older adults who 

do not participate in leisure activities.  

Toepoel (2013) also noted that older adults described social and mental health to 

be more essential than physical condition. Caldwell (2005) reported that leisure provides 



37 

 

a means for coping with stress and traumatic life events, and transcending or surpassing 

illness and disability, which makes leisure therapeutic. Furthermore, Hunt, Adamson, 

Ebrahim, and Mutrie (2010) stated that swimming in later adult life may provide 

substantial protection against locomotor disability (LD) in early old age via increased 

strength, increased stamina and flexibility and a reduction in risk of chronic illness. 

Liechty and Genoe (2013) also reported that leisure activities afforded the retirement-age 

men in their study a sustained level of engagement in regular activities after retirement 

and permitted them to engage in new activities and to use their abilities in new ways. 

Other leisure benefits include higher heart rate, decreasing mortality risk, self-

actualization, self-enrichment, self-expression, feelings of accomplishment, enhancement 

of self image, renewal of self, self-gratification or fun, and a sense of social interaction 

and belongingness, happiness/contentment, creativity, growth, close personal 

relationships, playfulness, meaningful activity, a sense of satisfaction with life, 

enjoyment, identity formation, learning opportunities, pass time and reduce boredom 

(Agahi & Parker, 2008; Brown et al., 2008; Luh & Dupuis, 2005). However, despite 

these benefits derived from leisure participation, older adults still undergo many 

challenges to engaging in leisure. 

2.9 Challenges of leisure participation in later life 

Although older adults participate in many types of leisure, there are some challenges to 

leisure participation. Aging does not reduce commitment to leisure activities but age 

related changes such as health challenges may make it more difficult to engage in such 

activities (Janke et al., 2006). For example, loss of friends may reduce the number of 

individuals with whom one has traditionally participated in activities (Brown et al., 2008; 
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Strain et al., 2002). Simone and Haas (2013) also noted that the barriers to leisure 

engagement in old age are due to diverse causes such as lack of transportation, frailty, 

and failure in self-management approaches. They further stated that frail older adults 

participate less frequently in leisure activities, especially “social activities and solitary 

leisure activities however, social act ivit ies appeared to  be impacted the 

most” (p.285) .   

Chronic illness can have an impact on leisure participation. For example, these 

limitations can be physical, external, social, and cognitive in nature. As previously noted, 

older adults with chronic illness may face physical limitations such as incontinence, pain, 

depression, and physical disability (Amarshi et al., 2006; Couture et al., 2010; Howard, 

2004).  Older adults indicate that they gave up several activities after the onset of their 

health condition (Hutchinson & Nimrod, 2012). In most cases, they report quitting rather 

than reducing the frequency of their participation.  For example, Zimmer et al. (1997) 

state that older adults who experience more pain and limited physical functioning due to 

their chronic illness may be more at risk of withdrawing from a number of aspects of 

regular daily life activities, including leisure. Arthritis promotes changes in one's leisure, 

but those with limited functional capacity and the greatest amount of pain are most likely 

to cease activity.  Amarshi et al. (2006) stated that majority of older adults in his study 

experienced reduced activity, occupational loss and having to rely on others in order to 

engage in social and leisure activities following a stroke. According to Howard (2004), 

side effects of treatment, coupled with getting older, interfere with their daily routine. 

Furthermore, adults with chronic conditions are vulnerable to the negative impacts that 

may accompany activity ceasing behaviour (Bernard, Prince, & Edsall, 2000; Pogge, 
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2013; Zimmer et al., 1997). This includes loneliness, isolation, depression, boredom, 

humiliation, anxiety, loss, grief, panic, guilt, shame, confusion, and suicidal feelings.  

External constraints to leisure participation include lack of accessibility, time, 

architectural barriers, weather conditions, transportation problems, and lack of financial 

or material resources (Amarshi et al., 2006; Couture et al., 2010; Howard, 2004; Liechty 

& Genoe, 2013; Specht, King, Brown, & Foris, 2002). Furthermore, Kleiber and Nimrod 

(2009) reported that the older adults in their study reported at least one of the following 

barriers to leisure engagement, including: physical restrictions such as endurance, 

disability, illness and pain, obesity and hearing impairment; caregiving; lack of time; 

financial constraints; intrapersonal constraints such as confusion/indecision, anxiety and 

disappointment; and environmental relocation. Social constraints include not having 

partners and lack of support or encouragement from others regarding leisure activities 

(Couture et al., 2010; Specht et al., 2002). Specht et al. (2002) state that one of the main 

reasons for lack of support is lack of awareness and knowledge regarding an individual’s 

abilities to engage in leisure activities despite his or her disability.  Cognitive limitations, 

such as decreased memory resulting from a chronic illness, and fear to re-engage in 

leisure activities due to physical impairments caused by chronic conditions may also limit 

participation (Amarshi et al., 2006). Dodge et al. (2008) reported that gait speed 

consistently explained the age-associated reduction in levels of activities. This is because 

as one ages, gait speed reduces, which can interfere with the older adult’s engagement in 

leisure activities.  

Hutchinson and Nimrod (2012) stated that the relationship between leisure 

participation and chronic conditions is reciprocal in older adults with chronic conditions.  
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While participants’ health status constrained or changed their leisure participation at 

times, continued leisure participation was important to individuals’ efforts to remain 

healthy and to continue to live a full and meaningful life. This entails adopting new 

activities to replace those that were lost as a result of disability and chronic illness. Health 

limitations therefore act as a trigger to take on new activities in older adults living with 

chronic conditions. Older adults may then choose an alternative leisure activity to suit the 

changing condition (Agahi & Parker, 2008; Minhat et al., 2013). Indeed, Kleiber and 

Nimrod (2009) stated that replacing one activity with another was the major approach 

used by older adults to negotiate barriers to leisure participation. They noted that some of 

the older adults ceased participation in some activities and decreased participation in 

others, particularly those that appear to be less important, less fulfilling, or more difficult.  

This often occurred in the presence of illness and disability. Therefore, despite the 

challenges to leisure participation encountered by the older adults, participants wanted to 

engage in leisure activities, especially when living with an illness (Kleiber & Nimrod, 

2009).  

2.10 Leisure as a means of coping with chronic illness  

Although barriers to leisure can impact participation, leisure may play a role in coping 

with chronic illness.  Research has shown that leisure helps people to cope with negative 

life events, including chronic illness.  Chronic illness is a negative life event because it 

causes significant psychological and emotional distress along with the physical 

symptoms. It disrupts all aspects of people’s lives including their relationships, roles, 

physical abilities, perception of control, unknown future, and how people perceive 

themselves (Kleiber & Hutchinson, 2010).  Hutchinson and Nimrod (2012) reported that 
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older adults with chronic conditions intentionally engage in leisure activities as a way to 

cope with and manage stress associated with their chronic condition. Furthermore, after 

the experience of a traumatic life event, older adults struggle with negative emotions such 

as depression and anxiety, however, older adults also experience positive emotions while 

engaging in various activities and leisure facilitates a feeling of curiosity or interest in 

new activities (Chun, 2007). Boyes (2013) reported physical improvements in health, 

blood pressure and blood lipid levels as a result of involvement in leisure activity among 

persons diagnosed with arthritis. Leisure activities help older adults take their minds off 

their problems, fill their time, and add structure or routine to their days (Hutchinson & 

Nimrod, 2012). Also leisure activity helps individuals with chronic illness to cope with 

hospitalizations, pain, limited mobility, unstructured time, and lack of paid occupation 

(Pogge, 2013; Reynolds, 1997). Gignac, Cott, and Badley (2000) suggest that efforts to 

compensate for disability, efforts to optimize performance to avoid problems or augment 

reserves, decisions to limit or forgo activities, and utilization of help from others are 

some of the ways older adult adapt in response to chronic illness and disability. Several 

of Hutchinson and Nimrod’s (2012) research participants described that having a positive 

attitude helped them to cope with their chronic health condition. Similarly, leisure was 

used to provide a sense of normalcy and connection for acid attack victims who suffer 

from the pain of disfigurement, social discrimination, perception of loss of self-control 

and competence (Karim, 2012). Below, I explore the role of leisure in coping with 

chronic conditions and the way it can be used in accomplishing the task of self-

management in more detail. 
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2.10.1 Effects of leisure on stress coping and mental health: Accomplishing 

the task of “adjusting.” To come to terms with the changed life associated with an 

illness, the person must be able to cope with the mental and physical stress associated 

with it. Leisure is viewed as a form of self-care, and involvement in leisure contributes to 

mental health, physical health, and enjoyment (Hutchinson & Nimrod, 2012; Specht et 

al., 2002). Coping with the stress of chronic illness occurs through managing the 

symptoms and challenges imposed by the illness. According to Hutchinson, Loy, Kleiber, 

and Dattilo (2003), leisure activities serve two main coping functions.  In the first 

function, leisure is a buffer from immediate stressors. Enjoyable activities are important 

for their ability to serve as a mental distraction by diverting thoughts from the challenges 

of the illness and preserve a sense of connection to the past which helps to buffer threats 

imposed by the physical environment and limitations resulting from the illness. It also 

affords escape from home or disability (Hutchinson et al., 2003). Hutchinson et al. (2003) 

describe the second function as leisure as a source of motivation to sustain coping efforts.  

In difficult situations, the opportunity to engage in meaningful, enjoyable activities serves 

as a source of motivation by offering renewed hope for the future and providing structure 

which results in a renewed sense of purpose. It also provides a sense of belonging and 

acceptance through time that is spent with friends and families, preserving a sense of 

competence, independence and continuity of self, and maintaining physical or mental 

health (Hutchinson et al., 2003). Leisure also plays a role in proving oneself and 

developing self-worth. Leisure pursuits are viewed as the greatest accomplishment by 

some older adults. Also, leisure is an avenue for meeting friends and building 

relationships, learning how to cope with difficulties in life and a sense of belonging. 
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Engagement in activities that divert the mind leads to a sense of purpose, offers hope and 

provides an escape from the disability (Hutchinson et al., 2003), therefore making it 

easier to accept the changed life and self that result from the illness.  

2.10.2 Dimensions of leisure stress coping. In addition to Hutchinson et al.’s 

(2003) description of leisure as a buffer, Iwasaki (1998) identified dimensions of leisure 

stress coping, including feelings of self-determination, social support, leisure 

empowerment, leisure palliative coping, and leisure mood enhancement.  These help 

individuals in adjusting to their illness. Leisure friendship and leisure companionship are 

the two types of social support. Iwasaki states that: “Leisure friendship functions are 

emotional support, esteem support, tangible aid and informational support” (p. 84). 

Leisure friendship contributes to the reduction of mental and physical illness and 

enhances psychological wellbeing. The support of family and friends helps to provide the 

emotional and esteem support necessary to adjust to chronic illness. Iwasaki (1998) also 

noted that when stress levels are high, individuals with high leisure empowerment or 

friendship are able to maintain better mental health compared with those with low 

empowerment or friendship. This is also similar for the impact of leisure palliative coping 

on physical health which helps people to keep their minds and bodies busy, and helps 

them to temporarily distract or escape from stressful events. Leisure mood enhancement 

contributes to reduction in mental illness, stimulation of psychological wellbeing and the 

reduction of physical symptoms. Reduction in physical symptoms associated with leisure 

palliative coping and mood enhancement helps to adjust to the challenges of the illness 

(Iwasaki, 1998).  
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          There are two types of coping, including emotion- and problem-focused coping. 

“Problem focused coping often involves actions to change the actual person-environment 

relationship by directly acting on the environment or on oneself” (Lazarus, 1991, p. 830). 

It involves defining the problem, generating alternative solutions, and weighing 

alternatives for their costs and benefits to be able to provide solutions to better deal with 

the challenges imposed by the illness (Kono, 2012). Emotion-focused coping involves 

avoidance, denial or distancing in dealing with the harm or threat (Lazarus, 1991). It 

regulates the emotions associated with the trauma without attempting to change the 

situation itself (Kono, 2012). Coming to terms with the changed life that result from the 

illness is achieved with this strategy. While coping continues to be an ongoing response 

to stressors associated with a negative life event, over time people seek personal growth 

and stimulate personal transformation as a result of the event. At this time, the person has 

accepted the changed life associated with the illness and has undergone a positive change 

in the process of adjusting to the illness. This positive transformation is known as 

posttraumatic growth (PTG).  Tedeschi and Calhoun (2004) defined PTG as “the 

experience of positive change that occurs as a result of the struggle with highly 

challenging life crises” (p. 1). Leisure contributes to PTG in a variety of ways, including 

an increased appreciation for life in general, providing opportunities to discover unique 

abilities and hidden potential, building companionship and more meaningful 

interrelationships, an increased sense of personal strength, changed priorities and a richer 

existential and spiritual life (Chun & Lee, 2010; Tedeschi & Calhoun, 2004). In 

summary, the struggles with the reality of the illness lead to the process of adjusting to 
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the illness and this finally results in personal growth. This personal growth helps to find 

meaning in life despite the negative effects of the illness. 

2.10.3 Positive emotion: Accomplishing the task of “processing emotions”.  

Positive emotions such as interest, enjoyment, excitement, fun, relaxation, joy, 

contentment, and love, are generated through leisure (Chun & Lee, 2010; Fredrickson, 

Mancuso, Branigan, & Tugade, 2000). Individuals with chronic conditions turn to more 

positive methods for dealing with day-to-day life (Bernard et al., 2000; Pogge, 2013). 

These include talking to a friend or family member, prayer, exercise, support and humor. 

Engagement in leisure activities helps to promote tranquility, personal satisfaction, and 

relief from anxiety, depression, distress, positive affect and boredom (Chun, 2007; 

Couture et al., 2010; Howard, 2004; Hutchinson & Nimrod, 2012; Pogge, 2013; 

Reynolds, 1997; Specht et al., 2002) that arise from living with chronic conditions. 

Participation in activities that increase positive emotions also helps to maintain and 

improve daily functioning and reduce the effects of health conditions. Positive emotion 

over time helps to strengthen people’s resources for coping with circumstances that 

generate negative emotions and has been shown to help reduce the potentially health-

damaging cardiovascular effects that persist following negative emotions (Fredrickson et 

al., 2000).  

Participation in creative art activities provides one example of the positive impact 

of leisure within the context of chronic illness. For example, textile art has been shown to 

counter the worry and frustration of illness. It has also been reported to have high social 

visibility, increase the possibility of social approval and help to challenge social 

stereotypes associated with disability (Reynolds, 2004a). In summary, engaging in leisure 
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activities in illness results in high level of positive emotions that help in processing the 

emotions that arise from the illness. 

2.10.4 Creative arts, “meaning-making” and “integrating illness into daily 

life”. Creativity is expressed through many activities of everyday life, and it includes 

work, family life, social interaction and leisure. Furthermore, “Creative leisure activities 

can become an important part of an individual's strategies for coping with illness or 

disability; through promoting adaptation, creating meaningful goals and providing 

distraction from pain and anxiety” (Creek, 2008, p. 299). Creative ability can remain 

intact even when other functions have been disrupted by disease or injury. The 

enjoyment, spontaneity, immersion and adventure rooted in a creative process such as art 

help in dealing with the negative effects of chronic illness (Reynolds, 2004b). 

Furthermore, artwork contributes to health and wellbeing by filling occupational voids, 

distracting thoughts away from illness, promoting the experience of flow and spontaneity, 

enabling the expression of grief, maintaining a positive identity and extending social 

networks, supporting a positive sense of self, promoting adaptation, giving a renewed 

sense of control, and enhancing status and achievement (Creek, 2008; Reynolds & Prior, 

2003). Reynolds, Vivat, and Prior (2008) point out that art-making increased subjective 

well-being by providing increased satisfaction in daily life, positive self-image, hope, and 

contact with the outside world. The four main processes of identity reconfiguration 

through artistic occupation identified by Reynolds (2003) are: reconnection with the 

previous pre-illness self; positive personal identity growth and development; a restored 

sense of expertise, status, and self-esteem; and a socially validated identity.  In summary, 

involving one’s self in creative art may help to integrate the illness into daily life and 
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bring about enjoyment, personal satisfaction, growth and adventure that will help to 

promote adaptation and create meaningful goals toward dealing with the negative effects 

of the chronic illness.  

2.11 Summary 

There are many challenges of living with chronic illness, especially when living with co-

morbidities. Chronic illnesses are long term, uncertain, and can interfere with individuals’ 

everyday lives (Schulman-Green et al., 2012). Older adults living with chronic conditions 

are increasingly expected to engage in self-management.  Leisure may provide one way 

to manage the impact of chronic illness and cope with the stress of diagnosis. 

Furthermore, leisure may lessen demands so that individuals living with chronic illness 

can accomplish and face each day with a renewed strength, confidence and hope. The 

importance of leisure innovation in the self-management of chronic illness is still limited 

in the literature. However, leisure innovation may be very important to older adults living 

with chronic illness since they have a reduced leisure repertoire. Symptoms of chronic 

illness may reduce engagement in leisure therefore, adopting new activities may be 

necessary in order to derive pleasure from leisure participation. These benefits may help 

in self-management of chronic conditions as leisure has been shown to motivate older 

adults in accomplishing the tasks of self-management, yet a better understanding about 

the use of leisure innovation in the self-management of multiple chronic conditions is 

needed.   
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Chapter 3: Methods 

3.1 Introduction 

The purpose of this study was to explore leisure innovation experiences among older 

adults with multiple chronic conditions; therefore a qualitative approach was used. A 

qualitative approach was appropriate for this study because it allowed me to gain a rich 

understanding into the leisure innovation experiences of older adults living with chronic 

conditions and how they used leisure innovation in the self-management of their chronic 

conditions. According to Strauss and Corbin (1998) “qualitative research refers to 

research about persons' lives, lived experiences, behaviors, emotions, and feelings” (p. 

11). Krauss (2005) also noted that qualitative research aims to understand the intricate 

world of human experience and behaviour from the standpoint of those concerned.  

Creswell (2007) stated that “the procedures of qualitative research are characterized as 

inductive, emerging, and shaped by the researcher's experience in collecting and 

analyzing the data” (p. 19). In qualitative research, the researcher carries out the study in 

the natural setting of the participants. For example, Creswell (2007) noted that qualitative 

researchers conduct their studies in settings where the participants live and work.  This 

research was conducted in the Cardiac Rehabilitation Centre (CRC).  The topics that will 

be covered in this chapter include: the epistemology and methodology guiding this study, 

research design, participants, data collection, data analysis, trustworthiness, and 

reflexivity.   

3.2 Epistemology 

Researchers must choose a research paradigm that is in line with their beliefs about the 

natural world to guarantee a strong research design (Mills, Bonner, & Francis, 2006). 

Paradigms are fundamental sets of beliefs that guide the actions of researchers and vary 
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from one researcher to another (Creswell, 2007). Bearing in mind that the findings of my 

study will emerge from the stories of the experiences of my participants, which is 

subjective and inductive in nature, I adopted constructivist epistemology. According to 

Mills et al. (2006), constructivism is a research paradigm that refutes objective reality. 

Individuals search for how they can better understand their world; they therefore develop 

subjective meanings of their experiences (Creswell, 2007).  I believe it is important for 

researchers and participants to interact with each other so that the participants can 

construct the meaning of the situation in question. Cheah and Chiu (1997) noted that 

constructivism views knowledge as a combined effort formed through the interaction 

between the researcher and the participants. They further noted that the main aim of the 

investigation in this paradigm is to recognize and recreate the social world assumed by 

the researcher and the participants. Krauss (2005) stated that “the ability of qualitative 

data analysis to generate meaning makes it a unique and powerful epistemological tool 

for understanding even seemingly mundane experiences” (p. 765). This meaning making 

is obtained from the interaction of the researchers and the participants. Epistemologically, 

constructivism emphasizes the subjective interrelationship between the researcher and 

participants, therefore the researchers rely on the participants’ views of the situation 

(Creswell, 2007; Mills et al., 2006). Furthermore, the researchers do not have a prior 

knowledge of the phenomenon; rather it emerges from the interaction between the 

researcher and the participants (Creswell, 2007; Krauss, 2005).  Krauss (2005) argued 

that being able to understand the points of view of participants is a major epistemological 

advantage. Qualitative research provides insight into the experiences and behaviours of 

the participants.  
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3.3 Phenomenology 

The methodology that guided this study was phenomenology, which focused on 

subjective experiences of individuals. According to Creswell (2007), a phenomenological 

study describes meanings of lived experience from individuals’ points of view. The major 

concern of the phenomenologist is to describe and interpret what the participants 

experience and how they experienced it; including what they have in common as they 

experience the phenomenon. The methodology allows researchers to reveal the essence of 

lived experience and provide insights into social phenomenon (Lin, 2013). 

3.3.1 Historical background. Phenomenology is a philosophical movement 

introduced by Edmund Husserl (Giorgi, 2007; Kafle, 2011; McPhail, 1995). He identified 

the structure of consciousness as a major reason for the departure from other 

philosophical movements to phenomenology (Giorgi, 2005). In his view, phenomenology 

is the science of consciousness and therefore, consciousness is an intentional act of 

revealing that is fundamental to humans (Wojnar & Swanson, 2007; Zayed, 2008). In this 

sense, the phenomena of the human world includes values, meanings, intentions, morals, 

feelings, emotions, relationships, or an entity such as a program, an organization, or a 

culture (Lin, 2013; McPhail, 1995). Husserl believed that human consciousness is the 

prime unit of analysis in the study of a phenomenon. He clearly stated that everything 

that exists in the world does so through human consciousness and nothing can be said or 

done without the consciousness (Giorgi, 2005; McPhail, 1995). Husserl also noted that 

consciousness is made up of imagination, remembrance, perception, and logical forms. 

When a phenomenon is examined, it should be allowed to express itself and to reveal or 

manifest itself in human consciousness (McPhail, 1995; Zayed, 2008). He stated that it is 
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possible to analyze an object through bracketing, which is defined as keeping a distance 

from one’s own subjectivity (Pascal, 2010). 

In contrast to Husserl, Martin Heidegger argued that experiences are lived before 

they are brought to consciousness or even understood (McPhail, 1995). He rejected the 

notion of suspending personal opinions (Kafle, 2011; Giorgi, 2007). Heidegger believed 

that bracketing is impossible and he went further to find the genuine objective nature of 

things as realized by individuals (Kafle, 2011). Heidegger concentrated on 

phenomenological-hermeneutic, which is the study of cultural systems (McPhail, 1995). 

His work focused on analysis of being (dasein), which means we exist as individuals, but 

also within a social context. Therefore, as individuals, we cannot remove ourselves from 

various contexts that influence our choices and give meanings to our lived experiences 

(Kakkori, 2009; Pascal, 2010; Wojnar & Swanson, 2007). 

Phenomenology can be grouped into two main types:  interpretive or hermeneutic 

phenomenology (Kafle, 2011; Langdridge, 2007; van Manen, 1997) and descriptive (may 

also be referred to as empirical, transcendental, or psychological phenomenology) (Kafle, 

2011; Kakkori, 2009; Langdridge, 2007). I have chosen hermeneutic phenomenology as 

the suitable methodology for this research. This is because I am in agreement with 

Heidegger’s proposition that it is difficult to bracket or suspend one’s previous 

experiences and assumptions about the phenomenon understudy. Also, the use of 

hermeneutic phenomenology will enable a rich description and interpretation of the 

phenomenon under study. 

