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Abstract

The purpose of this study was to determine services 
performed by recreation therapists. This study surveyed 
currently practicing CTRSs to determine the workload 
and elements of service provision. A total of 1178 CTRSs 
responded to the survey (23.6%). A total of 18,539 hours 
of direct therapy interventions were provided by 812 full-
time therapists in a week; or an average of 23 hours of 
direct care services per therapist. CTRSs had, on aver-
age, 108 client therapy contacts per week per therapist. 
The number of treatment groups offered, one-on-one in-
terventions, and other weekly tasks were also explored. 
Types of services provided were significantly different by 
population served. The discipline should explore the cre-
ation of a data center to gather critical data to understand 
and determine the nature of services provided by CTRSs. 
It is a critical step for the discipline to grow, defend, and/
or maintain important RT services.
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Analysis of Services Performed by Recreation Therapists
A profession needs to have at its fingertips data that captures the impact it has on 

the clients served by professionals. The question is whether the recreation therapy (RT) 
discipline has data that captures RT service provision including the number of clients 
served by the profession, the services clients receive, and the frequency that clients 
receive RT services.  

Currently, most data come from the National Council for Therapeutic Recreation 
(NCTRC). The Council provides demographic data regarding the number and de-
scription of Certified Therapeutic Recreation Specialists (CTRS®) and the job duties 
and knowledge areas that are critical to practice RT through the NCTRC Job Analysis 
Study. According to Richard (2016), “over the years, the job analysis has been complet-
ed four times, occurring roughly every 7 to 10 years, which is consistent with industry 
standards” (p. 278). University RT programs also have data on student enrollment, 
graduates, and pass rates on the NCTRC certification exam. 

Job satisfaction has also been explored. Stone, Kline, and Hammond (2009) in-
vestigated job satisfaction levels of RTs in North Carolina. Aspects of job satisfaction 
included the nature of work, supervision, coworkers, communication, fringe benefits, 
contingent rewards, operating conditions, pay, promotion, and overall job satisfaction. 
Findings indicated that overall respondents were satisfied with their jobs and the im-
pact they had on the clients they served.

While these data were critical in establishing RT job duties and responsibilities 
to obtain certification, it is not the type of data needed to describe the impact the RT 
profession has on services provided to individuals with illnesses and disabilities. No 
current national data exist that identifies the number of citizens that are served by RT 
programs or the time spent by professionals on a variety of duties including clinical, 
diversional, and other duties carried out by RTs. It is critical to quantify the provision of 
RT services (number of individuals served) and identify the time RTs devote to various 
job duties. This type of data are essential for the discipline to make informed decisions 
and to help support other efforts including legislative priorities such as reintroducing 
legislation to include RT as part of the three-hour rule (ATRA newsletter, 2019) and 
state efforts to obtain licensure. 

Review of Literature
A review of literature revealed there were no specific studies that addressed the 

overall provision of RT services; mostly studies associated with efforts to establish na-
tional certification were found. These efforts included job task analyses and educa-
tional/foundational knowledge required to perform RT job duties. 

RT Data for Certification Process
The first documented efforts of the RT discipline to develop standards for RT prac-

tice was in 1956. Voluntary registration for therapeutic recreation (TR) was established 
by the Council for the Advancement of Hospital Recreation (NCTRC, 2017; Hinton & 
Connolly, 2017).  In 1981, the National Council for Therapeutic Recreation Certifica-
tion (NCTRC) was formed as an independent organization for RT certification. Efforts 
focused on establishing the discipline as having unique qualities that distinguished it 
from other disciplines to justify the existence of a profession as well as the need for 
certification for the profession. 
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Witman and Shank (1987) explored professionalism in RT; 45 members of a NTRS 
State Regional Council were surveyed to identify characteristics of the profession. The 
predominant/primary characteristic identified was the development of a central mis-
sion. One finding of the study revealed respondents had a “limited understanding of 
credentialing and ethics in professionalism” (p. 40). The researchers concluded that 
“…there is a need in TR to become more effective at describing what is done, how it is 
done, and why it matters” (p. 40). 

The next step in the certification process was the development of a national cer-
tifying exam to establish that those certified demonstrated minimal competencies re-
quired by the profession. In pursuit of creating a national exam, Oltman, Norback, 
and Rosenfield (1989) identified the responsibilities and knowledge areas associated 
with RT practice as the first step in developing the exam. How therapists utilized their 
time on the job was explored to define the duties they performed. Results indicated 
almost half of the therapists’ time involved providing direct service to clients (48.5%), 
23.8% was devoted to management activities, 10% to education, and 6.6% to consulta-
tion activities. Ten years later, Connolly and Riley (1997) reported a higher percent 
of direct service of CTRS®. When asked to identify their primary professional activity 
(direct services to clients, management of TR services, education, and consultation) 
respondents indicated that 72% of their time was devoted to providing direct service 
to clients. Riley and Connolly (2007) provided a “professional profile” (p. 32) of CTRS® 
practitioners. Therapists’ work schedule and client caseload were reported. Three in 
four (74.6%) worked a 40-hour week with an average caseload of 33 clients, and a 
median caseload of 22. Caseloads varied greatly by population. In addition, three in 
five CTRSs® (61%) indicated they received some type of clinical supervision while 39% 
reported no clinical supervision. The authors stated little research has “examined the 
working conditions in practice” (2007, p. 30); they emphasized the need for the RT 
discipline to capture this data. 

Although NCTRC conducts a Job Analysis Survey of CTRS® every seven to ten 
years, the purpose of the job analysis study is to “identify the tasks and knowledge 
that are important for competent performance by entry-level certificants” (NCTRC Job 
Analysis Report, 2014, p. 2) not to quantify the provision of services provided by RTs. 
This periodic surveying is critical to understanding changes that occur in healthcare 
settings and to keep current on the demands of knowledge and skills required in RT 
practice. However, having information about the provision of RT services would pro-
vide additional vital information about RT practice.  

Roles and Responsibilities of RTs
LeBlanc and Singleton (2008) explored roles and responsibilities of RTs with a fo-

cus group of seven Canadian RTs that possessed the CTRS credential. The purpose was 
to explore the role that research plays in practitioner’s work. Consensus of the focus 
group was that the majority of RT time was spent on “implementation and TR treat-
ment” activities (p. 186). Results indicated a difference in how research was viewed; 
practitioners reflected on the TR process (APIE) when considering research while 
educators reflected on the research process (research questions, hypotheses, etc.). One 
interesting comment by a participant about direct patient care indicated that some 
agencies set minimum standards for direct patient care. The therapist indicated that 
70% of her time was required to provide direct patient care.   



230

Kinney

Skills in Practice
Three studies addressed the need to look at skills used in practice. Connolly and 

Riley (1995/96) examined job duties for CTRSs® who recently entered the profession 
(second year) where 70% identified their primary role was providing “direct services to 
clients” (p. 45). In addition, Riley and Connolly (2007) created a profile of CTRSs® (e.g., 
caseload, clinical supervision, professional membership); they indicated few studies 
addressed “working conditions in practice” (p. 30) and emphasized the critical need 
for collecting this type of benchmarking information. Riley and Connolly (2007) stated 
it was 

…imperative to continue to conduct routine and periodic data collection re-
garding the CTRS® practitioner and the overall therapeutic recreation profes-
sion. Such information is important in order to establish realistic benchmarks 
for evaluating the status of the field, as well as to provide timely and accurate 
information to outside regulatory and accreditation agencies. (p. 45)
  
Keogh Hoss and McCormick (2007) surveyed ATRA members to identify “quality 

indicators” for RT service, if data were collected on these indicators, and if they had the 
ability to transmit data to ATRA to benchmark services. Justifications of conducting 
the study included there was “no system for collecting and organizing data has been 
established on a national basis” (p. 36), a need to identify outcomes, and to “establish 
benchmarks” (p. 36). Respondents identified four common themes for service quality: 
outcomes/functional abilities/symptom reduction, assessment, treatment/intervention 
implementation/discharge follow-up, and level of leisure involvement/recreation par-
ticipation. Few respondents indicated the ability to transmit data to ATRA for bench-
marking. Limitations of the study included the use of a convenience sample with only 
117 respondents.

Purpose of the Study
The purpose of this study was to determine services performed by RTs in the U.S. 

and Canada. This study surveyed currently practicing CTRSs® to determine workload 
and elements of service provision. Findings from this study may provide preliminary 
insight into the productivity and types of RT services provided by professionals. 

Research Questions
Research question 1 (RQ1): What is the overall productivity of RTs; specifically, 

what is the average number of weekly contacts with individuals receiving RT services 
(i.e., weekly hours RTs provide direct service to clients, number of direct client/patient 
interactions)? Does productivity differ by population served?

Research question 2 (RQ2): What amount of time is spent on key job duties (e.g., 
treatment groups, one-on-one interventions, documentation) that are performed by 
CTRS®; does the amount of time completing these duties differ by population served? 

Definition of Terms
Definitions of terms used in this study, some of which were provided for the re-

spondents on the questionnaire, included treatment groups, individual treatment ses-
sions, direct client/patient interactions, general activity groups, caseload, and consults. 
Treatment groups were defined as the types of content programs or interventions that 
the individual CTRS® offered clients each week such as social skills group, anger man-
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agement, community re-integration, leisure education and adventure therapy. An in-
dividual treatment session was defined as a one-on-one (1:1), goal-directed treatment 
sessions with a client. Direct client/patient interactions were defined as the hours per 
week an individual therapist provided RT treatment interventions (both individual and 
group). General activity groups were defined as the provision of large group activities 
(diversional in nature) that were offered for anyone to attend and focused on participa-
tion/opportunities for recreation. Case load was defined as the number of clients the 
CTRS® is assigned as the primary therapist. Consults were calculated by the percent of 
RT services that were prescribed by a physician, also sometimes referred to as orders. 