3.3.2 Hermeneutic Phenomenology. Hermeneutic phenomenology is concerned 

with the life world or lived experiences (Kafle, 2011). It is aimed at producing rich 
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textual descriptions of the experiences of selected phenomena (Kafle, 2011). The goal of 

hermeneutic inquiry is to identify the participants’ perspectives of the phenomenon, and 

the researchers understanding of the phenomenon.  Also, data can be obtained from other 

relevant sources such as journals, art, poetry, and music (Wojnar & Swanson, 2007). 

Hermeneutics in simple terms means the art of interpretation (Kakkori, 2009). People 

who follow this school of thought believe that interpretation may be used to explore 

human experience and description itself is an interpretive process (Kafle, 2011).  

Hermeneutics is an art of interaction between a speaker and a listener, in which 

each gives the other meaning in the hermeneutic circle (Giorgi, 2007; Kafle, 2011; 

Kakkori, 2009). “The hermeneutic circle is a metaphor for understanding and 

interpretation, which is viewed as a movement between parts (data) and whole (evolving 

understanding of the phenomenon), each giving meaning to the other such that 

understanding is circular and iterative” (Ajjawi & Higgs, 2007, p. 622). This means that 

the researcher allows understanding to emerge from the text obtained from the data 

collected. Therefore as the researcher interacts with the text, understanding and 

interpretation of the phenomenon is generated. Kakkori (2009) defined the hermeneutic 

circle as “the dialectical interaction between the whole and the part in which each gives 

the other meaning is the hermeneutic circle. The goal of this circle is to understand the 

mental process or true meaning of the speaker/writer” (p. 23). Basically, one has to enter 

the hermeneutic circle and this involves choosing the right entity to start with, working 

out the right entry point, development of interpretation through various strategies, and 

describing the interpretative outcome which will include its anomalies (Giorgi, 2007). 

The process of entering into a hermeneutic circle involves understanding movement 



53 

 

back-and-forth between the investigator’s previous understanding of the phenomenon 

under study and what was learned through the investigation (Wojnar & Swanson, 2007). 

This previous understanding may be from the investigator’s practical experience or socio-

cultural background which can help to make interpretation possible, give a point of view 

from which to make an interpretation or provide a basis for anticipation of what might be 

found in an investigation (Wojnar & Swanson, 2007). Hermeneutic phenomenology is 

founded in the idea that the researcher and participant will interact in order to cogenerate 

deep understanding of the phenomenon (Wojnar & Swanson, 2007). This interaction can 

be in the form of interviews, focus groups, observations and texts of various types 

between the researcher and the participants. Hermeneutic phenomenology gives the 

researcher opportunity to have an in depth knowledge of the phenomenon of study from 

the participants’ point of view. This helps the researcher to interpret the data while 

applying self-reflection to acknowledge personal biases.  

3.4 Research Design 

In keeping with a constructivist approach and phenomenology, a qualitative approach 

was adopted.  There are three main components of qualitative research (Strauss & 

Corbin, 1998). The first component is that the data are obtained from various sources 

such as interviews, observations, documents, records, and films. The second component 

describes the procedure of interpreting and organizing the data which consists of 

conceptualizing, reducing, elaborating, and relating the data. Finally, the third component 

includes the written and verbal reports of the data which can be presented as articles in 

journals or books (Strauss & Corbin, 1998). I incorporated all three of these components 

within my research design. 



54 

 

In order to understand the leisure innovation experiences of older adults living 

with chronic conditions, semi-structured, face-to-face interviews were employed. Data 

were analyzed using steps I developed from different scholars since the hermeneutic 

method does not have step by step method or analytic requirements (Creswell, 2007; 

Kafle, 2011; Wojnar & Swanson, 2007). I kept field notes and a personal reflective 

journal. Below, I describe the research design in more detail. 

3.4.1 Participant Recruitment. Convenience and purposive sampling techniques 

were used to recruit participants. Participants were recruited by advertising through 

posters in the Cardiac Rehabilitation Centre. Inclusion criteria delimited the sample to 

those who: (a) were over 55; (b) living with at least two of the following chronic 

conditions: cardiovascular diseases, arthritis and diabetes; c) self-identified that in spite 

of the activity restrictions they have taken up a new leisure activity; (d) lived in their own 

homes; (f) retired; and (g) spoke English. The age range of 55 years and older was 

adopted for this study as the risk for multiple chronic conditions increases with age 

(CIHI, 2011).  Furthermore, Nimrod and Hutchinson (2010) found out that older adults 

ranging from 58 to 87 years who are presenting with one or more chronic conditions 

adopted leisure innovation. Including participants who were 55 years of age and older 

helped to ensure an adequate sample size.  Exclusion criteria included older adults who 

started a new leisure activity, but stopped because of deteriorating health and older adults 

without a medical diagnosis of a chronic condition. 

Potential participants were sought out during the cardiac rehabilitation program at 

the CRC. Those who met the inclusion criteria and showed interest in the study went 

home with the consent form. They were asked if they were still willing to be part of the 
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study on their next visit to the CRC after they reviewed the consent form. A meeting time 

and place was set to complete the informed consent process and interview. It was made 

clear that there would be no penalty for non-participation. (Please see Appendix A for the 

letter of invitation, Appendix B for the recruitment poster and Appendix C for the 

consent form). 

3.4.2 Participants. According to Starks and Trinidad (2007), sample size for a 

phenomenological study ranges from 1 to 10 persons, while Creswell (2007) suggested 

that the number of participants can range between 5 to 25 individuals who have all 

experienced the phenomenon. In the study carried out by Nimrod and Hutchinson (2010) 

on innovation among older adults with chronic health conditions, 17 older adults with 

various chronic health conditions were recruited. For this study, which is similar to their 

study, a total of six older adults, four males and two females were recruited for this study. 

They ranged in age from 68-84, four of whom were over 70. Each participant was given a 

pseudonym, and any other identifiers have been removed or changed to protect their 

identity. Three of the participants were married at the time of the interview and three 

were widowed. All of the participants lived independently in the community. Five of the 

participants are of white racial origin while one of the participants is of an Aboriginal 

origin. All of the participants speak and read English. All the participants were distinctive 

and told their stories in their own way therefore a rich description has been used to give 

voice to each participant. All participants were diagnosed with multiple chronic 

conditions by their doctors. The findings of this study include a participant profile which 

will provide each participant’s background. 
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3.4.3 Data Collection.  I collected data in two ways.  First, I interviewed 

participants through face-to-face, open ended, semi-structured interviews.  Second, I 

invited the same participants to be part of a follow-up focus group discussion. I describe 

each of these data collection strategies below. 

3.4.3.1 Interviews. Interviews are the most common approach for data collection 

in qualitative research (DiCicco-Bloom & Crabtree, 2006). An in-depth interview is 

defined as a one on one research method in which the individual responds to a 

researcher’s questions (Powell & Single, 1996). Through the in-depth interview, the 

researcher gathers the subjective responses of the participants using a structured, semi-

structured or unstructured interview guide (Powell & Single, 1996). This enables the 

researcher to gather behavioural and experiential information from the participants. I used 

a semi-structured interview, which was planned, and a specific time and setting chosen. It 

was organized with preset open-ended questions, although additional questions arouse as 

the interview proceeded (Grossoehme, 2014; Powell & Single, 1996; Qu & Dumay, 

2011). Softly probing investigative open-ended sub-questions are used to gather this kind 

of data (Powell & Single, 1996).  

DiCicco-Bloom and Crabtree (2006) presented the different phases of an 

interview. The first is the apprehension phase and involves doubt that arises as a result of 

unfamiliarity between the researcher and the participant. They noted that the aim of this 

phase is to encourage the participant to talk. The second phase is the exploration phase 

when the participant is immersed in the discussion.  The third is the co-operative phase in 

which the participants have found fulfillment from the interview. The researcher and the 

participants together find meaning in the experiences. The authors noted that this is an 
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opportunity for the researchers to ask sensitive questions. Last is the participation phase 

in which the participant and the researcher have the utmost level of relationship. DiCicco-

Bloom and Crabtree (2006) pointed out that it is important to develop rapport with the 

participants during interview sessions. They further stated that this relationship involves 

trust and respect for the participants and their experiences. Also it is important to create a 

secure and relaxed environment for the participants to share their experiences. I 

conducted the interviews in a private setting where the participants freely discussed 

personal experiences and established a relationship with me (Please see Appendix D for 

the interview guide). Examples of the questions include: How do you manage your 

chronic conditions? What do you like to do in your free time? What new leisure activities 

have you adopted since diagnosis? How does adopting new leisure help you, if at all, to 

manage your chronic conditions? What challenges did you experience in adopting new 

leisure pursuits? Finally, what benefits did you experience in adopting new leisure 

pursuits? At the end of the interview, the participants completed a demographic survey to 

detail gender, age, educational background, employment, diagnoses, and length of illness 

which was included in the interview guide (please see Appendix E for the demographic 

survey). The results of the individual interviews were used to create a moderator’s guide 

for the focus group. The interviews were transcribed and a code number was applied to 

the transcript. Pseudonyms were created, and personally identifying details were 

eliminated to assure confidentiality. 

3.4.3.2 Focus group discussion. After the interview data were collected and 

analyzed, I developed semi-structured questions for the focus group.  According to 

Powell and Single (1996), “a focus group is a group of individuals selected and 
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assembled by researchers to discuss and comment on, from personal experience, the topic 

that is the subject of the research” (p. 499). Focus groups are valuable in exploratory 

research where there is limited knowledge about the phenomenon under study (Dilshad & 

Latif, 2013; Doody, Slevin, & Taggart, 2013). Powell and Single (1996) noted that the 

primary goal of a focus group is to obtain information from the participants that will be 

helpful in answering the research questions.  Focus groups are an effective, economical, 

and proficient method of data collection. A focus group discussion involves channeled 

interactional discussion between a researcher who acts as the moderator and individuals 

with similar interests and characteristics (Doody et al., 2013; Powell & Single, 1996). 

McLafferty (2004) stated that focus groups can be phenomenological because they give 

entrance into individuals’ general ideas and daily experiences. Morgan (1996) noted that 

the distinctive strength of a focus group is the ability to observe the participants’ 

agreement and disagreement of a phenomenon. The participants therefore question each 

other and clarify themselves to each other. This way, the participants are able to make 

comparisons about their experiences rather than the researchers guessing whether or why 

the participants differ (Lambert & Loiselle, 2008; Morgan, 1996).  

Doody et al. (2013) stated that in order to obtain variety in responses, an adequate 

number of participants should be included in the focus group discussion. The ideal 

number of participants in a focus group has been postulated to be 6 to 12 (Dilshad & 

Latif 2013; Doody et al., 2013).  Dilshad and Latif (2013) argued that it is not easy to 

generate cooperative interaction with less than six focus group participants. One or more 

of the participants may dominate the group discussion and the information obtained may 

not be sufficient. Furthermore, they argued that is be difficult to manage more than 



59 

 

twelve participants, as the group may split up and the participants may not find sufficient 

chance to speak in a large group (Dilshad & Latif 2013; Doody et al., 2013).  

The use of different ways of collecting data is not new in the literature. Lambert 

and Loiselle (2008) noted that many researchers use interviews and focus groups 

together. The combination has the advantage of generating a balanced view of the 

experience. Triangulation is obtained by combining different methods for the sole reason 

of authentication (Lambert & Loiselle, 2008). When interviews and focus groups are both 

used in a study, the data obtained from one method are likely to substantiate those 

obtained from the other, and it also helps to improve the structure of the phenomenon of 

interest (Lambert & Loiselle, 2008).  

Due to the number of participants that were recruited for my study, a focus group 

session of six participants based on participants’ availability was scheduled. I conducted 

the focus group in the interview room located in the same building as the cardiac 

rehabilitation program following their class, which was the most convenient time selected 

by the participants. The duration of the focus group was about 1 hour. With permission, 

each interview and the focus group discussion were digitally recorded and transcribed.  

3.4.4 Hermeneutic Data Analysis.  The hermeneutic method does not a have step by 

step method or analytic requirements (Creswell, 2007; Kafle, 2011; Wojnar & Swanson, 

2007). However, Kafle (2011) stated that data analysis should be done by applying the 

hermeneutic circle that consists of reading, reflective writing and interpretation. After 

careful reading of different ideas of scholars on the subject, I followed the steps outlined 

below. 

 I transcribed the data 
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 I carefully read the data to obtain an overall understanding (Wojnar & Swanson, 

2007).  

 I analysed the transcripts and coded for emerging themes using hand coding 

(Creswell, 2007; Wojnar & Swanson, 2007). 

 I identified repetitive themes and selected exemplary quotes were to illustrate 

themes (Wojnar & Swanson, 2007). 

 I compared and contrasted the texts to identify and describe shared practices and 

common meanings (Wojnar & Swanson, 2007). 

 I carried out debriefing with the participants (Creswell, 2007; Wojnar & Swanson, 

2007) through the focus groups. 

 I described the phenomenon through writing and rewriting of the participants’ 

experiences (Creswell, 2007; Kafle, 2011). 

 Finally, interpretation of the lived experience was made (Creswell, 2007). 

3.5 Ethical Considerations 

I sought ethical approval from the University of Regina Behavioural Research Ethics 

Board prior to commencing participant recruitment and interviews. Potential participants 

were allowed to participate after the study was explained to them and they were informed 

that involvement was strictly voluntary. Before the interview, each potential participant 

was given a consent form that described the purpose of the study, what was required of 

the participants, the expected time required, potential risks and benefits, confidentiality 

and statements re-affirming that participation was voluntary and that the participant could 

withdraw at any time or refuse to answer any question without consequences. Each 

potential participant was given time to thoroughly read the consent form, and they were 
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given opportunity to ask questions or address concerns. In order to maintain 

confidentiality during the focus group, participants were asked to sign a confidentiality 

agreement (Please see Appendix F for the confidentiality form, Appendix G for the 

transcript release form and Appendix H for ethics board certificate of approval). 

3.6 Trustworthiness 

I employed different strategies to enhance the trustworthiness of my study. Lincoln and 

Guba (1985) developed four specific standards for qualitative investigation. The first is 

credibility which refers to the certainty of the findings (Anney, 2014; Cope, 2014; 

Decrop, 1999; Morrow, 2005; Suter, 2012). This can be accomplished by obtaining 

participants’ feedback, researcher’s reflexivity, and peer debriefing. The second is 

transferability, which refers to whether or not the findings can be applied to other settings 

with different individuals (Anney, 2014; Cope, 2014; Decrop, 1999; Suter, 2012). 

According to Cope (2014), “qualitative researchers have met this criterion if the results 

have meaning to individuals not involved in the study and readers can associate the result 

with their own experiences” (p. 89).  The third is dependability, which refers to the 

steadiness of the data over similar conditions (Anney, 2014; Decrop, 1999; Suter, 2012). 

The researcher collects evidence to show that comparable findings would be obtained if 

the study were repeated with similar participants in the same conditions (Cope, 2014; 

Suter, 2012). Dependability is improved by audit trails, rich documentation, a code-

recode strategy and triangulation (Anney, 2014; Cope, 2014; Decrop, 1999; Suter, 2012).  

The fourth is confirmability, which refers to the ability of the researcher to show that the 

findings are the ideal representation of the participants’ experiences and not researchers’ 

bias or view (Anney, 2014; Cope, 2014; Decrop, 1999; Suter, 2012).  This can be 
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achieved by using direct quotes from the participants that portray the themes that emerge 

from the data. This can also be achieved through an audit trail, triangulation and reflexive 

journaling (Anney, 2014). 

In order to improve the trustworthiness of my study, I went back to the 

participants with the analyzed interview transcripts to enhance the credibility of the data. 

I carried this out by analyzing the interview transcripts and developed new structured 

questions that I asked them during the focus group discussion. I found out that their 

response was consistent with the interview discussions. During the course of the 

discussion, they often referred back to the interviews referring to points that they had 

already discussed with me.  

I improved the dependability of my study through triangulation. “Triangulation is 

defined as looking at the same phenomenon, or research question, from more than one 

source of data” (Decrop, 1999, p. 158). There are different types of triangulation.  Data 

triangulation involves using different data sources in a study (e.g., interviews, 

observations, documents, photographs, videos and music) (Decrop, 1999). Method 

triangulation involves using various methods to investigate the same research problem.  

Investigator triangulation involves using different researchers to analyze the same data. I 

used data triangulation for my study. As Lambert and Loiselle (2008) said, focus groups 

will aid in triangulation and therefore improve the trustworthiness of my study. The focus 

groups were used to confirm what the participants divulged during the interviews. 

Another source of triangulation included field notes. Field notes include documentation 

of all the events that happened during the research process. They include spoken and 

unspoken expressions, observed emotional changes and behaviours of the study 
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participants and the environmental conditions during the data collection (Dupuis, 1999). I 

also carried out researcher reflexivity, which I discuss in detail in the next section.  

The four standards of judging the trustworthiness of hermeneutic phenomenology 

as identified by van Manen (1997) are orientation, strength, richness, and depth. 

According to van Manen (1997), orientation occurs when the researcher is involved in the 

world of the research participants and their stories. Strength refers to the ability of the 

text to represent the major understandings and meanings that are inherent in the stories of 

the research participants. Richness serves the aesthetic quality of the text that narrates the 

meanings as perceived by the participants. Depth is the ability of the research text to 

express the best intentions of the participants. Following the standards of evaluating 

hermeneutic phenomenology proposed by van Manen (1997), I promoted an empathetic 

environment that helped me to be involved in the world of my participants thereby 

promoting the standard of orientation. I improved the strength of my study by engaging 

in self-reflection through reflexive journaling to ensure that I included only the 

understanding and meanings that were present in the participants’ experiences. To ensure 

depth and richness in my study I obtained participant feedback as previously described 

and this way I was able to describe the best intentions of my research participants. 

Williams and Morrow (2009) noted that participants’ feedback helps the researcher to 

establish the required equilibrium between the participants’ stories (subjectivity) and the 

researcher’s explanation of the meaning (reflexivity).  

3.6.1 Reflexivity. Reflexivity is an essential aspect of hermeneutic phenomenology. 

Reflexivity is defined as “a process that challenges the researcher to explicitly examine 

how his or her research agenda and assumptions, subject location(s), personal beliefs, and 
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emotions enter into their research” (Hsiung, 2008, p. 212). According to Hsiung (2008), 

the main aim of conducting reflexivity in qualitative research is to recognize and question 

the position of the researcher in research design, data collection, analysis, and knowledge 

creation.  Therefore, I will carry out self-reflection in order to recognize my position as 

the researcher. I will reflect on who I am, what I know, what I believe, what I have 

experienced and how it might influence this study.  

In her discussion of reflexivity in leisure research, Dupuis (1999) noted that: 

A deeper and more comprehensive understanding of what leisure means to 

different people and how leisure is experienced in different contexts can 

only be enriched by a fuller use of the self in leisure research, not by the 

omission of the self. (p. 48)  

In order to manage the issue of subjectivity in qualitative research, it is important 

for the researcher to be reflexive both before and during the research process. This way 

the researcher will be able to acknowledge biases and presuppositions of the research. 

Dupuis (1999) summarized the strategies to be included in a reflexive methodology.  

First, the researcher should incorporate his or her self. Second, the researcher should 

reflect on his or her interaction with the world and apply empathy during the research 

process. Third, reflexivity should recognize the joint effort of the researchers and the 

participants in the creation of meaning. Finally, reflexivity includes how to interpret the 

research and to write the stories and theories in a unique way. It should entail how the 

research process developed, the research design decisions, factors that impacted the 

decisions and the process of analysis. 
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Morrow (2005) noted that many factors can interfere with data collection and 

interpretation.  These include the emotional attachment of the researcher with the 

research topic, assumptions developed from reading the literature, and different phases of 

dealing with the research participants. For example, researchers can develop some 

assumptions from reading the literature which might not be true for their research 

participants. These assumptions can interfere with the way the researchers conduct their 

data collection unless they are able to acknowledge the assumptions before proceeding 

with the interviews. However, Dupuis (1999) stated that “good qualitative researchers, 

employ empathy throughout the research process and use the emotional nature of the 

experience in their writing to make the experience come alive for their readers” (p. 52). 

This means that the use of empathy helps researchers to draw on their emotions 

throughout the research process as they try to unearth the participant’s experience. 

Dupuis (1999) further stated that “by including descriptions of the emotional nature of 

the research, our research and our depictions of the experiences of others become much 

more real and accessible to our readers” (p. 52).  

There are four methodological perspectives on reflexivity. Personal reflexivity is 

centered on the researcher and how his or her actions can influence the research 

(Dowling, 2006; Walsh, 2003). The researcher is therefore expected to interpret and 

analyze his/her actions, feelings, thoughts and expectations which can impact the 

research. The second type is interpersonal reflexivity which focuses on the relationship 

between the researcher and the participants (Walsh, 2003). The researcher is expected to 

reflect on and analyze the encounter between him or herself and the participants in the 

field. Methodological reflexivity is the third type.  It recognizes the importance of 
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theoretical framework in each research project (Walsh, 2003). This entails the researcher 

making theoretical assumptions of the study as clear as possible. The fourth type is 

contextual reflexivity (Walsh, 2003). Contextual reflexivity involves placing the research 

study in its original context or setting (Dowling, 2006; Walsh, 2003). Research is 

contextually reflective when it puts into consideration or can be described based on the 

social field from which the phenomenon emerged (Walsh, 2003). Therefore, it entails 

analyzing the cultural and local phenomenon of the research project.  

In addition to these four approaches, Morrow (2005) mentioned some ways that 

reflexivity can be carried out in a qualitative study. The most important way is for the 

researcher to keep a self-reflective journal from the beginning to the end of the study. The 

researcher documents all events that occurred in the field, including experiences, actions 

and suppositions or biases that may arise during the course of the study (Anney, 2014; 

Morrow, 2005). These suppositions and experiences can then be included in the analysis 

depending on the structure of the researcher. Another reflexive approach is peer 

debriefing, in which the researchers seek the opinion and feedback of other researchers 

(Morrow, 2005). In order to ensure the reflexivity of my study, I kept a reflective journal 

and field notes where I recorded all the events that happened during the research process. 

I recorded spoken and unspoken expressions, observed emotional changes and 

behaviours of my participants following each interview and the environmental conditions 

during the interview and focus group discussion sessions. I also recorded my feelings and 

thoughts and how they may influence the study. This documented information in my 

journal was included in the discussion of my results.  
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3.6.2 Locating Self.  My experience in the field of physiotherapy has had an 

impact on the outcome of the research process. As a young graduate of physiotherapy, 

when I started working with individuals living with chronic conditions, I was concerned 

about how I could help improve their quality of life. I found out that some of these 

individuals lacked motivation in accomplishing the self-management tasks given to them 

by their healthcare providers. Some of them became depressed because of the stress they 

underwent while living with and managing chronic conditions. I noticed that this 

tendency seemed to be high when clients were living with co-morbid conditions. For a 

particular client with diabetic foot, I noticed that incorporating his hobbies with his 

treatment protocols helped him to improve tremendously. Therefore, I decided to read 

more and find out how leisure activities could be useful in managing my clients.  Despite 

the importance of leisure in managing chronic conditions, I found out that most of the 

people living with chronic conditions cannot continue to engage in some of the leisure 

activities they enjoyed prior to the chronic conditions. However, with my review of 

literature I found out that leisure innovation could be beneficial. I noticed that older 

adults can still engage in new activities they enjoy, despite the limitations that arise from 

living with chronic condition. I became more curious about the importance of leisure 

innovation in the self-management of chronic illness, so I read more. I noticed a gap in 

knowledge as I read the directed literature on this topic and I started asking myself a lot 

of questions on this subject. In order to answer some of these questions and use them to 

help my clients, I designed this study. 

I have background in the topic but I wanted the voices of my participants to be 

heard. I wanted to make meaning from their experiences and be able to incorporate it into 
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practice. Therefore, I decided to use a qualitative research design to gain understanding 

into the experiences of the participants on how they were able to manage their co-

morbidities using leisure innovation.  Also, studies have shown that chronic conditions 

are more common in older adults and co-morbidities are also higher in this population. I 

therefore decided to recruit older adults that were living with chronic conditions for my 

study. 
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     Chapter 4: Findings 

 

Following the steps for data analysis described in Chapter 3, seven themes 

emerged that interpret the participants’ experiences of living with multiple co-morbidities 

and their experiences of leisure innovation. In this chapter, I provide a profile of the 

participants and present the themes that emerged.  The first theme, engaging in self-

management protocols, has three subthemes, namely, taking medications, eating healthy 

and check-up visits. The second theme is stress of living with multiple chronic conditions 

and the subthemes are: changed lives, stress of surgery and checkups, reduced physical 

activity and experiencing pain. The third theme explores types of leisure activity.  The 

subthemes include participating in new leisure activities and participating in previous 

leisure activities. The fourth theme, leisure innovation catalysts, includes both external 

and internal factors. Fifth, I will discuss outcomes of leisure engagement such as 

improved health, opportunity to socialize with other people, enjoyment, cognitive and 

emotional well-being, maintaining mobility, satisfaction and rest. The sixth theme, leisure 

limitations as a result of chronic conditions, includes subthemes of: limiting activities due 

to pain, and reduced strength and energy. The final theme explores coping with multiple 

chronic conditions by adjusting to chronic conditions, processing emotions, meaning 

making and integrating illness into daily life. (Please see Table 4.1 for a list of themes 

and their associated subthemes). 
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Table 4.1.  

Themes and associated subthemes 

 

Themes                                                                     Subthemes  

Engaging in self-management protocols                           Taking medications,  

                                                                                          Eating healthy   

                                                                                         Check-up visits 

Stress of living with multiple chronic conditions           Changed lives,  

Stress of surgery and 

checkups,  

                                                                                         Reduced physical activity  

                                                                                        Experiencing pain 

 

Types of leisure activity                                                 Participating in new leisure 

activities  

Participating in previous 

leisure activities   

 

Leisure innovation catalysts                                         Internal factors 

                                                                                    External factors  

 

Outcomes of leisure engagement                           Improved health  

Opportunity to socialize with 

other people 

                                                                              Enjoyment and Satisfaction 

Cognitive and emotional 

well-being 

                                                                                     Rest 

 

Leisure limitations as a result of chronic conditions           Limiting activities due to 

pain 

                                                                                             Reduced strength and energy.       

Limiting activities as a result 

of heart disease 

 

Coping with multiple chronic conditions                           Adjusting to chronic 

conditions, 

                                                                                            Processing emotions  

                                                                                           Meaning making  

Integrating illness into daily 

life.  
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4.1 Participant profile 

4.1.1. John. John was a married, 84-year-old man who had one child and lived in 

a house with his spouse. He had a university education and worked as an optometrist. He 

had been retired for 13 years.  He was diagnosed with chronic illness by his doctor and 

was living with cardiovascular disease and chronic lymphocytic leukemia. He had been 

diagnosed with cardiovascular disease for two years and cancer for 10 years. He rated his 

health as fair when compared to other people of his age. He had some chest pains and 

chest tightness in August 2013, went to the emergency department and they found out 

that he had some blockings. He had a bypass surgery and subsequent to that he was 

diagnosed with arterial flutter. He tried to sign up with the CRC but was rejected because 

of his heart condition at that stage, so he went back and had a cardio invasion which 

apparently solved the problem.  He started at the CRC in May of 2014. 

4.1.2. Peter. Peter was a 73-year-old man who was widowed, had three children 

and lived in a household with two other adults. Prior to retirement, he worked as an 

accountant.  He was diagnosed with chronic kidney disease, diabetes, and bilateral knee 

osteoarthritis by his doctor 20 years ago. Compared to other people of his age, he rated 

his current health to be fair. Prior to his retirement, he had his own practice which was 

stressful and required long hours of work which made exercise to be nonexistent.  He 

reported that he had poor eating habits at that time. However, all that changed after his 

retirement because he had more time to engage in leisure activities. He retired in 2011 

and his wife died in 2012.  As a caregiver for his wife prior to her death, Peter was 

required to give up some of his leisure activities.  Once he was no longer providing care 
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for his wife, he had more time to pursue leisure activities like golfing and dancing which 

he had given up as a result of his wife’s health condition. 

4.1.3. Isaac. Isaac was a 76-year-old widowed man. He was born and raised in 

southwest Saskatchewan. He had two children and lived in a household with two other 

adults. Prior to his retirement, he was a civil engineer and he continued to work as a 

consultant in his field. He has diagnoses of cardiovascular disease, cancer and diabetes. 

He rated his health to be good for his age compared to others. He had a heart attack in 

2007 and was diagnosed with small cell cancer in 2014. He has arthritis in the joints of 

his fingers and was diagnosed of type 2 diabetes in 2015, which he has been managing 

with medications. 

  4.1.4. Sarah. Sarah was a 68-year-old married woman. She moved with her 

husband to a house in Regina 10 years prior to the study and has two children. She was a 

concert organist and a music teacher prior to retirement. She rated her health as fair when 

compared to other people of her age. She had a diagnosis of arthritis at about 20 years of 

age in both knees. She had series of fluid drainage from her knees and had one knee 

replacement 10 years ago. She had a cardiac diagnosis in 2006 and had a stent put in the 

heart. She also has a diagnosis of osteoporosis.  

4.1.5. Joy. Joy was a 68-year-old married woman who was born and raised in 

Saskatchewan. She lived with her spouse in her household and had two children. Her 

highest level of education was secondary school and she worked as a legal administrative 

assistant prior to retirement. She was diagnosed with angina in 2014 and had a coronary 

angioplasty/stent inserted in her heart. She was also diagnosed with osteoarthritis. She 

rated her current health as good for her age when compared with people of her age. She 
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attends the CRC and has coped very well with her conditions. She cooks, tends house, 

walks, spends time with family and friends, and golfs in spring/summer with her 

husband. Attending the CRC is the major new leisure activity that she added since her 

diagnosis and was recommended to her by health care provider. She chose to attend in 

order to improve her health and wellbeing. 

4.1.6. Abraham. Abraham was an 83-year-old man who was widowed.  He was 

born and raised in Saskatchewan, had four children and lived alone in his house. He has a 

university education and worked as an RCMP officer before retirement. He was 

diagnosed with chronic conditions about 20 years ago. He was first diagnosed with atrial 

fibrillation and then enlarged heart and cardiomyopathies. His cardiologist told him that 

he is a “miracle child” because he had a 30% chance of improving; however he has been 

improving since the diagnosis. He was diagnosed with diabetes about five years ago and 

it has been under control since 2015. He also has arthritis. He rated his health as fair for 

his age when compared to people of his age.  

4.2. Engaging in self management protocols 

The participants engaged in various self management protocols in the management of 

their chronic conditions. For example, they took medications as prescribed and advised 

by their physicians and they ate a healthy diet. Participants also visited with their 

healthcare providers regularly.  

4.2.1. Taking medications. Participants used several medications in the 

management of their heart conditions and diabetes. John said, “I seem to manage ok, I am 

on several medications. I have blood thinners and regulators, that sort of thing”. Abraham 

also said that: “I take what they tell me to take, when they tell me to take them, eh, I am 
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on drugs for my diabetes, they say take it and I take them”. Isaac, who underwent 

chemotherapy and radiation for the management of his cancer, said: “It started in 

February 2014 and a round of chemotherapy and radiation and that kind of slowed it 

down a bit”. Joy used cortisone to manage her arthritis “I’ve got arthritis, I developed 

osteoarthritis in my knees and doctor gave me cortisone, two cortisone shots and it feels 

much better, I can live with it”.  In addition to taking medications, participants with 

diabetes monitored their blood sugar to manage their condition.  Peter checked his blood 

sugar multiple times a day before taking his insulin injection,  

Someone poking yourself four times a day, actually not 4 times a day, seven times 

a day. Well you take insulin four times a day and you poke your finger three times 

a day.  Yes, I mean like the insulin I take especially….duty day is based on what 

my readings are, so how do you get the readings, so the 4 finger tips are poked. 

 

4.2.2. Eating healthy. The participants also used diet in the management of their 

health conditions. They changed their diets to eat healthier.  For example, Peter, who has 

diabetes, stated: “My history, I have type 2 diabetes; I don’t have cardiac problems rather 

than high blood pressure and chronic kidney disease. So that means my diet has to be 

very carefully watched”. Abraham said during the focus group discussion that he ate 

better than before, “I do eat less, believe it or not, I eat better”. Joy had always eaten fast 

food but since after her diagnosis she decided to cook more healthy food. Also, she has 

taken into account the amount of salt she uses in cooking.  

If we are busy because my husband and I previous to this we were out shopping 

on a Saturday and both of us didn’t feel like cooking dinner, we would stop and 

have a burger at the fast food place and have something to eat. Now we don’t do 

that, and of course now that I am retired, I cook healthy meals and freeze them, 

we take them at the freezer. You know we have stopped overusing salt for 

example, we are reading labels and watching as much as they are true, apparently 

they are not. 
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Different from the other participants, John did not seem to be concerned with eating 

healthy foods.   John said, “I seem to manage fine, I am doing mostly what I want to do, 

eat what I want, drink what I want to and all the rest”. 

4.2.3. Check-up visits. The participants also attended medical appointments to 

visit their health care providers and to check the state of their health. Isaac stated that he 

went for medical checkups every three months. “Every three months I have a checkup 

with the cancer clinic. My next one is coming in the middle of November but depending 

on what the doctor tells me, everything is fine”. In addition to meeting with the physician, 

blood tests and radiographic imaging may be required: 

Before you go to meet with the oncologist, you have a CT scan and take blood 

test and what not before you go to him to tell you whether the things are stable or 

spreading or what is going on. So it is a bit of a stressful time for me, I guess you 

can’t change it so. (Isaac) 

 

Despite these medical protocols, Peter affirmed that the self-management practices that 

he engaged in himself were useful. “I have always felt medical things can be helpful but 

it is what you do yourself is probably more helpful”. John also stated during the focus 

group discussion, “I think that if you are doing something to help yourself it is eventually 

important”.  

4.3. Stress of living with multiple chronic conditions 

Although participants drew on several methods of self-management, some experienced 

reduced quality of life due to the stress of their chronic conditions and of accomplishing 

the day to day tasks of self-management. Some participants experienced changed lives 

due to reduced productivity and energy. They also experienced stress from the numerous 

surgeries and appointments in the process of managing their conditions. Some 

experienced pain as a result of their chronic conditions which led to reduced physical 
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activities. One participant also reported feelings of frustration as a result of delay in 

improvement.  

4.3.1. Changed lives. Multiple chronic conditions were stressful for participants 

because they caused changes in their lives such as reduced quality of life, reduced 

productivity, reduced energy, and lack of interest in activities.  Isaac stated that he had 

changes in his health as different chronic conditions emerged: 

I guess, after my heart attack, I started here and the cancer thing popped up, so it 

changed things for sure and then this past July, the diabetes came up so those are 

the two major changes I guess. They come out of the blue you know, I didn’t have 

any indication or where those things come from, here they are, you have to live 

with it.  

 

Some of the participants experienced reduced quality of life as a result of their multiple 

chronic conditions. When John was asked if his activities had changed after the diagnosis 

of his chronic conditions, he answered, “Not temporarily, changes did occur after the 

diagnosis actually but I am not doing what I used to do prior to the diagnosis.”   

Nearly all of the participants had reduced productivity as a result of the stress of 

living with chronic conditions. They found it hard to do things as quickly as they did 

prior to diagnosis. Isaac said: 

… I guess I don’t do things quick as I used to, you are not as productive as you 

used to be. I guess a lot of it boils down to you got more in your hands but trying 

to get it out isn’t as quick as you used to be. 

 

Some of the participants also experienced reduced energy as a result of their 

chronic conditions. Sarah said, “I would really want to do things but won’t have energy 

to do them”. John also reported he found it hard to engage in activities he did prior to his 

diagnosis. 

But I am not disciplined enough that I do that or any other exercise every day or I 

did it all the time I had to. But now I have got to the point where I am not doing 
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any of that. I found it really exhausting you know before my stent was put in, 

even when I had my leg done, I was holding unto the bike and I could hardly 

pedal because it was a real effort. I was so unwell because by the time… I was 

supposed to do it for 20 minutes, I went three times a day, it was just really hard.  

 

Some participants also attested that they had reduced interest in activities that 

were previously of interest to them. For example, John said: 

I wasn’t having any fun, I was a fairly good golfer in my days, I mean I wasn’t 

super  but I wasn’t a bad golfer and as one gets older your aim goes down the hill 

but I didn’t like it. I took a year off to know if I will miss it and I didn’t miss it. I 

played for 51 years you know so that was enough. (John). 

 

4.3.2. Stress of surgery and checkups. Several participants faced challenges as a 

result of the stress of the surgical procedures they underwent in the management of their 

heart and arthritic conditions, which often led to complications. Isaac had stents put in his 

heart after his heart attack and one of them was replaced 10 days after the first surgery. 

“The cardiologist was there and I got two stents and shunt right there. I was in the 

hospital about a week and after about 10 days at home; I started having trouble again so I 

had to go to the emergency here. I had one of the stents replaced, it was sometime in 

September I guess”. Sarah had a knee replacement. 

Then I had a total knee replacement January 2013 and I had so many 

complications like excess scar tissues and they have to manipulate it. And the 

incision didn’t heal properly and I kept having infarction, my sister is a doctor so 

she kept dressing it for me every day for about six weeks.  

 

Isaac agreed that he felt stressed with going for checkups.  

The only time I get stressed is when I am going through the three months checkup 

with the cancer clinic, like I have one coming up in November. Before you go to 

meet with the oncologist, you have a CT scan and take blood test and what not 

before you go to him to tell you whether the things are stable or spreading or what 

is going on. So it is a bit of a stressful time for me, I guess you can’t change it so. 
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4.3.3. Reduced physical activity. The stress from chronic conditions caused the 

participants to limit their physical activity participation.  John reported that he had limited 

his walking as a result of his leg claudication. “Other than my limited walking activities, 

there are not too many changes”. The surgeons told him that he had to live with the pain, 

so he began riding his bike, which helped to relieve the pain instead of walking, which 

aggravated it.  

Well I was riding my bike but I have had this claudication problem for at least six 

to seven years. I have seen a neuro-surgeon, a vascular surgeon two or three times 

hoping they can do something about it but he indicated to me that the risk benefit 

factor was not particularly good. In a nut shell I just have to grin and bear it, I just 

have to tolerate. It is not lot of fun. 

 

Sarah also reported reduction in her physical activity participation, “But it does sort of 

destroy your quality of life because you are unable to do much physical activity without 

chest pain and exhaustion”. Abraham stated that he found it difficult to walk as a result of 

the stress of his chronic conditions subsequent to the diagnosis of the conditions. “I was 

down to, I couldn’t walk 100 feet, and it took me few months to get back to that idea”. 

Sarah felt frustrated because of the delayed improvement in her health. She 

wanted to improve quickly, but her progress was slow. She said, “You know, it was 

frustrating because I wasn’t improving as fast as I wanted to. But eh, anyway, eventually 

we got there. It is I guess we all lose patience sometimes and think we should be healing 

faster”. She stated, “But I know there were days that I feel really sort of down and tears 

will come to my eyes”. 

4.3.4. Experiencing pain. The majority of the participants lived with pain that 

accompanied their chronic conditions. Sarah thought that after her knee replacement she 

would feel less pain, but it was not so. “I thought after they replaced the knee, it will be a 
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little better but it really isn’t”. She also said, “Well the arthritis is all through my body but 

my hands are pretty weak at times”.  Isaac also felt pain in his knees especially while 

walking, “Well, my feet are sore and when I get moving around the tracks, I feel it”. 

Sarah also believed that the stress from the pain she experienced as a result of her knee 

osteoarthritis caused her heart condition. “I really do believe that the stress that I am 

having in my knees then is the cause of my heart problems because they kept saying to 

me, you must be going through a lot of stress”. She also said, 

I really think that, like I said, it went from absolutely clear arteries, you know in 

2006 to 80% blockage in nine years. So, you know, I have been to the cardiologist 

a couple of times and he did stress test and said there is no change and then, I got 

this new cardiologist, and he was still positive and I was having all these pains 

down my arm and I kept complaining, the other cardiologist said no, no, no, 

nothing has changed and I don’t really know at what point it did change but I 

know it was very stressful for the knees. 

 

4.4. Types of leisure activities 

Despite the stress experienced by the participants, they still went on to engage in leisure 

activities including both new and previous leisure activities. Their new leisure activities 

were recent activities that the participants adopted after their diagnosis, while their 

previous leisure activities were those that they continued following their diagnosis.  

4.4.1. Participating in new leisure activities. Participants reported engaging in 

several new leisure activities following diagnosis.  For example, they began attending the 

Cardiac Rehabilitation Centre (CRC) where the physical activities that they engaged in 

were new to them. Peter said, “I guess this CRC is one of the main, before that I didn’t 

have a regular exercise program”.  Joy also stated,  

I joined the CRC exercise program and that was just amazing. At first, I am not the 

type of person that cares about organized exercise, I use to do it when I was younger 

and I sort of moved away from it. I am more of an outdoor, I play ball, I took dance 

classes etc., and to go and do these was not just my thing.  
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Isaac mentioned during the focus group discussion that the structure of the program was 

useful.  

I think the fact that the program is more or less structured is helpful too, I have an 

exercise room and there is good equipment in there but it’s not quite the same 

because you come to CRC, they assess you and they set up a program which is 

structured, obviously the experts know what you need. 

 

Another important aspect of attending the CRC is the opportunity it gave the participants 

to interact with other people of the same age group and conditions. Joy said, “When my 

heart just went, I got depressed, so it was nice to come here to join other people that have 

the same, you know, just to get my brain stronger, mentally, to get around the heart 

issues”. Isaac also stated during the focus group discussion,  

If you walk around the track and you are feeling down, somebody else walks up to 

you and says how is it going? It’s amazing when you talk out loud about it. It’s bad 

when you are there on your own. 

 

Participants started other new leisure activities as well.  Peter started going dancing 

every Friday night with his friend, “sometimes on the weekends my friend and I will go 

dancing. So I would say activity wise, and when we don’t, we will go for walks; we are 

not people that sit around”. He reported the frequency of his recent activities after the 

diagnosis of his chronic conditions, “I am here [at the CRC] twice a week, I golf twice a 

week, and then sometimes on the weekends my friend and I will go dancing”. Sarah 

listened to football games to hear her grandchildren perform in the band.  She said, 

This fall I have been listening to football games on the computer because our 

three oldest grandsons are playing in the band that is playing at the [University] 

football games. And so we can’t go to it, so we’ve been listening to it so we can 

hear them, when the band plays. So I have been taking interest in football because 

my husband loves football but I have not really taken interest in it, I really don’t 

understand the game. So I am trying to listen more and pay more attention to 

whatever is occurring on it.  
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Peter took up travel after his retirement and travelled with his wife as a retirement gift, 

I retired in 2011 and my wife passed away in 2012 January, so that year we did a 

lot of travelling and we went down to Kansas a couple of times, we went down on 

a cruise to South America, going round on a ship for 20 days and you know this 

was our retirement gift and stuff like that.  

 

Furthermore, Sarah wrote letters to her friends and family members. “I do a lot of letter 

writing for people, I also write to my grandchildren at least once a week and my children 

as well although they are adults”. She also stated, 

And my letter writing is a big thing I find that is a good therapy or whatever 

because you can tell people what you’ve been doing and tell them what you think 

they might like to hear about, you know like our grandkids we try to tell them that 

we have a bunny running through our yard for quite a few days. 

 

Abraham started tai chi and continuing education programs after the diagnosis of his 

chronic conditions.  He said, “But as far as being active is concerned, I come to CRC 

three times a week, I walk other times, I take tai chi now and I have my family in town 

here so I am very fortunate that way”. He also mentioned, “Another activity we started 

recently is back to continuing education. We go to the [continuing education center] and I 

am taking ancient India history”.  

4.4.2. Participating in previous leisure activities. In addition to adopting new 

activities, participants reported continuing engagement in ongoing leisure activities.  

These activities were consistent with previous and ongoing interests, skills, and/or 

relationships. In order to avoid being idle, most of the participants adopted different 

activities to fill their days, especially since they were all retired. Abraham stated, “I think 

I adopted a lot of that before I knew I was sick, I have never been one to sit around doing 

nothing, there is always something”.  
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Sarah continued in gardening although she had to modify it as a result of her knee 

osteoarthritis. Also, as an organist she continued to attend concerts and listen to music 

even though she was not able to play the organ as a result of her osteoarthritis. “I am an 

organist and I like to go for anything that is related to that but now I can’t really play the 

organs because of my legs, my hands as well, I have arthritis in the hands”. Peter returned 

to golf, which he stopped for a while as a result of his wife’s illness. “And I golfed, I 

stopped golfing for about 10 years because of my wife’s illness, I had to spend time with 

her but in 2012 she passed away so, it sort of freed me up again, to pursue health 

activities”.  

Two participants pointed out that they increased the amount of time they spent 

engaging in lifelong activities, particularly reading, since the diagnosis of their chronic 

condition. John increased his reading habit and limited his television watching. “Well, I 

read quite a bit, I read, I watch limited, I don’t watch a lot of television, I like to watch 

sports on television and news other than that not too much television. He also stated, “I 

read more now than I used to”. Joy also said, “And since January 1st 2015, I have been 

unemployed. So yes, more reading, and I do watch sports, in particular baseball only 

during the day. I am not a big watcher, I am a reader”. She also played games on her 

phone. 

Several participants continued to volunteer as well.  John described his various 

volunteer roles within the community.   

I do volunteer work for a couple of organizations, hospital heart foundation, we 

hang pictures in all the health care facilities in Regina and I enjoy that. Then I am 

a member of a club and I do volunteer work there, we sponsor high school 

football and do that sort of thing.  
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Similarly, Isaac also spoke of his ongoing volunteer commitments: “I volunteer on the 

advisory committee of the [community agency] which is right there at Moose Jaw”.  

However, Abraham alleged that while he continued to volunteer, he had reduced his 

commitments: “I do a lot of volunteer work within the community and that is still there 

but not to the same extent”.  