Methodology

Subjects and Data Collection
After Institutional Review Board approval was received from the researcher’s 

university, a request to purchase a sample from the National Council for Therapeutic 
Recreation Certification (NCTRC) was approved, which resulted in a randomly se-
lected sample of 5,000 CTRSs®. This was approximately one-third of the total number 
of active CTRSs, as there are approximately 16,000 certificants according to NCTRC 
(https://www.nctrc.org/about-ncrtc/). The questionnaire was entered into Qualtrics, 
which is a web-based application used to design, distribute, and analyze online surveys 
(https://www.qualtrics.com/core-xm/survey-software/).

An invitation to participate in the survey was sent to the sample via email from 
NCRTC with a link to a cover letter explaining the purpose of the survey. Respondents 
who accessed the survey first consented or declined to participate in the study; for 
those consenting, they then had access to the survey. To increase the response rate, a 
follow-up email was sent to the sample three weeks after the initial invitation to remind 
individuals of the opportunity to participate in the survey. The survey was open for a 
total of six weeks. 

Instrument
Data were collected via a 40-item questionnaire developed by the investigator to 

determine service provision of currently practicing CTRSs®; branching was utilized so 
most respondents answered fewer than 40 items. Prior to this study, the original ques-
tionnaire was developed for a state with licensure that faced a challenge from the state 
legislature for the continued need for RT licensure. Since little service provision data 
existed, the RT licensure board decided to survey all licensed RTs and licensed RT As-
sistants in the state. A questionnaire was developed; it was reviewed by 12 RTs includ-
ing educators, established practitioners, and board members to establish face validity. 
Suggestions for instrument refinement were submitted and changes made prior to dis-
semination. Data were collected, analyzed, and reports disseminated to the legislature.  

Since that study, additional modifications were made to the instrument based on 
responses on the initial survey to provide clearly defined terms and specific examples 
to ensure more consistent estimates of time across respondents. Modifications to the 
questionnaire included providing examples of how to report the data and terms were 
operationally defined. Respondents were asked to indicate the number of direct RT 
service hours delivered to clients weekly, identify types of services provided, the fre-
quency of services, the number of clients served weekly,  student intern services, and 
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to provide demographic information (employment setting, population served, census, 
position, role, hours employed, years of practice, and licensure information). 

Data Analysis 
Data were downloaded from Qualtrics into a Statistical Package for the Social Sci-

ences (SPSS) file using version 21 (IBM Corporation, 2012). Data analysis included 
percentages, means, and analysis of variance. Descriptive statistics were conducted 
to report demographics including employment settings, population served, primary 
role, employment status, hours employed, hours of direct service, and census (num-
ber served). In addition, overall productivity (RQ1) including direct service to clients, 
and the number of client interactions/contacts (group and individual) were calculated.  
Analysis of Variance (ANOVA) was conducted to determine if differences existed by 
the type of population served (behavioral health, geriatrics, rehabilitation, ID/DD, and 
other). Time spent in key job duties (RQ2) was calculated including treatment groups, 
one-on-one interventions, general activity groups, treatment team meetings, assess-
ments, documentation, caseload, and consults. Analysis of Variance (ANOVA) was 
conducted to determine if there was a significant difference in the reported RT job 
duties by the type of population served.  

Level of significance was set at .05. The Scheffé post hoc criterion for significance 
analysis was used as this method provides the most stringent error control (Kim, 2015) 
and protects against a Type I error. The use of statistical significance (p–value) has 
been criticized as it does not address the practical significance of the results. Statisti-
cal significance is easier to achieve with large n-sizes and many question the practical 
differences found in comparing the mean scores (Sun, Pan, & Wang, 2010). Effect size 
quantifies the strength of associations of mean differences found in statistical analysis 
and has been suggested as a solution to address practical significance (Sun et al., 2010).  
Effect size determines if the difference found between groups is meaningful (practical 
significance). Partial Eta Squared (η2) is the statistical analysis used for Analysis of 
Variance to measure effect size. Small effect size was set at 0.01, medium was 0.06, and 
large was 0.14 (Cohen, 1988). Moderate effect size or above were reported. 

Results

Demographic Profile
A total of 1178 CTRSs responded to the study for a response rate of 23.6%. The 

education level achieved by many respondents was a bachelor’s degree (74.4%, n = 
753), 24.6% (n = 249) earned a master’s degree, and 1% (n = 10) earned a doctorate de-
gree. Individuals who identified themselves as educators (n = 38, 3.5%) were branched 
to the end of the survey since the purpose of the study was to survey practitioners. 
Demographic information includes both full-time and part time respondents.

The two largest geographic areas represented were the South (n = 308, 31.1%) and 
Midwest (n = 303, 30.6%), followed by the Northeast (n = 174, 17.6%), West (n = 152, 
15.4%), Canada (n = 47, 4.8%) and Pacific (n = 5, 0.5%). In terms of experience, the 
average number of years in RT practice was 14.8 years (SD = 11.687) with a median 
of 12 years, a mode of 2 years, and a range of less than one year to 50 years. The aver-
age number of years respondents were certified (CTRS) was 13 years (SD = 10.779), a 
median of 10 years, a mode of 1 year, and a range of less than a year to 36 years. The 
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number of full-time RTs employed at their agency was an average of 4.72 therapists (SD 
= 6.455), a median of 2, a mode of 1, and a range of 0 to 40 RTs. In terms of the number 
of full-time employees who had the CTRS® credential, the average was 3.53 CTRSs (SD 
= 4.685), a median of 2, a mode of 1, and a range of 0 to 40 CTRSs.

Description of Population Served, Settings, Age, and Census
For population served, one in three reported they worked in behavioral health 

(n = 343, 33.3%) or geriatrics (n = 326, 31.6%); 14.5% (n = 149) in ID/DD; 14% (n = 
144) in rehabilitation; and 6.7% (n = 69) in “other” populations. Respondents were also 
asked about the setting in which they worked; the top four settings included nursing 
home/assisted living/long term care (n = 262, 24%), behavioral health/mental health/
psychiatry (n = 244, 22.4%), community setting/recreation program (n = 151, 13.8%), 
and hospital (n = 144, 13.2%). The largest age group that respondents worked with was 
older adults (n = 332, 32.3%) followed by adults (n = 313, 30.4%), all ages (n = 216, 
21.0%), children (n = 62, 6.0%), “other” (n = 54, 5.2%), and adolescents (n = 52, 5.1%).  
The number of clients served (census or occupancy) by agencies was an average of 174 
clients (SD = 449.622), a median of 92 clients, a mode of 100, and a range of 4 to 8,500 
clients.  

Employment
The majority of respondents worked in the role as a primary therapist (n = 637, 

64.3%), followed by supervisor (n = 211, 21.3%), administrator (n = 78, 7.9%), consul-
tant (n = 30, 3%) and “other” role (n = 34, 3.4%). Respondents identified the title of 
department in which they worked. The majority of respondents worked with one of the 
following department titles: Recreation Therapy, Recreational Therapy, or Therapeutic 
Recreation (n = 600, 60.9%); 20% (n = 198) indicated some “other” title including Life 
Enrichment or Rehabilitation Therapy, and 19% (n = 187) Activities Department. Most 
respondents were full-time employees (n = 847, 86.3%), 10% (n = 98) were part-time 
without benefits, and 3.8% (n = 37) were part-time with benefits. Many respondents 
indicated they did not receive clinical supervision (n = 599, 60.8%) while 39.2% (n = 
386) indicated they received clinical supervision. Table 1 contains respondent demo-
graphic information. 

Professional Memberships
A total of 335 respondents (35.6%) were members of the American Therapeutic 

Recreation Association (ATRA). ATRA has 30 active state chapters, four inactive chap-
ters, seven pre-chapters, and 11 states are not affiliated (https://www.atra-online.com/
page/Chapters?&hhsearchterms=%22atra+and+chapters%22). A total of 131 (13.9%) 
respondents indicated they were an ATRA chapter member. More respondents indi-
cated they were a member of their state professional organization (n = 274, 29.1%).

Service Provision
The purpose of this study was to obtain information from full-time RT practitio-

ners to determine the types of services they provided, and time spent on various clini-
cal duties. There were 847 respondents (86.3%) who met this criterion. An additional 
135 (13.7%) participants indicated they worked part time so were eliminated from this 
portion of the analysis. Full-time RTs (n = 847) worked an average of 39.3 hours per 
week (SD = 2.031), with a median and mode of 40 hours per week.
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Research Question 1: Weekly Contacts/Hours Providing Direct RT Services
In terms of direct services to clients, a total of 18,492 hours were provided by 810 

full-time CTRS® in a week. This is, on average, 22.83 hours (SD = 10.479) per CTRS®, a 
median of 24 hours, and a mode of 20 hours. 

Number of Weekly RT Contacts with Patient Care. Respondents identified the 
number of clients they served per week for the following duties: client/patient therapy 
interactions (includes individual and group RT treatment interventions) and general 
activity provision. A total of 680 full-time CTRSs® reported the number of weekly cli-
ent therapy interactions (contacts) was 73,422 contacts, which is an average of 108 cli-

Table 1 
Respondent Demographic Information 
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Table 1  

Respondent Demographic Information  

 

Characteristic                N Percent 
Consent to participate 

Consent 
Did not Consent 

 
1128 

29 

 
97.5% 
2.5% 

Education 
Bachelor’s Degree 
Master’s Degree 
Doctoral Degree 

 
753 
249 
10 

 
74.4% 
24.6% 
1.0% 

Geographic Location 
South 
Mid-West 
Northeast 
West 
Canada 
Pacific 

 
308 
303 
174 
152 
47 
5 

 
31.1% 
30.6% 
17.6% 
15.4% 
4.8% 
0.5% 

Population 
Behavioral Health 
Geriatrics 
ID/DD 
Rehabilitation 
Acute care 
Other 