Participants continued to participate in social activities. John’s social life was not 

as active as it used to be but he was satisfied with it: “My social life particularly is not as 

active as they used to be but it is active as I want it to be”. The majority of participants 

went out for dinner with family and friends. Joy said, “…I meet my friends for dinner or 

tea during the day”. Sarah said, “I like to go shopping, baking, traveling to visit our 

daughter and grand children and also (pause) oh spending time visiting with friends”. 

Some participants went to movies, concerts, and football games with their family and 

friends. Abraham continued in other activities in his free time, “My free time, yeah, I 

keep busy, I play bridge, I play crib, I shoot pool, I have my exercise times, I belong to 

organizations … and things like that”. He also said, “I have played bridge for 30 years, I 

just got a little more serious now than I was before”. Isaac stated,  

Well I like to go to the Globe Theater; it’s a professional theater so it is very 

good, really good. It’s a season ticket, my daughter goes, now my sister and her 

husband have moved to Moose Jaw and they are going and another couple from 

Moose Jaw that I used to work with, so we have a little group that goes together. 

 

John reported, “Yah, I do something like that and go to symphony, you know shows like 

that and occasionally movies, things like that”. In addition to maintaining their social 

activities, some of the participants also continued to improve their computer use. Peter 

said, “I am active now, I do a little sitting around on chair and look at the computer, I will 
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watch sports on TV and if there is nothing else on that I will watch a movie but, that’s 

basic”. John stated,  

My computer skills are somewhat limited but I spend some time on the computer 

doing some task, you know banking and that sort of thing. But I enjoy a little bit 

of that, but I will not sit in a computer two or three hours a day. 

 

Travel was another activity that most participants engaged in. “So, in 2011 after 

my wife passed away, I went for a holiday in Ethiopia, so I spent two months there and I 

went back”. (Isaac). Sarah said, “When we were looking after my mum we took weekend 

trips instead of going anywhere far”. Isaac also asserted that he has often engaged in 

travelling and he continued even after his diagnosis.  

No, I have been doing it and I just carried on. I have been traveling for quite a few 

years actually and the consulting business and what not; I have been doing that 

since I retired. I retired in 2002, and diagnosed 2007. 

 

4.5. Leisure innovation triggers 

The participants had different reasons for adopting new leisure activities. Leisure 

innovation catalysts are the factors that triggered the interest of the participants to engage 

in leisure activities. These factors are classified as external, which refers to those that are 

stimulated by outside forces, and internal, which includes factors that come from within 

the individual.  

4.5.1. External factors. Participants selected some new leisure activities due to 

external factors. Participants reported having increased time as a result of retirement, 

doctor’s recommendation, and leisure engagement with family and friends as reasons for 

engaging in new activities. 

4.5.1.1. Increased time as a result of retirement. A number of participants 

adopted new activities because they were retired, which led to more time at their disposal 
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to engage in new activities. Peter stated, “I adopted these because you know, because my 

career was over with and changed. It is not because of ehm, the illness”. He also pointed 

out that he preferred being active to being idle. “I am not a person who sits around doing 

nothing. If I do it I will fall asleep. I get bored very easily”. Retirement gave Joy extra 

time to read, “With my job ending at the end of December, I’ve been retired, forced 

retirement I am thinking because I am 68. And since January 1st, I have been more or less 

reading more because I am at home now”.   

4.5.1.2. Doctor’s recommendation. Most of the participants engaged in new 

leisure activities as a result of the recommendation from their doctors. Isaac said, “Well, I 

guess the main one is coming here and that was the recommendation of my doctor and it 

turned out to be a good thing to do…” Sarah also affirmed, “The gym, ehm, the 

cardiologist recommended that I participate. But it requires a considerable amount of 

time and I found it hard to get into it”. Joy stated that after her surgery, one of the health 

care providers told her to attend the CRC. “They performed the stent and I was released 

from the hospital on that Tuesday.  Before I left one of the doctors came to see me and 

suggested that I attend CRC”. 

4.5.1.3. Spending time with family and friends. Engaging in activities with 

family and friends also triggered the participants’ interest in new activities. Isaac attended 

football games with his son. He said, “Yes, I have season tickets for it, my son goes with 

me whenever he is in town”. Sarah was encouraged to participate in the exercise program 

because her husband volunteered to join her. She said “I decided the exercises were 

probably good and my husband said that he wants to get into an exercise program again 

too, so with the two of us coming at the same time, it works out good”. Being part of her 
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grandchildren’s lives also motivated Sarah to engage in new activities. “Then for the 

football, really the pure joy of knowing that our grandchildren are participating in these 

activities and to let them know that we are interested in what they are doing”. Abraham 

reported that his son gave him an opportunity to engage in tai chi which he always had 

interest in.  

Tai chi is one thing I have always wanted to do and I procrastinated it. My older 

son for my birthday bought us lessons for it, so we have to more or less have to go 

and eh, we are enjoying it, it’s a good activity. 

 

Isaac maintained his family tradition of hunting. “I grew up in the south west part of the 

province, I have kept the house up there that I grew up in and I like to go up there and 

stay and do a lot of hunting”. He hunts with his son, which encouraged him to continue to 

participate despite the stress of his chronic conditions. “The season is started on the 15th 

of September, and my son is part of my train, he is a key hunter as well”. Abraham 

started continuing education as a result of his relationship with a professor.  “Why? I 

don’t know it’s just that I know the professor and I wanted to attend.” 

  Abraham’s responsibility to his leisure group was a positive drive to engage in 

leisure activities, “I have my serious bridge and I have got my fun bridge. People play 

within the building and I am in charge of it, no I keep busy”. 

4.5.2. Internal factors. The participants also adopted new activities for intrinsic 

reasons. Their personal interest in the activities, the desire to improve their health and the 

influence of age all acted as internal triggers to adopt new activities.  

  4.5.2.1. Personal interest. Some of the participants engaged in new activities 

because they wanted to challenge themselves. “So, I am doing these on my own just 

because I feel like doing it and I wanna challenge myself, that’s all”. (Peter).  Abraham 
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adopted new activities because he wanted to do so; he believed that his health challenges 

had no effect on his choice of activities. 

I can’t really remember any difficulty starting new activities, because I started 

new activities because basically I wanted to, it wasn’t health that said oh you got 

to do this now. Because I was always very active, community wise, physically 

wise, mentally wise, work wise, so no I can’t say that I have any troubles adopting 

new activities. 

 

4.5.2.2. Desire to preserve health. The desire to be active and to improve their 

health was one of the major triggers of leisure innovation for most of the participants. 

Peter was concerned about maintaining his kidney filtration rate and this triggered his 

participation in physical activities.  

I can’t imagine that if you have been told that if you don’t stop your kidney 

filtration problem that you can end up in dialysis, I am sorry I am not interested in 

that sort of thing. So, you work hard to get to not do it. I don’t want dialysis, I 

don’t want dialysis. 

 

Sarah also said,  

For the gym, I guess mostly to improve blood circulation and get active. I have 

always been active you know, walking up and down stairs and doing things all the 

time but I guess it is not the right kind of activity that I probably should be doing.   

 

Joy believed that not being active might lead to different types of illnesses.  

 

Because I could go home and sit and read for hours but that is not a good thing. I 

know now that I have to get up and go out and go for a walk because sitting is 

what is not good for a person because that is when all the diseases will be happy 

to live in the body that doesn’t do anything. 

 

The health benefits that Sarah would obtain from engaging in leisure activities triggered 

her interest in adopting new activities.  

And I thought you know I can’t do exercises, the thought of that made me think I 

can’t do it. You know, I had to start thinking about the health benefits; I should be 

doing something active because what I am doing is not going to improve the 

situation. So I phoned a staff of CRC and said to her, I will come and eh, my 

husband said that he will go and do exercise too. So with the two of us coming, if 
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one doesn’t want to come, then the other is pushing the other to come. And it is 

only three days a week, so it isn’t that hard really. 

 

4.5.2.3. Positively influenced by aging. Most of the participants believed that 

aging triggered their adoption of new activities. Abraham said, “I don’t know if I made 

changes or age made changes. I guess they do pair up to a certain amount”. Abraham 

stated during the focus group discussion that what they consider “normal” now is 

different than what was “normal” prior to their chronic conditions. “I think what is 

normal is what we do now but we were normal, what is normal 10 years ago is not 

normal today”. He further stated that they had to adapt to their conditions and become 

active, “And we adapt to that and then… we are active, in fact we are going to tai chi 

after”.  Joy however reported that they maintained their previous activities, “And I think 

for our age group, we are not going to go out and start skydiving, you know just because 

you want to… you know what I mean, we pretty much maintained what we did before”. 

Peter had this to say about the adoption of activities, 

… I have increased my activities since I retired, you can imagine sitting behind a 

computer hour after hour after hour and now I don’t sit behind the computer, 

maybe half an hour at a time, but I am on the go. So I can’t say it has limited my 

activities, so if anything my retirement has increased my activities. 

 

4.6. Outcomes of leisure engagement 

With the internal and external factors that prompted the participants to adopt and engage 

in leisure activities came the benefits from engaging in those activities. Some of these 

benefits are improved health, opportunities to socialize with other people, enjoyment, 

mental and emotional well-being, maintaining mobility, satisfaction and rest.   

4.6.1 Improved health. Participants felt that engagement in leisure, especially 

physically active leisure, contributed to improvement in health.  For example, John 
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believed that his participation in exercise programs helped his health, especially in terms 

of weight maintenance, “I think it helps, it is hard to assess; I mean if I wasn’t doing, I 

will be gaining more weight and probably be losing my abilities to do things”. Peter also 

reported that he lost weight since the adoption of new activities. 

(Long pause)… I mean I feel much better, when I started this I was close to 210 

pounds. Right now I am in the scale of less than 190. So I have lost about 20 

pounds and it is keeping on. For my size, I am big boned, the 210 was still a little 

high but right now, I don’t get lectures from the doctors per week anymore. 

 

John also believed that the new activity he started in CRC has helped his heart condition. 

“I feel okay, I don’t have any shortness of breath, and I don’t have any excessive fatigue 

or anything like that. But I think my heart feels kind of normal”. Abraham stated that his 

health condition prevented him from participating fully in leisure time physical activities 

at first but he gradually increased participation.  

My physical condition just could not allow it, we built it up, I try, you never know 

there is a damn thing wrong and that’s the way I feel. That I could thank from 

activities, all activities. I am just a better man for it. 

 

Sarah also believed that her participation in physically active leisure helped to improve 

her heart condition. When asked…, she responded, “Ehm, I think probably, the cardiac 

issues because I think that just getting more blood pumping into my system, you know, I 

guess doing activities that will promote a healthy heart and body”. Abraham believed that 

his leisure activities had improved his heart condition and controlled his diabetes, “I don’t 

know if I can separate it, I know my heart has improved a lot. My diabetes is under 

control, so I don’t worry about, I watch for swollen leg…and the rest…” He and his 

cardiologist believed that improvements in his heart condition were due to engagement in 

leisure activity. “It’s improved, there are a lot of things I couldn’t do and even the 

cardiologist said it’s a miracle. He said that I wouldn’t recognize the heart today that 
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came to me years ago and the activities are 100% necessary”. Peter’s filtration rate had 

been normal and as a result he believed engaging in leisure was helping him to maintain 

his health, 

Well, it does according to what the doctors said to me, I have filtration rate and 

my kidneys is say around 24 or 25, that’s about 10 points above dialysis but it’s 

been like that for the past two to three years now. It hasn’t gotten better, which is 

not expected to, but it hasn’t gotten worse.  I guess what I am doing is working. 

 

Some of the participants reported that participation in leisure activities helped to reduce 

their blood sugar level. Isaac stated, “Well, I guess it may be too early to tell. I can notice 

quite a drop in my sugar level, so it is a very positive thing I must say”. 

Engaging in new leisure activities led to feeling better and increased strength and 

mobility. Sarah said, “I would say, the social aspect, plus, getting stronger and feeling 

better”. She also said, “I am feeling better, my husband even notices that I am able to do 

more at a time now than I was able to do. So, I think that it has been beneficial”. Isaac 

stated leisure helped to keep him moving. “I am sure it helps to keep me mobile”. 

Similarly, Abraham said, 

What benefits, everything my health, when I first came to CRC here I could not 

walk the length of this building. My physical condition just could not allow it, we 

built it up, I try, you never know there is a damn thing wrong and that’s the way I 

feel.  

 

Abraham felt sluggish and unhappy if he did not engage in physically active leisure,  

Like I said, I have always benefited from physical activities, I feel better. If I 

don’t do them I get very sluggish, I am not as happy, I am not as thoughtful, I am 

not as alert and I think the activities, it just makes life a lot better. 

 

He also attested that the activities have become part of his life, “I feel better, I think clear, 

if I miss a session in the CRC here, I feel sluggish. So, it’s become a part of my life”. 

Isaac also pointed out, “I find this as a very good thing for me to do. I feel a lot better for 
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doing it”.  Joy also stated that her overall health has improved, “I am thinking everything, 

my overall health and wellbeing, it has helped, my new leisure activities indeed". Peter 

said, “I mean sincerely speaking; it did help me feel better. I guess you probably feel 

better because it has improved your health”.  John mentioned that attending the cardiac 

rehabilitation program made him feel better. 

I think the CRC helps, the activities here, the programs is set up for has helped us 

quite a bit. You know general activities, you know being active that sort of thing.  

Instead of sitting in front of a TV all day long or something like that, I like to be 

as they say active that keeps me better. 

 

4.6.2. Enjoyment and Satisfaction. The participants derived joy from engaging 

in most of the activities that they adopted. For example, Isaac talked about the enjoyment 

he experienced as a result of adopting leisure time physical activities. “The exercises I 

feel is good for me and I kind of enjoy doing most of it, you know”. Similarly, Joy said, 

“And then I joined the CRC exercise program and that was just amazing”. Isaac reported 

that going out with his family and friends was enjoyable for him, “Going to the theater 

with my friends and family is pure enjoyment for me. We always go to the diner first 

before the theater”. Abraham said, “It just allows me to enjoy the things I want to enjoy, I 

don’t worry about them”. John said of his leisure activities,  

I find them interesting for various reasons. The biking is nice, I like to get out in 

the park and see nature. You know, I watch birds, when I go out for my bike like, 

sometimes I stop, sit on the bench, watch the geese and the birds. I find that quite 

interesting when the weather is nice. 

 

Isaac enjoyed going to the theater. “Well, I just really enjoy the theater, it is much better 

than going to the movies or something and that has always been of interest to me”.  

For some participants, engaging in new leisure activities got them out of the 

house, “Well, I guess the main one is coming here and it turned out to be a good thing to 
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do, it works for me and it is good. It gets me out of the house” (Isaac). Abraham also 

said, 

It just enriches everything. As I said, you get up a certain time in the morning and 

you start to go and at the end of the day you let a big sigh, and you go to bed, and 

it’s been a wonderful day and you thank God for another one. Again, it just 

enriches everything, I am much a better person all round for it.  

 

Peter avoided medical treatment that could limit his participation in golf, which was very 

meaningful for him. 

I keep telling myself I should go, but they gonna tell me I need knee replacement 

and I will tell myself, I wanna go golfing and how long will that take me to get 

the knee replacement before I can go golfing again. 

 

Some of the participants also derived satisfaction from engaging in leisure activities. 

Isaac said,  

I never wanted to do anything different, I like my work a lot. That’s why my 

family and some of my friends keeps asking me why do I keep getting involved in 

these consulting jobs. You know I am not doing it for the money or anything but 

it is more for the satisfaction that I am doing it. 

  

Sarah also indicated that engaging in new activities motivated her not to give up. “It kind 

of motivates me to keep going”. 

 4.6.3. Cognitive and emotional well-being. Participants reported that 

engagement in leisure had a positive impact on cognitive and emotional well-being.  

Isaac’s consulting job helped to keep his brain active, “Well, I guess the exercises makes 

you feel better, you know a little bit of consulting work keeps my brain active”. Sarah 

agreed that the exercise that she engaged in helped her mental health. “I feel that the gym 

has really helped. So I really think that just the mental thoughts, like I can do this”. Joy 

also stated, “Mentally I feel stronger and more confident”. Joy noted that engaging in 

new activities increased her confidence, “But since coming to the CRC, I have gained a 
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lot of confidence. Now I am not afraid to do anything”. Sarah explained that engaging in 

new activities with others who are also living with chronic conditions helped her to know 

that she was not alone and that others may experience even greater challenges than she 

does. 

Yes, it makes a pretty big difference when you find out that there is a lot of people 

that is way worse than you are, know you, you just look around and you see other 

people and you think that you are pretty lucky. There is always somebody that is 

worse there than what you are, so I try not to complain too much.  

 

Engaging in new activities helped Joy cope with the depression that arose as a result of 

her health condition.  

I was so happy to go because I was then getting depressed, number one about 

losing my job, number two about my health issue and I think that was top and 

foremost at the moment as far as the depression went.  

 

She believed that leisure time physical activity has helped her depression. “The exercises 

have really helped the depression”. It has also reduced her anxiety, “It lessens anything 

anxiety, not that I am anxious anymore, I was at the beginning, having the stress and the 

anxiety of my condition, of my loss of job but now I am pretty cool”. 

4.6.4. Rest. Participants reported that taking a break allowed them to recover from 

strenuous leisure activities. Isaac stated, “Well, after the exercise session here, I always 

feel a bit tired, I have a little nap and what not, it’s a good thing too”.  Sarah tired 

sometimes after the day’s activity but as she spent more time working out, she was less 

tired when she came home. 

Sometimes, I feel energetic and sometimes really tired. Again I said it depends on, 

sometimes you come and you are already tired and you go home more tired. But 

most days, I used to have a rest pretty much every afternoon and now I hardly 

ever lay down, so it’s really made a good improvement I think.  
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4.7. Leisure limitations as a result of chronic conditions 

Regardless of the benefits the participants enjoyed from their leisure activities, they also 

encountered some challenges as a result of their chronic conditions. These are: limiting 

activities as a result of pain, Limiting activities due to reduced energy and strength, and 

limiting activities as a result of heart disease.  

4.7.1. Limiting activities due to pain. The participants reported that pain from 

their chronic conditions limited their leisure engagement. John has leg pain that emanated 

from claudication as a result of his heart disease. This leg pain limited his activities such 

as walking and jogging. He said, “For now, I have pain at the legs, because I have 

claudication, narrowing of the arteries and the blood supply is limited. And if I walk, if I 

do a lap, around there my legs are pretty uncomfortable”.  Concerning his activities he 

said, “My activities are somewhat limited because of the legs, I used to jog quite a bit and 

then subsequently I started to walk but that is more difficult”. He stopped most of his 

physical leisure activities as a result of his diagnosis. “I used to cross country ski, I used 

to hunt, walk, those are some of my hobbies, Yah, they used to be but I don’t anymore, 

because of my diagnosis”.  

Similarly, Peter had knee pain as a result of osteoarthritis. This hindered his 

participation in leisure activities. “I mean I don’t feel I need to do any other activities, 

sometimes I think I probably do too much. I have some knee problems; both of my knees 

are not very good”. Peter would have loved to engage in more leisure activities if not for 

his knee osteoarthritis. “Yes, it does, I will like to do more but it hurts. And it is in both 

knees. It is more in my right knee”. Sarah said that she is unable to bend her knees as a 

result of knee osteoarthritis. “Basically, I just try to do what I can do but I really can’t 
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bend my knees, so I always bend over from my waist, everything which is a bit harder”. 

This hindered her engagement in gardening, “Yah, I think that’s it, and then gardening 

because I am unable to get down on my knees”. Sarah stated that she had to stop driving 

as a result of the pain in her knees, 

I don’t drive the car anymore because my leg hurts when I drive. I use to be so 

independent when I could just take the car and do whatever I wanted to do so it a 

little bit harder that way. But, you know, you just cope with what you want to do. 

I can’t make my knees feel worse every day by driving because it gets so stiff, 

whatever. It’s one thing when you are on the highway, when you can set the 

cruise control but when you are driving a lot in the city, you’ve got a lot of brakes 

and everything else to do. So I chose not to do that.  

  

Despite Sarah’s knee replacement, she was still unable to provide care for her mother 

because she was sitting more and had to depend on her husband to help her. 

And elm, we were looking after my mum for about four and half years before she 

died but when I was really sick, it was quite hard and after my knee replacement, 

it took nine months of physiotherapy and whatnot to even get me really walking 

very well. So my husband had to again help me to look after her and like I said, I 

guess that time I was probably sitting more.  

 

4.7.1.1. Pain from engaging in strenuous activities. As a result of the pain from 

engaging in strenuous activities, Sarah decided to stop those activities, “Just the odd time 

that I get a little bit of pain when I do any strenuous thing at home but then I stopped 

doing it because I know that I don’t want any more problems”. She had difficulties with 

lifting heavy objects, “Well, just lifting, you know carrying anything that is heavy which 

I really shouldn’t be doing anyway because of my knees. It becomes a complicated 

business with you know, the arthritis and everything else too”. Joy also described her 

difficulties in lifting weight as a result of shoulder osteoarthritis. “… I have to be careful 

especially with my shoulders, I can only work, push weight at a certain level. There is a 
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machine there that I cannot use because of my shoulders”. Isaac ceased participation in 

some of his leisure activities because of his limited walking,  

Well, I guess the type of hunting I like to do requires a lot of walking, climbing 

around the country. So, I find that I don’t do that as quite as I use to do. I don’t 

get as much as I used to like to do. 

 

4.7.2. Limiting activities due to reduced energy and strength. Several participants had 

reduced energy and strength as a result of their chronic conditions. Isaac reported that he 

found it difficult to climb hills as he did before his diagnosis because of reduced strength. 

I guess if someone tells me to go and walk across the valley, I will find it a big 

deal, you know it might be a bit of a challenge to me. I use to be able to walk and 

climb the hills that were one of my strengths I think; now I can’t do it.  

 

Some of the participants stated that the chest pain and exhaustion that arose from their 

chronic conditions reduced the speed with which they completed their normal tasks. 

“And then, due to chest pain, the exhaustion made it unable to complete that I have been 

able to do quickly before or even to do some simple tasks, they became a real challenge” 

(Sarah). Sarah also mentioned, “Like I first noticed that when I am baking, cooking or 

doing stuff like that or vacuuming, and then gardening too, I become so exhausted and 

have chest pain, I just have to quit and rest for a bit”. Abraham similarly reported slowing 

down and feeling tired, “It just slows me down a bit that’s all. It takes me a little longer to 

walk from point A, to point B because I puff quite a bit. But I still walk from point A to 

point B”. One participant also reported a reduction in energy and subsequently in leisure 

activities due to side effects from chemotherapy.  Isaac had to put his vacation on hold 

because of his chemotherapy and radiotherapy sessions following his cancer diagnosis.  

Then I went 2012, 2013 and in 2014 I was in chemo and so I couldn’t go. But I 

went again last year. I spent this past February and March there in Northern 

Ethiopia and I am hoping to go again next year. 
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Chemotherapy reduced Isaac’s participation in activities, “Yah, The chemotherapy has 

slowed me right down; I didn’t want to do anything. I was very, very lackadaisical which 

was sort of unusual. I like to be active and about but I didn’t feel like doing that at all”. 

He also said, “Well, yes as always something else coming up that interferes, you know 

like the chemo and the radiation. I found I just couldn’t have the energy to continue. For 

months I just couldn’t participate in activities anymore”. 