 
343 
326 
149 
144 
25 
44 

 
33.3% 
31.6% 
14.5% 
14.0% 
2.4% 
4.3% 

Setting 
Nursing home/Assist Liv/LTC 
Behavioral/Mental health/Psych 
Community 
Hospital 
Physical Rehabilitation 
Residential/Transitional  
College/university  
Out-patient/day treatment/day care 
Other 

 
263 
248 
151 
144 
70 
46 
38 
34 
64 

 
24.1% 
22.7% 
13.8% 
13.2% 
6.4% 
4.2% 
3.5% 
3.1% 
5.9% 

Primary Role as CTRS 
Therapist 
Supervisor 
Administrator 
Consultant 
Other 

 
637 
211 
78 
30 
34 

 
64.3% 
21.3% 
7.9% 
3.0% 
3.4% 
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ent contacts per CTRS® (M = 107.97, SD = 111.076), with a median of 69 and a mode 
of 100 clients. The number of weekly client interactions (contacts) for general activity 
provision by CTRSs® (n = 522) was 35,372 contacts, which is an average of 68 (M = 
67.76) client contacts in general activities per CTRS. 

Respondents who indicated they supervised students completing an RT internship 
(14 weeks, 560 hours) provided the number of clients that intern students served for 
the same duties reported above. A total of 170 respondents reported direct client/pa-
tient interactions (contacts) for intern students; interns provided 19,694 direct therapy 
contacts with an average of 116 (M = 115.85, SD = 125.661) therapy contacts per in-
tern, with a median of 75 and a mode of 20 clients. A total of 124 respondents reported 
general activity contacts for interns; interns provided 8,283 general activity contacts 
which averaged almost 67 (M = 66.80, SD = 93.798) general activity contacts per intern 
student, a median of 30, and a mode of 0.

Differences in Direct Service Hours Provided by Population Served. In terms 
of the number of direct service hours RTs provided to clients by population,  therapists 
in rehabilitation reported significantly more hours of direct service (M = 28.08) com-
pared to all other populations including behavioral health (M = 23.07), geriatrics (M = 
22.18), ID/DD (M = 19.98) and “other” (M = 18.40), F(4, 804) = 12.60, p = .000). Effect 
size was moderate (η2 = 0.059). For RT services prescribed by a physician (consults) 
by population, rehabilitation had a significantly higher percent of consults (65.6%) 
than behavioral health (44.32%), “other” (30.06%), ID/DD (15.83%), and geriatrics 
(14.40%), F(4, 584) = 36.13, p = .000). Effect size was large (η2 = 0.198).  For the number 
of client/patient therapy interactions weekly by population, those in behavioral health 
(M = 139.98) had a significantly higher number of client interactions per week than 
rehabilitation (M = 81.08), “other” (M = 76.65), and ID/DD (M = 46.95), F(4, 673) = 
14.25, p = .000). Effect size was moderate (η2 = 0.078).  

Research Question 2: Time Spent on Key Job Duties
In terms of job duties, respondents identified the number of treatment groups, 

one-on-one interventions, and other duties that they individually provided (not the 
entire department). Directions on how to calculate the number of treatment groups, 
one-on-one sessions, and general activities were provided on the survey to increase 
consistency of responses. The directions read: “if you are responding to treatment 
groups and you are responsible for running a social skills group, anger management, 
community reintegration, leisure education, and adventure therapy for treatment 
groups, you would report 5 per week.” The average number of treatment groups that 
the RT directly provided in a week was 7.23 groups (SD = 7.758) with a median and 
mode of five groups per week. Respondents indicated, on average, how often they pro-
vided these treatment groups in a week (the directions included an example: “if most 
of your treatment groups meet three days a week, you would enter 3 for  the number 
of meeting times per week for treatment groups”). The average number of times that a 
treatment group was offered was 3 times a week (M = 3.18, SD = 2.21) with a median of 
3. The average number of one-on-one interventions provided was 10.40 (SD = 11.295) 
with a median of 6 and a mode of 5. The average number of general activity groups 
(diversional) provided was 10.41 (SD = 10.881) with a median of 6 and a mode of 5. 
These general activity groups were offered, on average four times a week (M = 4.16, SD 
= 2.321) with a median and mode of 5.  
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Differences in Job Duties by Population. Analysis of variance (ANOVA) was 
conducted to determine if differences existed in job duties by population served. Job 
duties that had statistically significant differences by population and reached medium 
or large effect size are reported. Job duties that reached statistically significant dif-
ferences by population with at least a medium effect size included: weekly treatment 
groups offered; one-on-one treatment sessions; general activity sessions; documenta-
tion, and consults prescribed by a physician. 