4.7.3. Limiting activities as a result of heart disease. Most of the participants 

pointed out that their heart condition interfered with their leisure activities following their 

diagnosis. “At the beginning, the heart condition interfered with my activities and as I got 

stronger physically and mentally here at CRC, I don’t find it interferes with 

anything”(Joy). Joy also attested that she was afraid to carry out some activities 

subsequent to her diagnosis.  

I am good, elm, at first I was hesitant because I felt like I didn’t know my body 

because it is a surprise to have this happen to me. So it sort of stopped me in my 

tracks and then I was afraid to take a step. 

 

4.8. Coping with chronic conditions.  

The participants identified several ways of coping with their leisure limitations and the 

stress of their self-management protocols. They did so by adjusting their lives to 

accommodate their health conditions. As well, they were able to process the emotions 

that arose as a result of the stress from their chronic conditions.  They strived to find 

meaning in their everyday life and to integrate the illness into their daily life. 

4.8.1. Adjusting. The participants were able to accept their chronic conditions 

and live well with the effects, such as pain. They adjusted by substituting stressful 

activities with less stressful ones and accepted chronic illness as part of aging. They also 
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modified their activities. As a result of these adjustments, participants were satisfied with 

the level of their activities. 

4.8.1.1. Absence of self-pity. Most of the participants were able to adjust to their 

chronic conditions by dealing with self-pity and accepting the illness as part of their lives.  

“I have never really felt any stress, I have never said why me, you know or poor me or 

something like that. This is the way things are, this is the way we react” (Abraham).  

Abraham also said, “So I don’t say oh my goodness, I have a bad heart, I can’t do this….I 

watch my diet and do the things that my physicians tell me to. It just keeps me going”. 

Isaac chose not worry about his chronic conditions but to live with them. “Yah, I decided 

that I am not going to worry too much, it has happened you know”. Sarah noted that 

receiving her diagnoses helped to ease her worried mind and she was better able to accept 

them. “Okay, I worry less about my cardiac problems now that they’ve been diagnosed 

because I felt that there was something more wrong with my heart”.  During the focus 

group discussion, Joy noted that she could cope with a great deal, “We realize that life 

still goes on and we can cope with everything”. 

4.8.1.2. Balancing pain and leisure. Many participants adjusted to their chronic 

conditions by finding a balance between engaging in leisure and accommodating the pain 

they experienced from their chronic conditions. Sarah explained that she was able to cope 

well in spite of her reduced performance. “As far as coping with it, I am always busy and 

active, they sort of slow me down for both my heart and knees and legs”. John was still 

able to walk round the track during his cardiac rehabilitation program despite the pain 

from his claudication. He stated that the pain goes away after 15 to 20 minutes of walking 

which allows him to adjust to it. 
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I think I cope with it fairly well, I mean little, my legs bother me for a little while 

but after 15, 20 minutes or something like that, I still feel that is one thing with 

claudication, you know, I walk around the tracks and I know my legs are quite 

bad, 5 minutes later, if I am not doing any activity they are ok, which is a 

blessing. 

 

Joy managed her arthritis in her shoulder and neck. “I do have arthritis in my lower neck; 

I probably have in my shoulder, so I just work with that”. She takes care to prevent pain, 

“I compensate. I don’t over work my arms or my shoulders”. Joy also mentioned during 

the focus group discussion, “We have wake up calls and slow down calls”.  These wake 

up calls served as reminders to participants to avoid pushing themselves to hard in order 

to adjust to the pain they experienced. 

4.8.1.3. Accepting chronic illness as part of aging. The majority of participants 

felt that at their age, they expected to be diagnosed with some chronic conditions and so 

they were more comfortable with their conditions.  This acceptance helped them to cope 

with the changes that their chronic conditions brought.  “I don’t have any anxiety or 

depression. At my age you have to expect that several things are gonna happen and it is 

not a surprise that these things occur, so I am comfortable with my situation” (Peter). 

Peter was not concerned about the intensity and length of time of his activities because of 

his age. “Not really, I get tired, but I am not a young man anymore, I am 73 years old. So 

it is no longer how it occurs that I am checking, not like you”. During the focus group 

discussion, Abraham stated, “You know I don’t know how much of the changes are 

attributable to the disease or how much is just seniority as you go along”. Sarah agreed 

with that, “very true, what is disease, how much is age?” 

4.8.1.4. Substituting and modifying activities. Some participants adjusted to their 

chronic conditions by substituting activities that aggravated their pain with less strenuous 



100 

 

ones. “So I ride a bike, that doesn’t seem to bother my legs as much as walking does” 

(John). These substitutions and adjustments enabled participants to maintain leisure 

engagement and experience the benefits. 

Several participants modified their activities so that they were easier to achieve. 

For example, John used walking sticks to aid his walking in winter as this helped him to 

keep his balance in the snow.  

But In the winter time I try to do a little bit of walking, when I walk I use the 

sticks you know walking sticks. I find that seem to kind of help because my 

balance is, again I feel that is not unusual, the sticks seems to help me when I 

walk. 

 

Sarah modified gardening to maintain participation regardless of the pain she experienced 

as a result of her knee osteoarthritis.  The pain made it impossible for her to bend from 

her knees to weed her garden.  She decided to bend from the waist to accomplish the 

same task. “I still try to do it, I bend from the waist and after a while…. It’s a little too 

hard but I really don’t like weeds so I am always out there pulling out the weeds as soon 

as I see the weeds”. Some participants noted that they don’t walk outside in winter 

because of the cold but go to the gym. Sarah said, “So in the winter, I basically don’t 

walk outside. So coming to the gym is a big plus because I make use of the track”. Peter 

used to walk during golf but he started using a golf cart, “Chronic kidney disease can 

cause fatigue but it depends, now I go golfing, I ride a power cart because I use to walk it 

but never ride a power cart but I don’t know if it is fatigue, age or just being lazy”. John 

made use of the exercise room where he lives in the winter as the cold weather and snow 

interfered with his activities.  During summer, he preferred to exercise outdoors.  

At the condominium we have an exercise, we have some good equipment, we 

have bike, treadmill that sort of thing in the winter time but I don’t use them in 
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summer time but in winter I go down and ride the bike a little bit and do a little bit 

of weights. 

 

4.8.1.5. Resting between activities. Another way participants modified their 

activities was to take rest in-between activities. Some participants noted that they broke 

up their activities like gardening and cooking into smaller tasks and gradually completed 

each task, especially when they found it hard to accomplish the activity as a whole. This 

way, they were able to complete each activity regardless of their chronic conditions. 

“Being adaptive being as we are, it doesn’t take long to adapt. I don’t have to run from 

point A to point B anymore (laughs), I still get there but it takes longer”. (Abraham). 

Peter stated during the focus group discussion, “We still do things, it might take longer to 

do them but I think we still cover the gap pretty well”. Sarah stated,  

Probably, I guess (thinking), standing is hard when I am cooking or doing things 

where I have to be in one spot at a time and so I try to I guess break up what I am 

doing so that I am doing them in small bits either. Or dividing them into couple of 

days instead of saying, I can do these in 2 hours but if I stand for 2 hours, my legs 

are really, really sore. So that will be the most modifications I have done, you 

know, trying to do them at a time with rest in-between.  

 

Abraham also mentioned during the focus group discussion,  

Yah, I think sometimes you slow down but I think mine is getting towards age 

too, and sometimes you don’t have anything that you necessary have to do, like 

this gentleman said, you have a rest if you are a little bit tired you know instead of 

pushing yourself on, you can carry on with the rest of the day. 

 

4.8.1.6. Feeling satisfied with activity level. Adjusting to their conditions led to 

participants to be satisfied with their level of activity. Some said that they did not want to 

push themselves beyond their abilities; however, they were happy with their level of 

achievement. John said, “Now I feel comfortable and I reached a level which I am 

comfortable with and I am happy with. I don’t want unnecessary push”. He also affirmed, 
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“I am comfortable and happy with the way I am and hopefully I maintain a reasonable 

good health”.  

The participants believed in themselves and in their abilities and this helped them 

to adjust to their conditions.  Belief that what they did themselves was useful helped them 

to challenge themselves and to increase engagement in activities. Abraham stated, “The 

human is such an adaptable being, what is normal? What I am now, this is normal, so this 

is the courage I got, this is the courage I play”.  

4.8.2. Processing emotions. Another way the participants coped with their 

chronic conditions was to process their emotions through positive thinking and having a 

positive view of life and leisure.  This way they were able to dispel negative thoughts 

about their chronic conditions and thereby cope better with their conditions. For example, 

Sarah was able to deal with the frustration that arose as a result of delay in her 

improvement.  She wanted to improve quickly, but her progress was slow.  She was able 

to deal with the negative thoughts, “You know, it was frustrating because I wasn’t 

improving as fast as I wanted to. But eh, anyway, eventually we got there…I guess we all 

lose patience sometimes and think we should be healing faster”. She also reported feeling 

grief as a result of her diagnoses, “But I know there were days that I feel really sort of 

down and tears will come to my eyes”. 

4.8.2.1. Positive thinking. Some of the participants had a positive attitude towards 

their health and their leisure engagement.  John was comfortable with his level of 

involvement in leisure activities and this gave him a positive outlook on his chronic 

conditions. “I think positively, because I feel that as I am doing something about the 

situation, you know I feel comfortable with what I am doing and that gives me a positive 
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take on things. I feel good about it”. Isaac believed that doing something that he enjoyed 

gave him a positive mindset. “It keeps you in a positive frame of mind if you are doing 

something you enjoy”. Joy felt stronger as a result of her leisure activity engagement. 

“Yes, I feel stronger definitely, I feel stronger in my core inside and my head, my brain”. 

She also said, “Mentally I feel stronger and more confident”. Abraham believed that the 

combination of his positive attitude and medication helped him manage the stress of his 

chronic conditions better. “Like if it wasn’t under control, and it’s all over the place, I 

might have more stress. Maybe it is a combination of the medications and the mental 

state”. Sarah affirmed that engaging in leisure activities helped her to be positive about 

her life and conditions. 

And I think the activities create positive thoughts and emotions for me because, 

you know if you are home all the time you will not sort of communicate with 

other people necessary as you do when you are out. You know I do like I said talk 

to people quite a bit, you know, keep in touch with family, know what everybody 

is doing but it’s really different when you get out and you are with other people at 

a different setting, you know. 

 

Sarah noted during the focus group discussion, “I don’t think we are suffering with our 

suffering, you are able to adapt with all your feelings and everything else, the same thing 

at a different age”.  Joy stated, “A gentleman came and said you’ve got heart trouble, 

enjoy your life, and slow down”. Abraham stated, “I started enjoying life; I probably 

enjoy life [more] now than I did”. He also mentioned, 

In my case anyway, this is the age side I guess, this is “me” time. I look after me 

more than I worry about anybody else, all my life I have waited for everybody 

else, did things for everybody else, blah, blah, blah. And I came to a certain age, it 

become my time. And that is the biggest change that I have had in my life. Its 

good, you learn to say know right, to do things.  

 

  Participating in leisure led to fulfillment. Participants were satisfied with their 

leisure engagement, which helped them to cope better with their chronic conditions. Isaac 
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said. “I guess it is a positive thing for me to do, because I enjoy that a lot and you feel 

like you had a good day at the end”.  

4.8.2.2. Positive outlook on life. In addition to positive thinking, the majority of 

the participants had a positive attitude about life which helped them to deal with negative 

events. They were thankful and appreciative about their lives and were able to focus on 

improving their health.  Isaac stated, “I don’t know, life is pretty good actually”. Sarah 

reported that she had to discover how to live with the stress of her chronic conditions and 

to find joy in the midst of the stress. “So I think that maybe I have to learn to live with 

less stress, to enjoy life, laugh as much as I can”. John pointed out that he is active and 

wanted to continue to be despite the stress of his chronic conditions. “I have always been 

fairly active and I want to be active as much as I can possibly be”. Most participants 

focused on improving their health and living a healthy life. “I think that you just focus on 

getting better and like you said, it feels like I am getting better” (Sarah). Joy perceived 

that nothing prevented her from engaging in leisure. “None, nothing stops me in 

participating in leisure activities, I am good, and everything is good”. Abraham 

mentioned that he did not feel stressed about managing his chronic conditions. “But it has 

just become routine now, so I do not feel stress from it because I do think I got it under 

control”. He also said, 

I have had the problem long enough, there is no problem after. Originally, the 

doctor said you have this, this is what we got to do about it and everything else 

and except that with the heart, they shocked away more than they did mean 

because here you are healthy specimen and all of a sudden you don’t want to 

think of them and eh, you can’t do anything unless it’s her idea and I said okay, 

this is what we’ve got, fighting is not gonna help it, so let’s go with the flow.  

 

Abraham pointed out the importance of appreciating their lives during the focus group 

discussion. 
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I am sure many of us have a lot of friends that we lost over the last several years. 

Of course that makes you appreciate your situation that much more, when you 

think of your friends that are not here any longer. 

 

He later said “we have to be appreciative of the things around us too” and “Like 

everybody else said, you cope with what you have and you get on to everything else that 

life has to offer”. Several participants stated during the focus group discussion that they 

felt that God had given them a second chance to life and so they had to make the most of 

it, 

I just sort of feel that for me when they found that I needed a stent and then I went 

into cardiac arrest, and when they got me back okay, then I felt that God has given 

me more time and I felt like I have to get on with life and do what I can do now, 

you know (Abraham).  

 

4.8.3. Meaning making. Participants found meaning in their lives despite the 

stress of their chronic conditions. Some found meaning through determination to live 

their lives to the fullest and enjoy every aspect of them. Others found meaning in life 

through the sense of accomplishment they experienced when engaging in leisure. Finding 

meaning in their leisure activities and in their lives generally helped them cope with their 

chronic conditions.  

4.8.3.1. Living life to the fullest. Participants reported taking pleasure in every 

aspect of life despite the effects of chronic conditions. This way life became more 

meaningful and enjoyable. Isaac declared that he lived an enjoyable life by engaging in 

leisure instead of being stressed by thoughts about his condition. “I think it probably 

lowers your stress level, keep your mind off, sitting there thinking that you might die or 

something, you know you just live life and enjoy it”. Abraham said that he was always 

grateful for a new day each time he woke up.  
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I don’t think my life is really changed very much really. You know, you get up, 

you say thank you God, I’ve got another day and I am going to use this day the 

best I can use it and you keep on going. 

 

Despite feeling tired, Peter stated that he enjoyed watching sports on television. 

I don’t really do much sitting around, I do when I am by myself and when I am 

tired you know, I get tired,  in my age I get tired but I sit around and I enjoy, I 

enjoy watching sports, I watch tv, like eh, I watch the baseball games, the football 

games and stuff like that. And if there is nothing around there then I will, I enjoy 

watching movies.  

 

Sarah also said during the focus group discussion, 

Yah, it’s just that sometimes I find myself coming down because of work, if I am 

having like a down day, it just affects my work and sometimes that is what really 

affects me a lot.  But I have just learned to as you said listen to my body and 

understand it and understand that it is not just work that defines me but I have 

other things in my life too. Like I have friends, there are other things. 

 

4.8.3.2. Finding meaning through leisure activities. Many participants found 

engaging in leisure helped them to find meaning in life. “Well, I think the exercise 

program helped me to, you know the fact that I can come and continue doing them, is a 

positive thing” (Isaac). Sarah derived pleasure from playing the piano even though she 

was no longer able to play professionally as a result of her chronic condition. “I used to 

practice for five hours a day but now if I can play for an hour, I am lucky. You know that 

is not intense practices but just for enjoyment”.  

The CRC afforded the participants the opportunity to socialize with other older 

adults and it became something to look forward to. Isaac said, “Well, it’s something that I 

always look forward to, to coming because some different people to talk to that I 

wouldn’t normally have anything to do with otherwise”.  He also stated, “And I enjoy the 

people, meeting with the people and you get to know the people, everybody has got 

something to talk about. So, we spend as much time visiting as we do exercising”. 
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(Isaac). Abraham attested that he felt good being around others during his engagement in 

leisure activities, “You feel good, you are with others, you are using your brain and your 

body is still a temple you got to look after it. So I think that’s probably a lot of… and 

people, people are good”. For Sarah, letter writing was beneficial as it afforded her the 

opportunity to tell people about herself, especially her grandchildren. 

And my letter writing is a big thing I find that is a good therapy or whatever 

because you can tell people what you’ve been doing and tell them what you think 

they might like to hear about, you know like our grandkids we try to tell them that 

we have a bunny running through our yard for quite a few days. Our grandson 

likes to hear about bunnies, and so there is a tiny little one like this hiding in the 

flowers and if you go near it, it hops out really fast. You know those little things.  

 

Isaac also mentioned during the focus group discussion,  

If you walk around the track and you are feeling down, somebody else walks up 

to you and says how it is going. It’s amazing when you talk out loud about it. It’s 

bad when you are there on your own.  

 

4.8.3.3. Sense of accomplishment. Being able to attend the exercise program in the 

CRC which was a tedious undertaking gave the participants a sense of achievement 

because they were able to execute these activities. They did not give up even when 

physical activity was difficult.  The participants attended the exercise program three 

times a week, so this became part of their lives and gave them meaning. “It gives you a 

sense of accomplishment that you are able to do those things. It is a positive thing to be 

able to stay on the program and do it” (Isaac).   Isaac further mentioned that one of his 

major reasons to attend CRC is to be able to walk so that he could continue to hunt.   

You know the other interest from the time I was young was hunting and what not. 

And I manage to; you know you have to be active. That is another thing that drives 

me to come, to be able to walk because I walk around and what not.  

 

During the focus group the participants described themselves as strong willed because 

they were able to attend the exercise class. “I think this whole group here are very strong 
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willed people, to exercise and keep exercising , you know you are getting stronger and 

you keep the disease over there”. (Abraham).  Isaac declared that the CRC is his main 

leisure engagement. “I guess this CRC center is one of the main, before that I didn’t have 

a regular exercise program, I try to come three days a week”. 

4.8.4. Integrating illness into daily life. The participants were able to incorporate 

their health conditions into their daily routine in order to live as “normally” as possible 

with their chronic conditions. Their chronic conditions did not prevent them from 

engaging in activities of daily living or instrumental activities of daily living.  

Participants viewed their conditions as part of their lives, which helped them to cope. For 

example, they were determined to continue with their leisure engagement despite the 

stress from their chronic conditions which led to looking forward to engaging in these 

activities. With help from their family members, they were able to achieve consistent 

leisure activity engagement, determination and focus to get the best out of their lives and 

daily pursuit of a healthy life. 

4.8.4.1. Help from family members. Some of the participants got assistance from 

their family members and this helped them to integrate the illness into their daily life. 

Abraham reported that although he lost his wife, he still had a supportive family.  

I lost my wife 14 years ago, I guess it was and eh, the family has kept pretty close 

tabs, some days are family day and they all appear and it is very good. So, I have 

a very caring atmosphere around me, I am certainly not lonely by any such 

imagination.  

 

Sarah also received support from her husband,  

But I know there were days that I feel really sort of down and tears will come to 

my eyes and my husband was. .. he went to all the physiotherapy sessions with me 

and try to do the exercises and he will do them. We spent like one and half to two 

hours, three times a day doing these exercises trying to make my knees get better. 
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Sarah obtained help from her spouse to accomplish her domestic chores. She worked as a 

team with her husband.  

And I think I will have to say that I have become dependent on my husband 

because of the problems. And then I think that since my husband’s retirement, we 

sort of work as team to get everything completed. He does some of the things that 

I can’t do, you know helps me if I need help. He helps me with the cooking; you 

know work together in the garden and do other kinds of stuff. I am too tired by the 

time I got through some of the jobs, so I have become somewhat dependent on 

him.  

 

4.8.4.2. Looking forward to engaging in activities. Participants were excited 

about engaging in leisure, which helped them to integrate their chronic illnesses into their 

lives. Isaac said, “Yah, I look forward to it, I look forward to traveling, I enjoy traveling, 

going to new places, exploring you know. Especially places like Afghanistan, Northern 

Ethiopia and what not which are so different from here”. This can also been seen in the 

belief that leisure helped to keep participants moving and prevented their chronic 

conditions from becoming worse. “Well, the exercises help in keeping me moving, like I 

can see that if I wasn’t moving I will be in a pretty bad way. The less you do, the less you 

wanna do you know, so it is a very positive thing” (Isaac). Sarah also affirmed that her 

focus every day is to be in the gym whether she is physically capable or not.  

Well I think I focus on getting to the gym to do whatever the activity is, whether I 

feel really well or not. Some days you feel… get out of bed ‘uh, I don’t feel so 

great today’. You know that Monday, Wednesday, and Friday you are supposed 

to be at the gym, so you can because you know that it is not going to physically 

hurt you, probably, you are just tired (laughs), and so, it does help you when you 

get there.  

 

4.8.4.3. Consistent physical activity routines. Despite the stress of chronic illness, 

most of the participants engaged in physical leisure activities daily. Even when the 

weather was not favourable, they found a way to engage in their activities. Isaac said, 

“Sometimes in the morning it is 30 below, sometimes you wake up 6 o’clock in the 
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morning, like outside it is snowing and cold and you say that you are not going anywhere, 

so it keeps you going”. John tried to be active every day. “So I try to do something pretty 

well almost every day, maybe one day a week but most weeks, I think I do about some 

physical activities daily”. Abraham reported having a full schedule, “My time is full; my 

children said they will have to pick appointments to see me. So I hardly sit home and I 

read a lot”. John also said that going to CRC which was the recommendation from his 

doctor helped him to get out of the house. When Isaac was asked about the effects that his 

chronic conditions had on hunting, he answered, “I think hunting is probably a good thing 

to do, to get out and walk around and spend the day out in the fresh air walking. You just 

have to be aware of it so that you don’t overdo it”. Sarah noted that going to CRC helped 

to her to be active daily. 

Oh, I think here at CRC made me more active on a regular basis and I try to even 

do a bit more walking, you know, wherever we go, we try to walk, even if we, 

like we park outside there, we try to walk. Initially we were parking inside when 

it was winter and then we said wow; we could park outside maybe a block or two 

to walk. At the grocery store, whatever, we park further way so that we can be a 

little bit more active. But like I said, the sidewalks surrounding our place are 

really uneven, they are not very good for walking so we don’t do a lot of walking 

around our place, sometimes we do, yeah.  

 

4.8.4.4. Daily pursuit of healthy living. Some of the participants became more 

knowledgeable about their chronic conditions and strived each day to live a healthy and 

stress free life. Sarah said, “Well, I think I am more aware of what causes heart disease 

and I am striving for a life that incorporates proper nutrition, exercising, less stress, trying 

not to worry about things”. Abraham stated that leisure engagement enhanced healthy 

living. “And it is good for your mental health. It has improved my thinking about me as a 

healthy human being”. Joy became more aware of the importance of diet and exercise. 

“Well, it definitely made me more aware of my diet and that exercise is very important”. 



111 

 

She mentioned that she engaged more in activities as a result. “Now, yes, I engage more 

in activities now than before my diagnosis”. Joy also gained knowledge about her health 

condition and how to manage it. 

With going to these classes I gained a little bit more knowledge and a little bit 

more understanding of my issue and also to see that I am not alone and that other 

people were going through the same thing and all worse, and so I started to feel a 

little bit better.  

   

  4.8.4.5. Determination and focus. Several participants were determined to 

improve their activity participation despite the challenges they faced subsequent to their 

diagnoses.  This was not an easy journey but participants were persistent until their health 

improved and they were able to engage in those activities without pain. Peter said,  

I think it was very hard; it was when I started here two years ago everything was 

very down. I mean like right now I am increasing my weights, one place is 30 but 

I am doing 42. I have added 10 to 12 more to it. I did this on my own but that is 

because I feel okay. 

 

Despite the urge to continue sleeping every morning, most participants were determined 

to wake up each day and continue with their activities regardless of the stress from their 

chronic conditions. Isaac said, 

I suppose there are times when you just don’t have the energy to get going and to 

take the morning off, you say to yourself that I need some more sleep. Sometimes 

you know you just have to force yourself. But I don’t take the morning off, I don’t 

do that often.  

 

Sarah stated that she was brought up to cope with any condition despite the challenges 

that she may be facing,  

I do, I do, because I guess that was the way my parents brought us up and it didn’t 

matter what you had, try to find ways that you can cope with it and still carry on 

to do as much as you can do.  

 

Abraham mentioned during the focus group discussion that he was determined to get the 

best from life notwithstanding his exercise level. “And I don’t think I do more exercises 
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as I used to and I don’t think I do less exercise but we are determined to get the best we 

can out of our life”. Sarah reported that she always had a reason for engaging in any form 

of activity. 

But I don’t really mind walking if I propose to go walking. You know but if I go 

to the mall, a lot of people I find that really don’t have a purpose for walking, if 

you are just going for a walk, I guess just the social aspect if you have somebody 

else to walk with. You know, but I don’t want to go into the stores everyday like 

some people maybe do after they have.  

 

4.9 Summary  

The participants consisted of older adults living with multiple chronic conditions. They 

attended CRC were they underwent cardiac rehabilitation for their heart conditions. The 

participants engaged in self-management protocols to manage their conditions and had to 

cope with the stress of their chronic conditions. They adopted new leisure activities and 

continued with some of their previous activities which helped them to live with their 

chronic conditions because the activities became a meaningful part of their lives. Several 

factors triggered their adoption of new activities and they experienced several positive 

outcomes as a result of their participation. However, they faced some limitations to their 

leisure engagement as a result of their chronic conditions. The participants were able to 

adjust to their chronic conditions and to find meaning in the midst of them through 

leisure. This can be seen in figure 4.1. 
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Figure 4.1. Leisure innovation in self-management of multiple chronic conditions. 
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                                                 Chapter 5: Discussion 

The findings of this study provide insight into how older adults living with multiple co-

morbidities experience leisure and the relevance of leisure innovation in their lives.  The 

participants discussed their views of leisure innovation and self-management of their 

multiple chronic conditions. They engaged in various self-management protocols such as 

taking medications, eating healthy and medical appointments. They also experienced 

changed lives and reduced quality of life as a result of the stress from their chronic 

conditions. However, they adopted new leisure activities that were triggered by both 

internal and external factors despite these challenges. They experienced positive 

outcomes from these activities although they expressed some limitations to leisure 

engagement as a result of their chronic conditions. Generally, they were able to cope and 

adjust to their chronic conditions and to live well with them. The topics that will be 

covered in this chapter are co-morbidities and self-management, leisure and chronic 

conditions, innovation theory, other theories of aging, and coping with co morbidities.  

Finally, practical implications of the research as well as future directions will be 

considered. 

5.1. Co-morbidities and self-management 

5.1.1. Chronic disease self-management programs. Current research has shown 

that Chronic Disease Self-management Program (CDSMP) participants had a 

considerably higher level of self-efficacy and physical activity participation when 

compared to those who did not participate (Kim & Youn, 2015).  Lorig et al. (1998) also 

reported that with the use of an arthritis self-management program, there was increased 

exercise participation, reduced pain and distress, increased confidence and the effects of 
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the illness improved. Similarly, the participants in this study attended a cardiac 

rehabilitation program that helped them to remain physically active and improve their 

general health status. The participants reported experiencing health benefits from 

engaging in the exercise program. For example, both Sarah and Abraham believed that 

their heart conditions had improved. Abraham also noted that his diabetes was under 

control. This suggests that participants derived several benefits from engaging in the self-

management program, supporting the work of Kim and Youn (2015) and Lorig et al. 

(1998).  

Several studies have reported a number of health approaches used in the 

management of chronic conditions.  These include blood glucose monitoring, medication, 

diet, physical activity and medical appointments (Ahola & Groop, 2013; CDC, 2011; 

Clarke & Bennett, 2012; Riegel et al., 2009; Tanner, 2004). Participants in this study 

used similar approaches. For example, Abraham took prescription medications 

recommended by his physician according to the instructions given to him. Peter 

monitored his diet carefully since the diagnosis of his diabetes and chronic kidney 

disease. According to Ahola and Groop (2013), self-management protocols seek to 

regulate blood glucose levels and good self-management seeks to decrease the side 

effects of diabetes and promote quality of life.   

5.1.2. Barriers to engaging in self-management protocols. Another issue of self-

management is the barriers to practicing the protocols. These challenges may include co-

morbidity, lack of knowledge of the chronic conditions, medications used for their 

treatment, physical restrictions, lack of knowledge, financial limitations, procedures to 

acquire care, lack of social and emotional support, exacerbation of one condition by the 
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management or symptoms of another condition, troubles with prescriptions, and 

devastating effects of a particular chronic condition (Bayliss et al., 2003; CIHI, 2011).  

For example, Bayliss et al. (2003) stated that symptoms of or lifestyle changes imposed 

by one chronic condition can hamper the self-management of another chronic condition. 

Also, Riegel et al. (2009) stated that individuals experience challenges in managing their 

conditions in the existence of co-morbidities. They noted that the occurrence of co-

morbidities contributes to problems with taking medication, nutritional observance, 

symptom checking, and decision making about how to manage co-morbidities. However, 

the participants in the present study did not report constraints of self-management of co-

morbidities.  Instead, they were able to deal with individual chronic conditions as they 

arose. For example, Isaac had a heart attack and years later was diagnosed with cancer.  

He treated the cancer and was then diagnosed with diabetes. Isaac was able to manage 

these conditions and was even planning a vacation. This may be because engagement in 

leisure helped him to balance and give meaning to his life. By adjusting one's lifestyle 

and “seeking normalcy in life through balancing the pursuit of meaningful activities with 

appropriate attention to illness needs” (Shulman-Green et al., 2012, para.16), individuals 

can incorporate their illness into their day to day routines.  

Holden et al. (2015) reported that the symptoms of heart failure, such as fatigue, 

shortness of breath, sleep difficulties, nausea and loss of appetite hindered physical 

routine (e.g., exercise, shopping, cooking). However, these symptoms were generally not 

reported by the participants in this present study because they improved their physical 

health through their leisure engagement. For example, John said that he does not have 

shortness of breath or excessive fatigue and that his heart felt normal, thus attending the 

http://www.annfammed.org/search?author1=Elizabeth+A.+Bayliss&sortspec=date&submit=Submit
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chronic disease management program helped his heart condition. Abraham stated that his 

health condition prevented him from participating fully in leisure time physical activities 

at first but he gradually increased participation. He noted that people do not know that 

there is anything wrong with him because of the benefits of leisure engagement.  

Lack of motivation has also been shown to be a major barrier to self-management 

of diabetes (Shigaki et al., 2010). According to Shigaki et al. (2010), their participants 

were more likely to test their blood glucose level and eat a healthy diet than exercise 

because they were self-motivated in those areas. However in this study, Peter noted that 

as diabetic patient, he works out twice a week, plays golf twice a week and on Friday 

nights, he goes dancing. He also took insulin four times a day and checked his blood 

sugar three times a day. Additionally, he decided to manage his kidney filtration by 

engaging in physically active leisure to avoid dialysis. He believed his own efforts were 

more effective than formal medical treatment as his conditions did not worsen, thus he 

was motivated to engage in physical activity to improve his health.  

Depression may also limit participation in self-management practices for heart 

failure (Riegel et al., 2009). Joy was depressed after the diagnosis of her heart condition 

because she was forced to retire, but involvement in leisure activities helped her to meet 

other older adults who were going through the same situation, so she was able to manage 

the depression. No other participant reported being depressed after the diagnosis of their 

co-morbidities. 

5.2. Leisure and chronic conditions 

The findings of this study showed that leisure is important in the management of chronic 

conditions. This supported previous studies in which leisure was reported to enhance 
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quality of life and lead to a greater life satisfaction among aging adults (Minhat & Amin, 

2012; Shubha & Titiksha, 2012). Also, leisure has been shown to be important in coping 

with, adjusting, and adapting to negative life events like chronic illness (Kleiber & 

Hutchinson, 2010). Janke et al. (2012) argued that the main type of leisure activity 

engaged by their study participants to attain improved health was leisure-time physical 

activity, which was also observed in this study. The participants in this study reported 

improved health in terms of weight maintenance, improved heart condition, controlled 

diabetes as a result of a drop in blood sugar levels, improved filtration rate and increased 

strength. Participants reported enhanced overall health and wellbeing as a result of 

increased engagement in leisure time physical activity.  

5.2.1. Motivation. Leisure is important in helping older adults living with chronic 

conditions to express themselves, increase their capacities and feel they are living full and 

meaningful lives (Hutchinson & Nimrod, 2012). The participants in this study also 

experienced leisure as a vital part of a full life.  For example, engaging in leisure 

activities helped John to achieve something every day. He also said that it kept him 

moving, therefore may have helped to prevent his chronic condition from worsening. 

Leisure has also been shown to provide a source of motivation to sustain ongoing efforts 

to cope with chronic illness (Chun & Lee, 2010; Guo, 2006; Iwasaki, 1998). The findings 

of this study supported this; leisure motivated the participants to manage and cope with 

their conditions. For example, Sarah focused on going to the gym every other day 

whether she felt up to it or not. She believed that exercise would not physically hurt her 

but help her to cope with her conditions.  Even when they did not have the energy to get 

going in the morning or when the weather was cold, they still encouraged themselves to 
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continue. This determination helped them to deal with the stress that accompanied their 

co-morbidities. Hutchinson et al. (2003) asserted that in difficult conditions, the ability to 

take on important, enjoyable activities serves as a source of motivation by offering new 

hope.   

Holden et al.’s (2015) participants experienced reductions in motivation, which 

led to problems getting up in the morning, reduced interest in life, and resigning to their 

health conditions. The reduced motivation was caused by decreased self-control, lack of 

interest in exercise, and lack of discipline with regards to healthy eating. Also, some 

researchers have reported that aging was seen as a motive to cease participation in 

exercise (Holden et al., 2015; Riegel et al., 2009). In contrast, the participants in this 

study saw age as a drive to engage in physically active leisure. Thus, the findings support 

Janke et al. (2006) who stated that aging does not reduce commitment to leisure 

activities, but age related changes such as health challenges may make it more difficult to 

engage in activities.   

5.2.2. Social relations. The participants lost some of their friends over the years, 

which led to greater appreciation of their situations. They felt that God had given them a 

second chance and they wanted to make the most of it, which entailed engaging in 

leisure. Loss of friends may reduce the number of individuals with whom one has 

traditionally participated in activities (Brown et al., 2008; Strain et al., 2002). In contrast, 

the participants of this study were able to make new friends with whom they enjoyed 

activities. They made new friends while attending the CRC since they meet at least thrice 

a week at the center and they discussed challenges they were facing as a result of their 

illnesses and how to tackle them. These relationships motivated participants to keep 
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going on days when they felt down. For example, participants looked forward to being 

around others during leisure engagement. 

5.2.3. Constraints to leisure engagement. Although participants were actively 

engaged in leisure activities, they also experienced several challenges that impacted their 

participation.  Kleiber and Nimrod (2009) stated that physical limitations, predominantly 

those connected to disability, injury and pain, can impact leisure participation. Similarly, 

the findings presented here revealed that pain limited the participants’ leisure 

participation. For example, John’s walking was limited as a result of leg pain. Some 

participants reported that reduced energy and strength restricted their leisure 

involvement. Sarah occasionally wanted to engage in leisure but did not have the energy 

to do so. Furthermore, Abraham found it hard to walk subsequent to the diagnosis of his 

chronic conditions because of the stress and the symptoms of the chronic conditions 

which were still recent. Other researchers have similarly reported that older adults with 

chronic illness may face physical limitations such as incontinence, pain, depression, and 

physical disability (Amarshi et al., 2006; Couture et al., 2010; Howard, 2004).  

Some studies reported external constraints to leisure participation as: lack of 

accessibility, time, structural barriers, climate conditions, transit problems, and lack of 

economical or material resources (Howard, 2004; Liechty & Genoe, 2013). However, the 

participants in this study did not experience any of these external constraints. When asked 

what prevented them from participating in leisure activities, they replied that nothing did. 

Therefore, apart from their health conditions, participants experienced few leisure 

constraints.  
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5.3. Innovation theory 

The findings of this study lend support to innovation theory of successful aging. 

Innovation theory states that the adoption of new leisure activities in later life may 

facilitate healthy aging through personal growth, interest renewal, identity reconstruction 

and increased sense of meaning in life (Liechty et al., 2012). Innovation theory has four 

major tenets (Nimrod & Kleiber, 2007). The first is that innovation is usually catalyzed 

by internal factors or by both internal and external factors (Nimrod & Kleiber, 2007). The 

second tenet is that leisure innovation offers occasion for individual growth, restoration 

of former interests and renewal of identity (Liechty et al., 2012; Nimrod & Kleiber, 

2007). The third tenet of innovation theory states that people are likely to be drawn to 

similar types of innovation activities that lead to either re-invention or preservation of 

self (Nimrod & Kleiber, 2007). Lastly, innovation theory proposes that adopting new 

leisure activities can improve older adults’ health (Nimrod & Kleiber, 2007).  

5.3.1. Triggers of leisure innovation. Both external and internal factors triggered 

the participants’ leisure adoption, supporting the first tenet of innovation. However, the 

participants had equal numbers of internal and external factors that triggered adoption of 

new activities.  The external triggers included: increased time as a result of retirement, 

doctor’s recommendation and spending time with family and friends. Campbell and Yang 

(2011) noted that external triggers are circumstances within the environment that are 

related to leisure innovation. The external factors reported by some studies such as 

increased income, additional opportunities, coincidence, and activity’s availability 

(Liechty et al., 2012; Nimrod & Kleiber, 2007) were not observed in this study. The 

internal triggers reported by participants were: personal interest, desire to preserve health 
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and positively influenced by aging. According to Campbell and Yang (2011) internal 

triggers are individual principles, behaviours and passions that are related to leisure 

innovation. Internal factors include attitudinal changes, interest, and yearning to 

participate in leisure activities for a long time, sense of freedom, a purposive life change 

or deliberate pursuit of self-identity (Campbell & Yang, 2011; Liechty et al., 2012). 

Hutchinson and Nimrod (2012) reported that their participants with chronic conditions 

took on new leisure activities as they aged.  Similarly, the participants of this study 

adopted new leisure activities to help them manage their chronic conditions. After 

diagnosis, they were advised by physicians to attend a cardiac rehabilitation class. This 

class became the foundation for their leisure engagement. The rehabilitation class gave 

them the opportunity to participate in structured physical activity and to socialize with 

other older adults with similar chronic conditions. 

The participants made a conscious decision to adopt new activities. For example, 

Sarah’s physician advised her to join the cardiac rehabilitation program, however it took 

the desire to improve her health and her husband’s decision to accompany her before she 

attended. Joy believed that inactivity would lead to poorer health, so she resolved to 

engage in physically active leisure. Peter’s goal of maintaining his kidney’s filtration rate 

led to being open to leisure innovation pursuits. Similarly, other researchers have stated 

that older adults can be open to innovation in their leisure pursuits; this involves a 

conscious decision or purpose (Campbell & Yang, 2011; Liechty et al., 2012; Reynolds, 

1997).  

In support of Liechty et al. (2012), some of the participants believed that aging 

triggered their adoption of new activities. For example, some participants reported that 
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they made changes due to their age and they were accepting of these changes, feeling 

comfortable with a “new normal”. People were motivated to continue leisure 

participation by social support provided by peer group members for older adults attending 

disability-specific group exercise sessions, the opportunity to discover ways to 

accommodate their illness and to evaluate themselves compared to others facing related 

problems (Hutchinson & Nimrod, 2012). Similarly, the participants of this study looked 

forward to going to the CRC because it gave them the opportunity to talk to other people.  

They felt a sense of social support and camaraderie by being able to engage with others 

who were experiencing similar symptoms and challenges.   

5.3.2. Innovation as an agent of growth, restoration and renewal of identity. 

The second tenet of leisure innovation suggests that it provides opportunities for personal 

development, renewal of previous interests and restoration of self (Nimrod & Kleiber, 

2007). Liechty et al. (2012) stated that the adoption of new leisure activities in later life 

may assist healthy aging through individual growth, interest renewal, identity 

improvement and enhanced sense of meaning in life. Hutchinson and Nimrod (2012) 

argued that their participants, regardless of their chronic conditions, wanted to achieve a 

sense of purpose and meaning in life. The participants in this current study were able to 

find meaning in life through engaging in meaningful activities. They noted that these 

activities kept them out of the house and engaged in life. For example, Abraham believed 

that newly added activities helped him to feel better, happier, and more thoughtful and 

alert. He felt sluggish if he did not engage in them. The activities became an important 

part of his life. Isaac also felt better after engaging in activities.  Joy had increased 
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confidence from participating in new activities; she noted that she was not afraid to do 

anything. Sarah said that engaging in new activities motivated her to keep going.  

Apart from Isaac, who continued to engage in his consulting work in addition to 

other new leisure activities after retirement, the participants did not engage in work 

related activities. However, they filled their days with leisure activities which helped 

them to be productive and manage their health conditions.  For example, Abraham said 

that this period of his life is about him; he had to take care of himself and enjoy his life 

because it had always been about others. This supported the work of Nimrod and Kleiber 

(2007), who stated that after retirement, leisure replaced employment and offered new 

opportunities to be useful and innovative and for personal development. Participants in 

this study selected leisure activities that offered similar opportunities (e.g., Abraham 

attended continuing education courses). Liechty et al. (2012) argued that aging is a stage 

for personal growth, satisfaction, and learning through leisure. They reported that chronic 

conditions might restrict activities that are available for innovation. However, older 

adults in this study stated that they were able to participate in any activity they wished.  

5.3.3. Types of leisure innovation. The third tenet of innovation theory states 

that people are likely to be drawn to similar types of innovation activities that lead to 

either re-invention of self or to preservation of self (Nimrod & Kleiber, 2007). Liechty et 

al. (2012) argued that innovation signified the discovery of new types of activities and 

taking advantage of opportunities. These two types of innovation activities, self-

reinvention innovation and self-preservation, were observed in this study (Nimrod & 

Kleiber, 2007). Self-reinvention is revealed in new activities that have nothing to do with 

the person’s history. Examples of these activities as identified in the findings were: 
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exercise class at CRC, dancing, listening to football games on the radio, traveling, letter 

writing, tai chi and continuing education. These activities signified new paths or 

responsibilities and recommended a modified understanding of the self and identity 

(Nimrod & Kleiber, 2007). For example, Joy also said that she was not involved in 

organized exercises all her life, however this new type of organized activity has helped to 

improve her health, including the depression she experienced after the diagnosis of her 

chronic conditions and subsequent retirement. However, she affirmed that engaging in 

the new activities helped her to understand that her job does not define her but that she 

has other things in her life.  

Self-preservation innovation is typified by activities that are consistent with 

previous interests and abilities (Liechty et al., 2012; Nimrod & Kleiber, 2007). Examples 

of self-preservation in this study included: gardening, playing piano, golfing, reading, 

watching television, playing games on a smart phone, volunteering, shopping, dinner 

with friends and family, traveling to visit children and grandchildren, baking, playing 

cards, shooting pool, hunting, vacation, going to the theater and symphony, going to 

football games, and computer use. Nimrod and Kleiber (2007) stated that self-preserving 

innovation activities are often intellectual activities, while self-reinvention innovation 

activities tend towards volunteering. In contrast, the findings presented here suggest that 

self-reinvention activities were aimed at improving and preserving physical and mental 

health. Self-preservation activities tended towards both social and volunteering activities 

which were adopted before the diagnosis of their health conditions. However, it is 

possible that these volunteering activities were adopted after retirement and before the 

diagnosis of their health conditions. Participants may have wanted to preserve their 
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relationships with their family and friends, thus selected social activities that contributed 

to self-preservation. Nimrod and Kleiber (2007) argued that reading was the most 

frequently sustained activity and in most circumstances was carried out at a greater rate. 

Two participants in this study increased the amount of time they spent engaging in 

lifelong activities, particularly reading, since the diagnosis of their chronic conditions. 

5.3.4. Outcomes of leisure innovation. Lastly, innovation theory proposes that 

adopting new leisure activities improves the health of individuals by making them active, 

vibrant, bold, and young at heart (Nimrod & Kleiber, 2007). Liechty et al.’s (2012) 

participants looked for new leisure activities for individual achievements such as personal 

attainment, enjoyment, and stimulating experiences. Likewise, the participants in this 

study stated positive outcomes from their engagement in leisure innovation. These were: 

improved health, enjoyment, cognitive and emotional wellbeing, maintaining mobility, 

satisfaction and rest. This was in support of both Liechty et al. (2012) and Nimrod and 

Kleiber (2007) who stated that older adults living with chronic conditions expressed 

helpful outcomes associated with involvement in newly adopted leisure activities. For 

example, participants reported several positive health outcomes of physical activity in 

addition to enjoyment. Leisure innovation had a positive impact on their cognitive and 

emotional wellbeing, such as reduced depression, increased confidence, social support 

and increased cognitive stimulation. For example, Joy was able to deal with the 

depression that arose as a result of her heart disease diagnosis. Hutchinson and Nimrod 

(2012) similarly stated that leisure participation helped the participants to deal with 

depression, loneliness and worry.  
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5.3.5. Innovation theory and co-morbidities.  Managing the symptoms of co-

morbidities is done by engaging in self-management protocols of which leisure 

engagement is an important aspect.  For example, monitoring blood glucose is not a 

general protocol for all chronic conditions but leisure may be useful for all chronic 

conditions.  Like the participants in this study, Hutchinson and Nimrod’s (2012) 

participants believed that they had to be psychologically and physically active to reduce 

the symptoms of their health conditions and to improve their daily function. Hutchinson 

and Nimrod’s (2012) participants purposefully participated in leisure activities to be able 

to manage stress related to their chronic condition. They were motivated to adopt new 

leisure activities by a desire to cope, self-care of their chronic condition, and to live life to 

the fullest. The participants in this study were similarly able to use leisure innovation in 

the management of their co-morbidities. For example, Peter’s weight loss helped in the 

management of his diabetes and osteoarthritis.  John was able to deal with shortness of 

breath and excessive fatigue and to manage his cancer and heart diseases through his 

engagement in new activities. Abraham, who was living with heart disease, diabetes and 

osteoarthritis, stated that his health conditions prevented him from participating fully in 

new leisure activities at first but he gradually increased participation to the extent that it 

is hard to know that something was wrong with him. He believed that it has controlled his 

diabetes and improve his heart condition. Sarah also believed that her participation in 

new activities helped to improve her heart and body in general. Engaging in new 

activities helped Peter to manage his diabetes and subsequent chronic kidney problems. 