For the number of treatment groups offered each week by population, those in 
behavioral health had a significantly higher number of groups (M = 9.73) than ID/
DD (M = 4.30) and geriatrics (M = 4.90), F(4, 581) = 13.13, p = .000). Effect size was 
moderate (η2 = 0.083). For the number of one-on-one treatment sessions by popula-

Other job duties rated by respondents included treatment team meetings, client 
assessments, documentation, caseload, and consults. The average number of treatment 
team meetings RTs attended per week was under 5 meetings (M = 4.58, SD = 5.586) 
with a median of 3 and a mode of 5. The average number of client assessments that 
were completed in a week was 8.66 (SD = 10.016) with a median and mode of 5 per 
week. Documentation rates were higher with the average number of 19 per week (M 
= 18.95, SD = 16.073), a median of 14, and a mode of 5. The average case load a thera-
pist carried was just over 25 clients/patients/residents (M = 25.28, SD = 16.481) and a 
median of 24. The number of weekly consults was an average of 7.34 (SD = 10.878), a 
median of 3, and a mode of 0. See Table 2 for all service provision rates related to direct 
patient care duties and responsibilities. 

Table 2 
Service Provision Rates of Job Duties Reported by Full-time CTRSs
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Table 2  

Service Provision Rates of Job Duties Reported by Full-time CTRSs 

 
Note. Hours of direct client/patient service was defined as the hours per week the individual 
therapist provided RT treatment interventions (treatment groups and individual treatment 
sessions). Treatment groups were defined as content programs/interventions that were offered 
weekly by the CTRS (individually not the department) such as social skills or community 
reintegration. Individual treatment session is a one-on-one goal-directed treatment session they 
held with a client to work on specific goals. General activities were defined as large group 
offerings (diversional in nature) offered for anyone to attend and focused on participation/ 
opportunities for recreation. Number of clients served weekly included counting the number of 
participants in each session (group or individual) offered rather than distinct clients. Treatment 
team meetings included specific teams that the RT attended weekly. Assessments were the 
number of initial assessments RTs completed weekly. Documentation was reported by the 
number of progress notes, special entry notes, and discharge summaries RTs completed on a 
weekly basis. Caseload was the number of clients or residents the RT was assigned as the 
primary therapist. Consults were calculated by the percent of RT services prescribed by a 
physician. 

 
Table 3  

Mean Number of Weekly Job Duties Performed by a CTRS by Population 

Job Duties N  Average Standard 
Deviation 

Median Mode 

Direct client interactions:       

Hours direct service  
Treatment groups 
1:1 Interventions 
General activities 
Number client interactions 

810 
       588 
       602 
       629 
       680 

22.83 hours 
  7.23 groups 
 10.40 sessions 
10.41 activities 
107.97 contacts 

10.470 
7.758 
11.295 
10.881 
111.076 

24 
   5 

6 
6 
69 

20 
5 
5 
5 

100 
 

Other RT duties:     
Treatment team meetings 
Assessments 
Documentation 
Caseload 
Consults 

611 
654 
692 
625 
489 

4.58 meetings 
8.66 assessments 

18.95 notes 
25.28 clients 
7.34 orders 

5.586 
10.016 
16.073 
16.481 
10.741 

3 
5 
14 
24 
3 

5 
5 
50 
50 
0 

     

Note. Hours of direct client/patient service was defined as the hours per week the individual therapist provided RT treatment 
interventions (treatment groups and individual treatment sessions). Treatment groups were defined as content programs 
interventions that were offered weekly by the CTRS (individually not the department) such as social skills or community 
reintegration. Individual treatment session is a one-on-one goal-directed treatment session they held with a client to work 
on specific goals. General activities were defined as large group offerings (diversional in nature) offered for anyone to attend 
and focused on participation/ opportunities for recreation. Number of clients served weekly included counting the number 
of participants in each session (group or individual) offered rather than distinct clients. Treatment team meetings included 
specific teams that the RT attended weekly. Assessments were the number of initial assessments RTs completed weekly. 
Documentation was reported by the number of progress notes, special entry notes, and discharge summaries RTs completed 
on a weekly basis. Caseload was the number of clients or residents the RT was assigned as the primary therapist. Consults 
were calculated by the percent of RT services prescribed by a physician.
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tion, those in rehabilitation had a significantly higher number of individual treatment 
sessions (M = 17.46) compared to behavioral health (M = 6.87), geriatrics (M = 10.18), 
ID/DD (M = 10.26), and “other” (M = 10.58), F(4, 595) = 16.79, p = .000). Effect size 
was moderate (η2 = 0.101). For the number of general activities offered each week by 
population, those in geriatrics had a significantly higher number of activity groups (M 
= 15.27) than behavioral health (M = 8.14), ID/DD (M = 6.97), “other” (M = 6.97), and 
rehabilitation (M = 6.54), F(4, 623) = 21.66, p = .000). Effect size was moderate (η2 = 
0.122). For the number of documentation entries each week by population, those in 
rehabilitation (M = 23.06) and behavioral health (M = 22.60) had significantly higher 
documentation entries than ID/DD (M = 12.39), F(4, 685) = 11.53, p = .000). Effect size 
was moderate (η2 = 0.063). For the number of consults per week by population, those 
in rehabilitation reported a significantly higher number of consults (M = 11.85) than 
ID/DD (M = 3.11) and geriatrics (M = 4.99), F(4, 413) = 7.91, p = .000). Effect size was 
moderate (η2 = 0.071). 