Isaac was able to better manage his blood sugar as a result of his new leisure activities 

and being physically active also helped him manage the heart condition. Sarah reported 
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feeling stronger and was able to sustain engagement in activities for longer periods of 

time as a result. Joy also stated that her new leisure activities improved her overall health 

and wellbeing.  

5.3.6. Other aspects of leisure innovation. The participants in this study 

engaged in a structured physical activity program. They started this program immediately 

after their diagnosis on their doctor’s recommendation. This structured program formed 

the basis for their leisure innovation after their diagnosis because it helped them to 

become stronger and to manage some symptoms of their co-morbidities like shortness of 

breath, fatigue and mobility limitations, which interfered with their physical activities. 

When they became stronger, they continued with their previous activities and added new 

activities. Nimrod (2008) stated that starting a new activity is more frequent among 

women and usually occurs in exercise, indoor activities, and hobbies. Among men, 

innovation occurred more often in household activities such as cooking, shopping and 

cleaning. However for this study, both females and males adopted new activities.  

Nimrod and Hutchinson (2010) stated that declining health conditions could lead 

to various difficulties such as physical disabilities; nonetheless, individuals find ways to 

adjust. Hutchinson and Nimrod (2012) argued that leisure innovation entails substituting 

activities that were discarded owing to health restrictions with new ones and often 

involves efforts to improve health. The findings of this study supported this. For example, 

John substituted walking with biking because of the leg pain he experienced while 

walking.  The participants substituted outdoor activities (e.g., walking) with indoor 

activities (e.g., going to the gym). Sarah continued to attend concerts and listen to music 

even though she was not able to play the organ as a result of her osteoarthritis.  
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5.4. Self-management of co-morbidities in older adults and other theories of aging 

Apart from leisure innovation theory, these findings lend insight into other theories of 

aging that have traditionally guided leisure and aging research. These theories lend 

additional insight into the leisure experiences of the participants.  Activity theory, 

continuity theory, socio-emotional selectivity theory and SOC theory were supported by 

the findings, but disengagement theory was not supported. 

5.4.1. Activity theory. Activity theory, which advocates that there is a positive 

association between leisure involvement and life contentment and that the more older 

adults’ participate in leisure activities, the better their life satisfaction (Rodriguez et al., 

2008), was supported by this study. Engaging in leisure activities gave the participants 

satisfaction, in turn, which motivated them to further participate in leisure activities. For 

example, Sarah believed that engaging in leisure activities motivated her to keep going. 

Isaac asserted that he continued with his consulting work not because of the money but 

because of the satisfaction that he derived from it. Joy’s participation in the physical 

activity program helped her manage depression.  This supported Havighurst (1963) who 

argued that in order to maintain mental health, older adults must uphold a high level of 

participation in activities. 

5.4.2. Disengagement theory. While the findings seem to support activity theory, 

disengagement theory, which stated that as older adults progressively reduce their 

participation in activities, was not supported (Lynott & Lynott, 1996). Instead, the 

participants continued to engage in leisure activities to improve their health conditions. 

Although participants experienced challenges and stress as a result of having to manage 

multiple co-morbidities, they remained engaged in life and preferred to be as active as 
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possible to maintain or improve their health. Therefore, this study does not support 

Toepoel (2013), who suggested that aging is a joint elimination or disengagement which 

occurs between the aging individual and others. Nor does it support the work of Nimrod 

et al. (2008a) who stated that some older adults decrease their leisure activities after 

retirement. Johnson and Barer’s (1992) belief that older adults found it hard to carry on 

social relations as a result of the death of friends and spouses was not supported by this 

current study. The death of friends and spouse encouraged participants to engage in 

leisure and appreciate their opportunities. Participants spoke extensively about leisure 

activities they pursued with family and friends. Johnson and Barer (1992) argued that 

physical disability reduced social contact and led to a diminished social world, but this 

argument was not supported by this study. Instead, engaging in leisure helped to sustain 

existing relationships and develop new ones.     

5.4.3. Continuity theory. Unlike disengagement theory, the present study 

confirmed that older adults adopted new activities and also continued with some activities 

they did before retirement. This is in contrast to Nimrod et al. (2008a), who reported that 

retired adults do not take on more activities than they did before they retired in spite of 

having more free time, but increase their involvement in related activities. In this study, 

participants adopted new activities, but did not discontinue their old activities. For 

example, Isaac continued hunting and consulting work which he started before his 

retirement, and added exercises after his retirement.  However, Nimrod et al. (2008a) 

stated that older adults that have been living with chronic conditions prior to their 

retirements tend to maintain the same leisure activities after retirement thereby 
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supporting continuity theory. Although the participants in this current study added new 

activities, they continued with their old interests, thus supporting continuity theory.  

5.4.4. Socio-emotional selectivity theory. In line with continuity theory, socio-

emotional selectivity theory of successful aging is linked with selection and continuation 

of activities that are individually important (Nimrod et al., 2008a). This theory was 

supported by this present study.  Older adults chose activities that were meaningful to 

them. For example, Isaac believed that engaging in physically active leisure helped to 

lower his stress level and to keep his mind off the chronic conditions. Peter said that he 

still finds something meaningful to engage in even when he is tired, such as watching 

sports or movies. Lang et al. (1998) reported that older adults choose social connections 

that will yield instant goals (e.g., emotional satisfaction) more than ones that will lead to 

long-term goals (e.g., enlightening activities).  In contrast, the participants in this study 

engaged in activities that yielded both short term goals (e.g., emotional satisfaction 

through leisure with family and friends) and long-term goals (e.g., improving health). 

Burnett-Wolle and Godbey (2007) also stated that socioemotional selectivity theory 

envisages that, as time left to live decreases, emotional well-being is utmost among individuals 

who abandon external relationships and concentrate on important ones, like those with close 

family members and friends. This theory was not supported by this present study, the participants 

in this study continued with both peripheral and close relationships with family and friends. 

5.4.5. Selection Optimization and Compensation theory. SOC was also 

supported by this study. As previously noted, the participants chose activities that were 

vital to them. They were also able to optimize their available resources and compensate 

for losses (Baltes et al., 2014; Freund, 2008; Hutchinson & Nimrod, 2012; Lang & 

Carstensen, 1994). For example, activities that aggravated pain were replaced with less 
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demanding ones. Some participants also modified their activities to make them easier to 

accomplish. The study participants continued in their activities with the aid of equipment 

to compensate for losses. For example, John started using walking sticks to aid his 

walking in winter.  

5.5. Coping with co morbidities 

The participants in this study were able to cope with their chronic conditions through 

adjusting, processing emotions, meaning making and integrating illness into daily life. 

Jacelon (2010) stated that older adults with chronic conditions used several ways to cope, 

such as sustaining a positive attitude, discovering and making meaning in life, 

accommodating losses, and preparing for the future to promote positive attitude towards 

their chronic conditions. They adjusted by accepting their chronic conditions as part of 

life and by improving their self-worth. They also reduced their worries about their co-

morbidities since they had already been diagnosed. Holden et al. (2015) stated that 

individuals living with heart conditions experience strain, anxiety and concern about the 

future state of their illness and this affects their mental and cognitive health. However, 

the participants in this study were able to deal with their concerns that arose as a result of 

their co-morbidities.  They felt that since they were still alive they could cope with 

anything. This improved their self-esteem and motivated them to engage in leisure 

activities despite the pain of their conditions. For example, Joy had arthritis in both her 

shoulder and neck but worked well with it and did not push herself too hard. Participation 

in a great deal of exercise can increase the symptoms of the illness and cause joint 

inflammation (Sharp & Curran, 2006). Nonetheless, the findings here supported Janke et 

al.’s (2012) research in which participants reduced the amount of time they spent on 
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activities as a consequence of pain and the symptoms of arthritis by taking breaks and 

resting during activities or taking up other activities that yield the same result. 

Participants were able to both substitute and modify the activities that aggravated their 

pain with less strenuous ones.  

Furthermore, the participants in this study also accepted their chronic conditions 

because they believed that they were a normal occurrence for their age. Peter, for 

example, expressed that he was not surprised by the presence of co-morbidities in his 

body and was comfortable with the situation. Therefore, in order to live well most 

participants decided to modify their activities around their co-morbidities. Sarah had 

always enjoyed gardening; however her knee OA affected this activity. In order to 

continue gardening, she decided to bend from the hips instead of the knees. Although it 

was not the best position for this activity, it helped to reduce the pain in her knees and at 

the same time gave her satisfaction of accomplishing the task. Sarah also accomplished 

her cooking and gardening activities by breaking them up into smaller tasks and 

gradually completing each task. Abraham asserted during the focus group discussion that 

humans are adaptive and that they gradually adapt to their conditions. Completing the 

task was their goal rather than doing it quickly.  

The participants were able to adapt to their co-morbidities because they believed 

in themselves. For example, John affirmed that doing something to help one’s self is 

important.  Engaging in leisure activities helped participants to keep their minds off their 

co-morbidities and lowered their stress level. Isaac said that instead focusing on 

mortality, leisure participation helped him to live his life and enjoy it. Kleiber et al. 

(2002) affirmed that distracting activities help in managing the distress that come with 
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negative life events. Leisure activities maybe unimaginable to an individual who has 

experienced traumatic negative life event, however, the fear of being weighed down by 

negative emotions frequently leads people to activities that are distracting. Abraham was 

always grateful for each morning that he woke up and he was determined to make the 

best use of the new day. Hutchinson et al. (2003) asserted that pleasurable activities are 

very important because they buffer mental disturbance by redirecting thoughts from the 

challenges of the illness. Hutchinson et al. (2003) also stated that participation in 

activities that divert the mind from the illness offers a sense of reason, optimism, and 

affords an escape from the disability.  This makes it easier to accept the changed life and 

self that result from the chronic illness. Similarly, Hutchinson and Nimrod (2012) 

suggested that leisure activities help older persons to keep their minds from their 

problems, fill their time, and have a routine.  

According to Lazarus (1991), two types of coping include emotion- and problem-

focused coping. The participants in this study appeared to draw on both to adjust to their 

co-morbidities. Problem-focused coping efforts are often aimed at sorting out challenges, 

creating other ways for solving problems, and evaluating options for their costs and 

benefits (Kleiber et al., 2002). The energy is channeled at providing environmental 

modifications or cognitive re-evaluation. Cognitive re-evaluation can be done by altering 

an individual’s goal, finding out satisfactory alternative, and creating new standards of 

performance (Kleiber et al., 2002). Participants used problem-focused coping when they 

embraced their conditions as a normal part of aging, modified and substituted activities 

that were painful to accomplish, took rest when needed, and altered their goals to focus 

on satisfaction from completing the task at hand. Emotion-focused coping involves 
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evasion, denial and distancing in handling a threat (Kono, 2012). Participants in this 

study faced their problems squarely and developed a self-worth that helped them to 

manage their co-morbidities. Kleiber et al. (2002) believed that emotion-focused coping 

occurs at the beginning of the chronic condition when a negative occurrence is 

unanticipated as people seek ways to avoid thinking about the problems imposed by the 

conditions and live with the pain of the conditions. For example, Sarah expressed that she 

was always active and busy in spite of the pain and limitations from her chronic 

conditions. Behaviours like escaping, reducing, distancing or venting are some of the 

approaches used to minimize the emotional distress. The participants of this study did not 

report any of these behaviours. This may be because they had already lived with the co-

morbidities for a long time and they were able to develop strategies to face the challenges 

and cope better with the conditions. Another emotion-focused coping strategy reported by 

Kleiber et al. (2002) was acceptance of the conditions; the participants in this study were 

able to accept their co-morbidities.  

Kleiber et al. (2002) stated that coping is a continuous process used to deal with 

stressors that accompany a negative life experience and over time, individuals attempt to 

find personal growth and come to terms with the challenges. These methods of coping 

involve efforts at self-restoration and personal transformation. Therefore, emotion- and 

problem-focused coping occur together in negative life situations and both are important 

for coping (Kleiber et al., 2002). Leisure functions as self-protection when used for 

generating the both types of coping. Leisure helps in proving oneself and developing self-

worth (Hutchinson et al., 2003). The participants built positive emotions that helped them 

to cope better with their conditions, supporting Turner et al. (2002) whose study 
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participants utilized positive thinking and relaxation techniques to help improve their 

pain, fatigue, communications and relationships.   

  5.5.1. Processing Emotions.  All the participants in this study were able to 

employ positive emotions in dealing with their co-morbidities. Previous research suggests 

that older adults with chronic conditions who looked for ways to be positive about their 

situations succeeded in improving their health and finding balance in their lives more 

than those who did not (Jacelon, 2010). 

A positive attitude towards co-morbidities and leisure engagement helped 

participants to develop positive thoughts. This positive emotion was generated through 

leisure activity engagement. Following the occurrence of a traumatic life event, older 

adults may struggle with negative emotions such as depression and anxiety; however, 

they also experience positive emotions while participating in leisure activities (Chun, 

2007). The enjoyment they derived from leisure activities kept them in a positive frame 

of mind to deal with their co-morbidities. It increased their confidence and strength both 

mentally and physically. This supported the notion that leisure is a form of self-care that 

contributes to mental health, physical health, and enjoyment (Hutchinson & Nimrod, 

2012; Specht et al., 2002). For example, Sarah affirmed that her leisure activities created 

positive thoughts and emotions, especially socializing with others. Abraham also declared 

that he enjoyed life more now than he did before. Other research has similarly revealed 

that positive emotions such as interest, enjoyment, excitement, fun, relaxation, joy, 

contentment, and love are derived through leisure (Chun & Lee, 2010; Fredrickson et al., 

2000). Also, engagement in leisure activities helps to promote tranquility, personal 

satisfaction, positive affect, and relief from anxiety, depression, distress and boredom 
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(Chun, 2007; Couture et al., 2010; Howard, 2004; Hutchinson & Nimrod, 2012; Pogge, 

2013; Reynolds, 1997; Specht et al., 2002), as shown by this study. The participants 

turned to leisure activities as a positive method to deal with their co morbidities, 

suggesting that persons with chronic conditions turn to more positive methods for dealing 

with day-to-day life (Bernard et al., 2000; Pogge, 2013).  

Having a positive outlook on life by being grateful and appreciative about life was 

another way participants in this study managed their co-morbidities. For example, Sarah 

focused on getting better, living with less stress, enjoying life and laughing as much as 

she could. Abraham asserted that managing his co-morbidities has become a routine, 

which reduced his stress. He decided to go with the flow of his condition instead of 

fighting it. Over time, positive emotions may assist in strengthening an individual’s 

abilities to cope with situations that produce negative emotions (Fredrickson et al., 2000).   

5.5.2. Meaning making.  Post traumatic growth occurs when an individual’s life 

is disrupted in a major way; therefore, building a future that is both pleasurable and 

meaningful becomes important (Kleiber et al., 2002). The participants in this study found 

meaning in life despite the stress of co-morbidities through living life to the fullest and 

engagement in leisure activities.  Socializing with both family and friends provided 

meaning in the face of co-morbidities. Participants reported that exercising gave them the 

opportunity to share their problems with other individuals who are undergoing the same 

problems, supporting Iwasaki (1998) who stated that “leisure friendship functions are 

emotional support, esteem support, tangible aid and informational support” (p. 84). When 

stress levels are high, persons with high leisure empowerment or friendship sustain better 

mental health compared with those with low empowerment or friendship (Iwasaki, 1998). 
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Hutchinson et al. (2003) stated that the time spent with family and friends offers a sense 

of belonging and acceptance, maintains a sense of competence, self-determination and 

continuity, and preserves physical and mental health.  

In addition to developing and sustaining supportive relationships, engagement in 

the chronic disease self-management program and accomplishing the exercises gave the 

participants a sense of achievement (Hutchinson et al., 2003). They attended the CRC for 

many personal reasons, such as maintaining physical capacity in order to engage in 

preferred leisure activities and feeling good that they are using their brains and bodies. 

Participants of this study reported feelings of accomplishment from their activities.   

5.5.3. Integrating illness into daily life.  The participants incorporated their co-

morbidities into daily life in several ways. Obtaining assistance from family members 

helped them to cope better and to face the stress of their co morbidities. Family members 

provided emotional and instrumental support, which enabled participants to maintain 

self-management activities.  Research suggests that lack of support from family and 

friends is related to poor self-management, while having social support is beneficial for 

engaging in self-management protocols such as exercise (Riegel et al., 2009). Daily 

leisure routines also helped participants integrate their illness into day to day life, 

contributing to physical well-being, opportunities to remain engaged in life, and feelings 

of achievement.  Furthermore, engaging in new leisure activities led to increased 

knowledge about co-morbidities and how to manage them, as participants learned about 

diet, exercise, and stress management. New leisure pursuits contributed to positive 

attitudes towards healthy living. This, in turn, increased motivation to engage in 

additional leisure activities despite the stress of managing multiple chronic conditions.  
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5.6. Practical implications 

The findings of this study have implications for health care workers who work with older 

adults living with chronic conditions. Health care professionals could continue to refer 

their clients to a Chronic Disease Self-management Program like the cardiac 

rehabilitation center that the participants in this study attended as appropriate. 

Furthermore, health professionals could encourage their clients living with co-morbidities 

to engage in new leisure activities.  Leisure education could become an integral aspect of 

self-management programs.  Facilitators can help program participants to identify 

activities that are enjoyable and meaningful, but also appropriate for the participants’ 

physical capacity, symptoms, and pain level. This may, in turn, encourage older adults 

with several chronic conditions to adopt more activities, and thus derive additional 

benefits from leisure participation, such as increased mobility and independence, 

management of symptoms, decreased risk of depression, increased self-confidence, and 

to experience meaning through leisure.  Professionals could help clients to modify these 

activities to meet their individual needs. Furthermore, health care and leisure service 

providers may play an important role in providing opportunities for social interaction to 

encourage development of new relationships, particularly for older adults who have lost 

their spouses and close friends.  

 Likewise, physical therapists could incorporate cherished leisure in prescribing 

home program exercises to their clients. The leisure activities could be modified to 

generate the desired outcome of the exercise program. For example, when the desired 

outcome is to improve shoulder flexion and the older adult enjoys tai chi; shoulder 

flexion movement could be incorporated into tai chi. This way, the older adults are 



140 

 

motivated to carry out their home program to improve their conditions and at the same 

time they are engaging in a meaningful leisure activity.  

 Leisure engagement, whether physically active or not, can be made an integral part 

of self-management protocols for all forms of chronic conditions. In particular, activities 

adopted after the diagnosis of chronic conditions can help to give meaning to older adults 

in the face of a life threatening condition, can boost psychological and social wellbeing, 

and encourage adherence to self-management protocols. Schulman-Green et al. (2012) 

stated that self-management is more than simple adherence to treatment guidelines; it 

involves the psychological and social management of living with chronic illness.  

 Several recommendations for the CRC itself could also be considered.  The CRC 

can organize social activities for the older adults, where they can come together and 

interact with each other so as to build better relationships among them. Also, the cost for 

attending cardiac rehabilitation can be reduced, so that it can be affordable to every older 

adult that is living with a chronic condition. The cost of parking can also be reduced and 

transportation may be provided for older adults so as to have an easy access to the facility 

especially in winter. Policy makers can also build a cardiac rehabilitation center in every 

city for people that are living with chronic conditions. 

5.7. Implications for future research             

This study provides one step in filling the gap in the literature about leisure innovation 

and self-management of co-morbidities. Further exploration is needed to gain a strong 

understanding of leisure innovation in older adults living with co-morbidities. Future 

research should be conducted to give voice to those older adults living with co-

morbidities who do not attend a Chronic Disease Self-management Program as their 
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experiences may be different from the experiences of older adults in this study. Using a 

variety of methodologies may also be helpful to further explore the participants’ leisure 

innovation experiences and how they can be used in the self-management of their 

conditions. A larger sample could be recruited to explore this topic in greater depth and 

breadth.  Mixed methods research may help to obtain measurement of leisure innovation 

activities, outcomes and leisure limitations among a larger group of older adults. This 

might demonstrate a link between leisure innovation activities and outcomes of leisure in 

older adults living with co-morbidities. 

 One participant of this study was of Aboriginal origin while the rest were 

Caucasian; this is not a diverse sample, therefore other groups of older adults can also be 

researched to further add to the literature. Also, all the participants in this study had post-

secondary education; older adults who have less education may have different 

experiences of leisure innovation. 

  The co-morbidities explored in this study were heart diseases, osteoarthritis and 

diabetes although some of the participants had other co-morbidities like cancer and 

osteoporosis as well. Future research can be carried out in other co-morbidities to know 

how leisure innovation engagement helps in the self-management of these co-morbidities.  

 Other theories of leisure such as continuity theory, SOC, and activity theory could 

be used to explore leisure innovation in the self-management of co-morbidities. Also, 

other populations like younger adults living with co-morbidities and older adults who are 

not retired could be explored to add understanding to the literature.   

 Researchers could also consider length of time since diagnosis.  Comparing older 

adults who have been recently diagnosed to those who have been living with their chronic 
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conditions for several years may shed light on differences in their leisure experiences and 

how their symptoms interfered with their leisure innovation and self-management of their 

co-morbidities. 

5.8. Limitations 

The small sample size limits the generalizability of the findings. Also, including only 

participants that were living with three particular chronic illnesses may make it difficult 

to generalize the findings of this study to those living with other chronic conditions. 

Recruiting participants that attend a cardiac rehabilitation center may make it difficult to 

generalize the study to other older adults who do not attend rehabilitation programs. 

Recruiting older adults that are retired may make it difficult to generalize the findings of 

this study to older adults that are still actively working. 

5.9. Reflexivity 

Reflexivity is an essential aspect of hermeneutic phenomenology. It is defined as “a 

process that challenges the researcher to explicitly examine how his or her research 

agenda and assumptions, subject location(s), personal beliefs, and emotions enter into 

their research” (Hsiung, 2008, p. 212). According to Hsiung (2008), the main aim of 

conducting reflexivity in qualitative research is to recognize and question the position of 

the researcher in research design, data collection, analysis, and knowledge creation. I 

carried out self-reflection in order to recognize my position as the researcher. I reflected 

on who I am, what I know, what I believe, what I have experienced and how it might 

influence this study.  

After the interviews, I analyzed the transcripts, and then I developed structured 

questions that were used to guide the focus group discussion. The first response I got 
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from a participant during the focus group discussion was “I thought you have asked us 

this question during the interview?” I told her that the discussion was a follow-up to the 

interviews. There was not much difference between the structured interviews and the 

focus group discussion. The participants basically said the same thing that they told me 

during the interviews. Maybe I was expecting to hear something different because I felt 

bad at the end of the focus group discussion. Also one of the participants refused to talk 

during the focus group discussion. I did everything to encourage her to say something but 

she did not talk and her body language was very discouraging as she made some of the 

participants to feel that I was taking too much of their time. However, the discussion was 

a success because I was able to reach data saturation which was evidenced by the 

participants contributing the same thing that was discussed in the interview.  

Based on my literature review, I believed that the participants in this study would 

experience challenges in adopting new leisure pursuits as a result of their co-morbidities. 

I was pleased to find out that I was wrong in my assumption. The participants were very 

active; they noted that nothing stopped them from adopting new activities. For example, 

they attended CRC three times a week and also engaged in their favourite leisure 

activities like dancing, golfing, tai chi, gardening and continuing education. They noted 

that all the diseases will be happy to live in them if they are not active. 

I found recruitment to be a little challenging, and this made me feel a bit 

discouraged. I actually thought that it would be very easy because I went to a cardiac 

rehabilitation center where there were many older adults. I also thought that it will be 

easy to find many older adults living with osteoarthritis but I was wrong. Many of the 

older adults that I found there were living with one chronic condition. The majority of 
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them had a heart attack and decided to come in for a cardiac rehabilitation. When I asked 

them if they have OA which was a common chronic condition in the elderly, they told me 

no. Some were not interested in participating in the study. However, I was able to recruit 

the number of participants that I needed for the interviews. I was also very surprised 

because despite their different schedules, they were all available for the focus group 

discussion and they all contributed except one participant.  

On the first day of interviewing, I interviewed two older men. It was hard for them 

to discuss for a long time. It was also hard for them to recall the new activities that they 

started immediately after the diagnosis of their chronic conditions. This may be because 

they have been diagnosed for a long time and the activities have become part of their 

lives. The subsequent interviews revealed the same thing for those that have been 

diagnosed for a long time but those that have recent diagnosis were able to recall their 

leisure engagement immediately after their diagnosis. I decided not to use one of the 

interview transcripts because the participant opened up during the interview that she has 

only heart attack and no other co-morbidities. She was the same participant that refused 

to talk during the focus group. I went on with the interview because she has already 

willingly given her time to be there for the interview. However, her interview session did 

not last for a long time because she kept saying that her doctor gives her medications and 

it works for her. I tried explaining to her that I am not disputing the efficacy of her drugs 

but that I want to know how new leisure activities has helped her in the management of 

her chronic condition but she refused to say much about it.  

At the end of the interviews and focus group session, even through my analysis and 

writing of the findings, I was concerned that the findings were not a true representation of 
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older adults living with co-morbidities. The participants were all recruited through CRC 

which is a cardiac rehabilitation center and so they all adopted that immediately after 

their diagnosis. They were all strong willed individuals who despite the stress of their co-

morbidities challenged themselves to attend an exercise class. They noted that more than 

half of the people they were doing the classes with had dropped out as a result of the cost 

of attending the center and some were not motivated to continue because of the stress of 

their co-morbidities. However, I was encouraged because the cardiac rehabilitation class 

was not the only new leisure activities that they engaged in. Therefore whether older 

adults living with co-morbidities who do not attend a cardiac rehabilitation center engage 

in leisure innovation and manage their conditions using leisure innovation remains 

unknown.   

An important part of reflexivity is reflecting on the content and the process of 

analysis. My data analysis involved reading and rereading the transcripts. I coded the 

whole interviews and focus group discussion by hand. The themes evolved from the 

codes and I sent it to my supervisor for her advice. I gave the emerging themes names 

that described the experiences of my participants as well as possible.  

Reflexivity helped me acknowledge my position as a researcher and recognize my 

strengths and weaknesses in conducting research. I was able to learn so much from this 

experience and to improve myself at every stage of the research process.  

5.10. Conclusion 

The purpose of this study was to explore the lived experience of leisure innovation 

among older adults living with more than one chronic illness. Innovation theory is a new 

area of exploration. Earlier research suggests that innovation in later life is uncommon 
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and that change in activity in later life is connected with a decrease in the levels of 

activity or replacing difficult activities with new ones. Expansion of innovation theory 

will offer a framework for more understanding into the experiences of leisure and aging 

not tackled by existing theories (Liechty et al., 2012). Exploration of leisure innovation 

among older adults living with chronic conditions has been limited. It is therefore 

imperative to fill this gap in the literature and this study provides a step in doing so.  

The current study used hermeneutic phenomenological research design and 

innovation theory in order to explore older adults’ leisure in the self-management of their 

chronic conditions. Six face-to-face, semi-structured interviews and a focus group 

discussion were conducted with four males and two females between the ages of 68 and 

86.  It was found that participants engaged in diverse practices in self-managing of their 

chronic conditions. They took medications, monitored their blood sugar, ate healthier and 

also attended medical appointments. 

The participants also reported reduced quality of life as a result of the stress from 

their co-morbidities. Several experienced changed lives due to reduced productivity, 

energy, numerous surgeries and medical appointments that they went through in the 

process of managing their conditions. The stress from chronic conditions caused some of 

the participants to limit their physical activity participation and they lived with the pain 

that accompanied their chronic conditions.   

The participants adopted several new leisure activities following their diagnosis.  

The participants also continued leisure activities that were consistent with previous and 

ongoing interests, skills, and/or relationships.   Both external triggers (e.g., time, 

physician’s advice, family and friends) and internal triggers (e.g., interest, age, desire to 
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improve health, desire for new challenges) that motivated adoption of new activities. The 

benefits the participants derived from engaging in these new activities were improved 

health, improved mobility, decreased depression, opportunities to socialize with other 

people, enjoyment, mental and emotional well-being, maintaining mobility, satisfaction 

and rest.  Despite these benefits, participants faced challenges as a result of their chronic 

conditions that impacted their ability to engage in leisure, such as pain, reduced energy 

and strength, and the effects of heart disease, such as chest pain and exhaustion which 

reduced the speed with which they completed their normal tasks.  

The participants were able to cope with their co-morbidities by adjusting their 

lives to accommodate their health conditions. They substituted stressful activities with 

less stressful ones, accepted chronic illness as part of aging, modified activities, and lived 

well with the effects, such as pain.  The participants also coped by processing their 

emotions through positive thinking and having a positive outlook of life and leisure. This 

helped them to disperse depressing thoughts about their chronic conditions and thereby 

cope better with their conditions.  They were grateful for their lives and were able to 

focus on improving their health. The participants also found meaning in their lives 

despite the stress of the chronic conditions. They resolved to live their lives to the fullest 

and enjoy every aspect of them; they experienced a sense of accomplishment through 

engaging in leisure. The participants integrated their health conditions into their everyday 

life and obtained support from their family members and this helped them to integrate the 

illness into their daily life.  

Much more research is needed to understand older adults living with co-

morbidities leisure innovation experiences and to develop programs that address their 
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needs and wants. Further research is needed to explore the experiences of a diverse 

population of older adults living with co-morbidities. 
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Appendix A: Letter of Invitation 

 

I invite you to take part in a research study, which is being conducted as part of the 

Masters thesis of the principal researcher, Chidinma Osinike. Taking part in this study is 

voluntary and you may withdraw from the study at any time. The study is described 

below. This description tells you about what you will be asked to do, and any risks, 

inconvenience, or discomfort you might experience. Participating in the study might not 

benefit you, but we might learn things that will benefit others. You should discuss any 

questions you have about this study with Chidinma Osinike [cma_therapy@yahoo.com; 

(306) 450 4998] or her supervisor Dr. Rebecca Genoe [Rebecca.Genoe@uregina.ca; 

(306) 585-4781]. 

 

The main purpose of this study is to inquire into the lived experiences of utilizing new 

leisure activities in the management of multiple chronic conditions.  The second goal of 

the study is to understand how participation in new leisure activities contributes to 

healthy aging in older adults with chronic health conditions. The conclusions of this 

research will help to shed light on how older adults use new leisure activities to manage 

their health conditions. It will also reveal the challenges encountered by older adults 

living with multiple chronic conditions in adopting new leisure pursuits. 

 

This study is designed to analyze your thoughts, feelings, and emotions, and involves a 

discussion and question and answer session regarding your experiences with new leisure 

activities.  The discussion questions I will be asking involve discussing your adoption of 

new leisure activities and how, if at all, they help you to manage symptoms.  Interviews 

will be audio recorded and written out so that we can read what we have talked about. 

Audio recording will allow me to listen to the interview carefully both during and after 

the interview so that the information can be analyzed to the best of my ability. The 

questions are open-ended and flexible. I will be taking notes during and after the 

interview to assist me in understanding what we have talked about. 

 

You may participate in this study if: 

 You are 55 years of age or older,  

 Live with at least two of the following chronic conditions: cardiovascular disease, 

arthritis, and/or diabetes, these diagnoses limit everyday activities,    

 In spite of the activity restrictions you have taken up a new leisure activity, and  

 You live in your own home and  

 Speak English.  

In this study, you will be asked to take part in one face-to-face discussion approximately 

30 minutes to one hour in length. The interview will take place in the location of your 

choice. Once the interviews have been completed, the typed copy of what we have 

discussed will be returned to you for your review. You may add anything to the copy of 
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the discussion, including comments and questions, or take anything out of the discussion. 

There will also be a focus group discussion that will last from one to two hours. The 

focus group will be conducted in the interview room located at the Dr. Paul Schwann 

Centre, at your most convenient time. 

There are some minor risks involved with participation in this study. There is a 

possibility of experiencing some apprehension as we discuss your experience with living 

with multiple chronic illnesses. Economic risks may be involved if you require 

transportation to get to the location of the interview and focus group. 

There are also some possible benefits that may result from your participation in the study. 

Direct personal benefits include the opportunity to reflect on and share your experiences 

with others. Other benefits include contribution to knowledge, which will help in the 

inclusion of leisure innovation in the self-management of chronic illness.  

The researcher will do her utmost to protect the identity of the research participants and 

confidentiality of the data you provide. You will not be identified in any reports or 

publications. Names will be changed in order to protect confidentiality of the participants 

in the final thesis and any publications that result. Any information in your copy of the 

discussion that identifies you will be removed. Discussions will be numbered to help 

protect your anonymity. The interviews will be stored in a secured location at the 

University of Regina for five years after the publication of the study. Only my supervisor 

and I will have access to the data. Direct quotations from your discussion may be used, 

with your permission, in order to explain the results of the study to others.  

You will be provided with any new information which might affect your decision to 

participate in this study, or continue ongoing participation in the study. Upon completion 

of the study, you may request a copy of the findings if you would like to have them. 

If you feel, at any time you would like to withdraw from the research study, you may do 

so freely and without consequence. You also have the option to remove your data from 

the research study at any time.  

Once again, if you have any questions about the study, Chidinma Osinike can be 

contacted by telephone at (306) 450-4998 or by email at cma_therapy@yahoo.com. Dr. 

Rebecca Genoe can also be contacted by telephone at (306) 585-4781 or through email at 

Rebecca.Genoe@uregina.ca. 

Thank you in advance for your participation, 

Chidinma Osinike, MSc. candidate      Rebecca Genoe, PhD 

 



167 

 

Appendix B: Recruitment Poster 

 

Faculty of Kinesiology and Health Studies 

University of Regina 

 

PARTICIPANTS NEEDED FOR RESEARCH IN  

LESUIRE INNOVATION IN OLDER ADULTS LIVING WITH MULTIPLE 

CHRONIC CONDITIONS 

 

We are looking for volunteers to take part in a study of An Exploration of Leisure 

Innovation in the Self-management of Multiple Chronic Conditions in Older Adults. 

As a participant in this study, you would be asked to:  

Take part in one face-to-face discussion and a focus group session 

Your participation would involve 2 sessions,  

each of which is approximately 60 minutes. 

For more information about this study, or to volunteer for this study,  

please contact:  

Chidinma Osinike 

Faculty of Kinesiology and Health Studies 

at 

306-450-4998  

or  

Email: cma_therapy@yahoo.com 

This study has been reviewed and received approval  

through the Research Ethics Board, University of Regina. 
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                                    Appendix C: Informed Consent Form 

 

 

  Participant Consent Form  

 

I invite you to take part in a research study, which is being conducted as part of the 

Masters thesis of the principal researcher, Chidinma Osinike. Taking part in this study is 

voluntary and you may withdraw from the study at any time. The study is described 

below. This description tells you about what you will be asked to do, and any risks, 

inconvenience, or discomfort you might experience. Participating in the study might not 

benefit you, but we might learn things that will benefit others. You should discuss any 

questions you have about this study with Chidinma Osinike [cma_therapy@yahoo.com; 

(306) 450 4998] or her supervisor Dr. Rebecca Genoe [Rebecca.Genoe@uregina.ca; 

(306) 585-4781]. 

The main purpose of this study is to find out how participating in new leisure activities 

helps people living with multiple chronic conditions to manage their symptoms.  The 

second goal of the study is to understand how participation in new leisure activities 

contributes to healthy aging in older adults with chronic health conditions. The 

conclusions of this research will help to shed light on how older adults use new leisure 

activities to manage their health conditions and also provide understanding on how 

leisure can help in the self-management of multiple chronic illnesses. It will also reveal 

the challenges encountered by older adults living with multiple chronic conditions in 

adopting new leisure pursuits. 

 

This study is designed to analyze your thoughts, feelings, and emotions, and involves a 

discussion and question and answer session regarding your leisure experiences.  The 

discussion questions I will be asking involve discussing your adoption of new leisure 

activities. Interviews will be audio recorded and written out so that you can read what we 

have talked about. Audio recording will allow me to listen to the interview carefully both 

during and after the interview so that the information can be analyzed to the best of my 

ability. The questions are open-ended and flexible. I will be taking notes during and after 

the interview to assist me in understanding what we have talked about. 

You may participate in this study if you are over 55 years and older, live with at least two 

of the following chronic conditions: cardiovascular diseases, arthritis  and diabetes, these 

diagnoses limit everyday activities,  self-identify that in spite of the activity restrictions 

you have taken up a new leisure activity, and you live in your own home and speak 

English.  

In this study, you will be asked to take part in one face-to-face discussion approximately 

30 minutes to one hour in length. The interview will take place in the location of your 
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choice. Once the interviews have been completed, the typed copy of what we have 

discussed will be returned to you for your review. You may add anything to the copy of 

the discussion, including comments and questions, or take anything out of the discussion. 

There will also be a focus group discussion that will last from one to two hours. The 

focus group will be conducted in the interview room located at the Dr. Paul Schwann 

Centre, at your most convenient time. 

There are some minor risks involved with participation in this study. There is a 

possibility of experiencing some apprehension as we discuss your experience with living 

with multiple chronic illnesses. Economic risks may be involved if you require 

transportation to get to the location of the interview and focus group. 

There are also some possible benefits that may result from your participation in the study. 

Direct personal benefits include the opportunity to reflect on and share your experiences 

with others. Other benefits include contribution to knowledge, which will help in the 

inclusion of leisure innovation in the self-management of chronic illness.  

The researcher will do her utmost to protect the identity of the research participants and 

confidentiality of the data you provide. You will not be identified in any reports or 

publications. Names will be changed in order to protect confidentiality of the participants 

in the final thesis and any publications that result. Any information in your copy of the 

discussion that identifies you will be removed. Discussions will be numbered to help 

protect your anonymity. The interviews will be stored in a secured location at the 

University of Regina for five years after the publication of the study. Only my supervisor 

and I will have access to the data. Direct quotations from your discussion may be used, 

with your permission, in order to explain the results of the study to others.  

You will be provided with any new information which might affect your decision to 

participate in this study, or continue ongoing participation in the study. Upon completion 

of the study, you may request a copy of the findings if you would like to have them. 

If you feel, at any time you would like to withdraw from the research study, you may do 

so freely and without consequence. You also have the option to remove your data from 

the research study at any time.  

In the event that you have difficulties with, or wish to voice concern about, any aspect of 

your participation in the study, you may contact Meigen Schmidt, the Senior Research 

Officer the University of Regina’s Office of Research Services for assistance: Meigen 

Schmidt at (306) 337-2372, or email: meigen.schmidt@uregina.ca.       

Your signature below indicates that you have read and understand the description 

provided; I have had an opportunity to ask questions and my/our questions have been 

answered. I consent to participate in the research project. A copy of this Consent Form 

has been given to me for my records. 

     

Name of Participant  Signature  Date 
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__________________________                      ____________________________  _____________ 

Chidinma Osinike, Researcher  Signature  Date 

A copy of this consent will be left with you, and a copy will be taken by the researcher. 
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Appendix D: Interview Guide 

 

Interview Guide for Older Adults Living with chronic illness 

 

Time of interview: 

 

Date: 

 

Place: 

 

Interviewer: Chidinma Osinike 

 

Interviewee: 

 

This study is intended to explore how older adults use leisure participation to manage 

their multiple health conditions. If at any time you feel you feel uncomfortable with the 

interview and wish to do discontinue, the recorder will be turned off and no further 

questions will be asked. 

 

Questions: 

1. Tell me about yourself.   

Prompts: 

 When were you diagnosed of your chronic conditions? 

 

2. How do you manage your chronic conditions?  

Prompts: 

 Are there physical means you use to manage your health conditions? 

 How have you coped with the limitations and changes in your life since 

the onset of your chronic conditions? 

 

3. What do you like to do in your free time?  

Prompts: 

 What are your hobbies? What do you like to do for fun or enjoyment? 

How, if at all, have these activities changed since after the diagnosis of 

your chronic condition? 

 

4. What new leisure activities have you adopted since diagnosis? 

Prompts: 

 Since you were diagnosed have you discovered new leisure activities? 
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 How often do you engage in these activities? 

 How did you become interested in these new activities? 

 Why did you choose the activity? 

 What do you like about this new activity? 

 What does this new experience mean to you? 

 

5. How does adopting new leisure help you, if at all, to manage your chronic 

conditions?  

Prompts: 

 Since you started engaging in the new activities have you noticed any 

changes in your health? 

 How do the new activities help you to cope with the stress of your 

multiple chronic conditions, if at all? 

 How do you feel immediately after the activities? 

 Which of the conditions do the new leisure activities help most? 

 

6. What challenges did you experience in adopting new leisure pursuits?  

Prompts: 

 What stops you from participating in new activities?  

 Tell me about a time when it was difficult to start a new activity 

 

7. What benefits did you experience in adopting new leisure pursuits?  

Prompts: 

 How, if at all, have the new activities improved the way you manage your 

health conditions?  

 How has your health changed since starting new activities? 

 How, if at all, have the new activities impacted your thoughts and 

emotions about your condition? 
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Appendix E: Socio-Demographic and Background Characteristics 

 

1. How old are you? __________ 

 

2. What is your sex? 

a. Male 

b. Female 

 

3. Which of the following best describes your racial origin? 

a. White (e.g. British, European, Latin/South American of Caucasian 

background) 

b. Black (e.g. African American, West Indian) 

c. Aboriginal (First Nations, Metis, Inuit) 

d. Asian (e.g. Bangladeshi, Cambodia, Chinese, Filipino, Iranian, Japanese, 

Korean, Pakistani, Palestinian, Indian, Vietnamese) 

e. Other. Please specify:_____________________ 

 

4. Which of the following best describes your marital status? 

a. Divorced 

b. Married or common-law 

c. Widowed 

d. Separated 

e. Single 

 

5. Which category best describes your total yearly income? 

a. $20,000 or below 

b. $20,001 to $40, 000 

c. $40,001 t0 $60,000 

d. $60, 001 to $80,000 

e. $80, 001 to $100, 000 

f. $101, 000 or more 

 

6. Do you read and write English 

a. Yes 

b. No 

 

7. Has your doctor ever told you that you have a chronic illness? 

a. Yes 

b. No 

 

8. What are your diagnoses?  

a. Cardiovascular disease and diabetes 

b. Cardiovascular disease and arthritis 

c. Diabetes and arthritis 

d. Cardiovascular disease, arthritis and diabetes 

e. Cardiovascular disease, arthritis and diabetes and others? Please specify 



174 

 

 

9. How long have you been diagnosed with these conditions? Please specify 

 

10. Compared to other people of your age how would you rate your current health? 

a. Excellent for my age 

b. Good for my age 

c. Fair for my age 

d. Poor for my age 

e. Very poor for my age 

 

11. What is your highest level of education? 

a. No formal education 

b. Primary School 

c. Secondary school 

d. Trade School/ Apprenticeship 

e. College/ Polytechnic 

f. University 

g. Graduate school 

 

12. Do you have any children? 

a. Yes —  Please specify the number of children: 

b. No 

 

13. What was your previous occupation? Please specify 
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Appendix F: Group Non-Disclosure Agreement 

 

 

Group Agreement for Maintaining Confidentiality 

This form is intended to further ensure confidentiality of data obtained during the course 

of the study entitled An Exploration of Leisure Innovation in the Self-Management of 

Multiple chronic conditions in Older Adults. All parties involved in this research, 

including all focus group members, will be asked to read the following statement and 

sign their names indicating that they agree to comply. 

 

I hereby affirm that I will not communicate or in any manner disclose publicly 

information discussed during the course of this focus group interview. I agree not to talk 

about material relating to this study or interview with anyone outside of my fellow focus 

group members and the researcher. 

 

Name: __________________________________________________ 

Signature: ________________________________________________ 

Researcher’s Signature: _______________________________________ 
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Appendix G: Transcript Release Form 

   

  TRANSCRIPT RELEASE FORM 

I, ______________________________________, have reviewed the complete transcript 

of my personal interview in this study, and have been provided with the opportunity to 

add, alter, and delete information from the transcript as appropriate. I acknowledge that 

the transcript accurately reflects what I said in my personal interview with Chidinma 

Osinike. I hereby authorize the release of this transcript to Chidinma Osinike to be used 

in the manner described in the Consent Form. I have received a copy of this 

Data/Transcript Release Form for my own records. 

 

________________________________  ___________________________ 

Name of Participant     Date 

________________________________  ___________________________ 

Signature of Participant    Signature of Researcher   
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Appendix H: Ethics Board Certificate of Approval 

 

  Research Ethics Board  

Certificate of Approval 

 

 PRINCIPAL INVESTIGATOR   DEPARTMENT                                        

REB#  

Osinike, Chidinma Ihunanya   Kinesiology and Health Studies          2015-076  

Box 201  

College West, University of Regina  

SUPERVISOR  

Dr.Rebecca Genoe 

FUNDER(S)  

 Unfunded  

TITLE  

An Exploration of Leisure 

Innovation in the Self 

Management of Co-

morbidities in Older 

Adults APPROVAL OF  

APPROVED ON  RENEWAL DATE  

Application for Behavioural 

Research Ethics Review  
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Poster  
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Appendix E: Socio-

Demographic and 
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Release Form  

June 23, 2015  June 23, 2016  

CERTIFICATION  
The University of Regina Research Ethics Board has reviewed the above-named research 

project. The proposal was found to be acceptable on ethical grounds. The principal 

investigator has the responsibility for any other administrative or regulatory approvals 

that may pertain to this research project, and for ensuring that the authorized research is 
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carried out according to the conditions outlined in the original protocol submitted for 

ethics review. This Certificate of Approval is valid for the above time period provided 

there is no change in experimental protocol, consent process or documents.  

Any significant changes to your proposed method, or your consent and recruitment 

procedures should be reported to the Chair for Research Ethics Board consideration in 

advance of its implementation.  

 

ONGOING REVIEW REQUIREMENTS  
In order to receive annual renewal, a status report must be submitted to the REB Chair for 

Board consideration within one month of the current expiry date each year the study 

remains open, and upon study completion. Please refer to the following website for 

further instructions: http://www.uregina.ca/research/for-faculty-staff/ethics-

compliance/human/forms1/ethics-forms.html  

Dr. Larena Hoeber, Chair  

University of Regina  

Research Ethics Board 
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