Three job duties reached statistically significant differences but had small effect 
size: the number of treatment team meetings attended on weekly basis; the caseload 
carried by therapists; and the number of client assessments. Table 3 highlights the 
differences in job duties by population served and Table 4 presents the results of the 
ANOVAs and effect sizes. 

Table 3 
Mean Number of Weekly Job Duties Performed by a CTRS by Population
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*p = .001 

 

Weekly Job Duties Behavioral 
Health 

Older 
Adults 

Rehabilitation ID/DD Other Total 

Hours direct services 
Treatment groups offered 

23.07 
9.73* 

22.18 
4.90 

28.08* 
6.67 

19.98 
4.30 

18.40 
5.79 

22.83 
7.23 

1:1 treatment sessions 
offered 

6.87 10.18 17.46* 10.26 10.58 10.40 

General activity groups 
offered 

8.14 15.27* 6.54 6.97 6.97 10.41 

Number clients served 
Treatment team meetings  

139.98* 
4.42 

112.07 
5.40 

81.08 
4.16 

46.95 
3.59 

76.65 
3.44 

107.97 
4.58 

Assessments conducted 10.59* 7.49 8.56 5.14 9.23 8.66 

Documentation 
completed 

22.60 15.24 23.06* 12.39 17.26 18.95 

Caseload carried 24.79 29.68* 20.89 20.28 25.00 25.28 

Consults received 7.46 4.99 11.85* 3.11 8.74 7.34 
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Discussion
The results of this study provide important insight into the amount of time CTRSs® 

spend on clinical job duties, general activity tasks, and the number of client contacts in 
a week. The study sought to answer questions about the overall productivity of RTs, in-
cluding the average number of weekly contacts with individuals receiving RT services 
(RQ1), and the amount of time spent on key RT job duties (RQ2). 

Research Question 1: Weekly Contacts/Hours Providing Direct RT Ser-
vices

A total of 18,492 hours of direct service to clients/patients were provided by 810 
full-time therapists in a one-week period for an average of 23 hours (M = 22.83) a week 
of direct care services per therapist. The Oltman et al. (1989) and Connolly and Riley 
(1997) findings cannot be directly compared since the current study asked about hours 
spent on tasks versus percent of time; the two previous studies provided a list of four 
tasks (direct service, management of TR services, education, and consultation) and 
asked respondents to indicate the percent of time spent on each component. Although 
the question differs, it is possible to calculate percent of time (out of 100%) spent on 
direct care services (23/40 hours) which equates to 57% of a therapist’s time provid-
ing direct patient therapy. These results (57%) fell between Oltman et al. (48.5%) and 

Table 4 
One-Way Analysis of Variance of CTRS Job Duties by Population with Medium Effect Size 
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Table 4  

One-Way Analysis of Variance of CTRS Job Duties by Population with Medium Effect Size  

Analysis Source df MS F p 𝜂𝜂2 
Hours direct service Between groups 

Within groups 
Total 

4 
804 
808 

1311.242 
104.088 

12.597  .000 .059 

Treatment groups Between groups 
Within groups 
Total 

4 
581 
586 

731.84 
55.73 

13.132  .000 .083 

Individual treatment 
interventions 

Between groups 
Within groups 
Total 

4 
595 
599 

1941.07 
115.60 

16.791  .000 .101 

General activities Between groups 
Within groups 
Total 

4 
623 
627 

2266.54 
104.64 

21.659  .000 .122 

Documentation  Between groups 
Within groups 
Total 

4 
685 
689 

2810.23 
243.77 

11.528  .000 .063 

Client interactions  
 
 
 
Prescribed RT services 
(consults) 
 

Between groups 
Within groups 
Total 
 
Between groups 
Within groups 
Total 

4 
 673 
677 

 
4 

584 
588 

163355.04 
 

11461.49 
 
 

53839.98 
1490.07 

14.253 
 
 
 

36.133 

 .000 
 
 
 
.000 

.078 
 
 
 

.198 

Note: Partial Eta Squared (𝜂𝜂2) is the statistical analysis used for Analysis of Variance to 
measure effect size. Small effect size was set at 0.01, medium was 0.06, and large was 
0.14 (Cohen, 1988). Three analyses did not reach moderate effect size and are not 
reported in the table: treatment team meetings, assessments conducted, and caseload. 

Note: Partial Eta Squared (η2) is the statistical analysis used for Analysis of Variance to measure effect size. 
Small effect size was set at 0.01, medium was 0.06, and large was 0.14 (Cohen, 1988). Three analyses did 
not reach moderate effect size and are not reported in the table: treatment team meetings, assessments con-
ducted, and caseload.



239

Analysis of Services Performed by Recreation Therapists

Connolly and Riley (72%). It would be beneficial to ask this question on further studies 
to make direct comparisons of the data. Also, an operational definition of what consti-
tutes “direct service” would be beneficial going forward. In this study, treatment groups 
and one-on-one interventions were used to calculate direct service; it is uncertain how 
“direct service” was defined in the Connolly and Riley study (2007) or the Oltman et 
al. study (1989); some may include assessments and treatment plans as part of direct 
service. The hours of direct service to clients differed by population served. Rehabilita-
tion had significantly greater number of direct service hours than all other populations. 

The number of client/patient therapy interactions (contacts) in a week amounted 
to 73,422 client contacts by 680 full-time therapists for an average of 108 client therapy 
contacts per week per therapist. The number of contacts with patients in therapy-relat-
ed activities also differed by population served. RTs in behavioral health settings had 
significantly greater number of contacts with patients than those in Rehabilitation, ID/
DD, and “other” populations.

Research Question 2: Time Spent on Key Job Duties
Those in rehabilitation had significantly more one-on-one treatment sessions, 

documentation, and physician consults. Those in behavioral health provided signifi-
cantly more treatment groups and number of client interactions in treatment activities. 
It is clear the emphasis on types of clinical services provided differed by population. 
Issues such as infection control and need for individualized treatment seem to be more 
prevalent in rehabilitation settings. Group treatment interventions were more com-
mon in behavioral health settings.

Comparisons that can be made to the Riley and Connolly study (2007) include 
case load, clinical supervision, number of full-time CTRSs®, and membership in pro-
fessional organizations. The average case load carried reported in this study was lower 
(M = 25.28) than what was reported by Riley and Connolly (2007) with a mean of 33. 
The median reported in both studies were similar (24 versus 22 respectively). Fewer re-
spondents in the current study indicated they received any clinical supervision (39.2%) 
compared to Riley and Connolly (61%). This drop is concerning. On average, thera-
pists in this study offered seven therapy groups that met 3 times a week. Individual 
work (1:1) averaged 10 clients per week. These data could be beneficial to states in 
terms of understanding or capturing the number of citizens with disabilities that are 
served by RTs. It would be helpful to have a discussion at the national level to deter-
mine what data needs to be captured so that the same metrics are collected across all 
states; this would allow comparisons across states, regions of the country, by popula-
tions served, and other variables.  

Limitations
There are several limitations to this study. Although efforts were used to increase 

participation rates by sending a second invitation, the response rate (23.6%) was low. 
However, it was consistent with the NCTRC 2014 Task Analysis Study response rate 
(26%). Caution should be taken not to generalize the results from this study due to the 
low response rate. 

Face validity was established on the questionnaire; establishing reliability and va-
lidity would strengthen the confidence in results of future studies. A question should 
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have been included in this study that used to same format as Oltman et al. (1989) and 
Riley and Connolly (2007), which asked the percent of time spent on RT job tasks: di-
rect care, management, education and consultation. This would have allowed for direct 
comparisons.  Finally, length of stay (LOS) was not included which could determine if 
LOS had an impact on the types of services provided.

Recommendations
This study provides preliminary information about the services provided by 

CTRSs. This information is critical for the discipline to be able to capture the impact 
RT services have on the clients that are served. In addition, it could allow similar types 
of programs to compare services, identify staff to client ratios, justify staff resources, 
and provide accurate numbers of recipients of RT services. Operational definitions that 
distinguish between direct and indirect treatment make it easier to understand what 
is included and for future comparisons to be made. In addition, the discipline should 
explore the impact that RT services have on client outcomes.

Continued research is needed about the number and types of RT services provided 
to inform the discipline and collect useful data for programs to make decisions as well 
as comparisons with like institutions/agencies. Some refer to this type of data as bench-
marking. Benchmarking has been linked to quality improvement processes (Benson, 
1994; Ettorchi-Tardy, Levif, & Michel, 2012). Camp (1989) defined benchmarking as 
“…the search for industry best practices that will lead to superior performance” (p. 10). 
Kay (2007) also identified benchmarking as “best practices” and “proposed what per-
formance should be in the future” (p. 22). Other health care professions are gathering 
these data to provide an overall understanding of the nature of services provided, to 
justify additional staff resources, establish staff to client ratios, catalog client encoun-
ters, and to enable mapping staff time. Establishing nationwide data that are available 
to all is critical to grow, defend, and/or maintain important RT services. 

Examples of professions that established an organized central data collection pro-
cess include Physical Therapy (PT) and Child Life (CL). The American Physical Thera-
py Association (APTA) is a professional organization that created the Physical Therapy 
Outcomes Registry. This is the “only benchmarking platform connecting practices 
across the country” that allows members to access PT service data. The purpose was 
to “demonstrate the value of PT services to consumers and payers—while providing 
bench-marking data to enhance patient care” (http://www.ptoutcomes.com/AboutUs/
PurposeGoals/).

The Association of Child Life Professionals (ACLP) developed the Child Life Pro-
fessional Data Center (CLPDC) in 2018. Programs enter quarterly and annual data on 
the services they provide. The data center allows programs to track their progress and 
compare services with similar programs such as services provided, staffing, and pa-
tient/family impact data (https://www.childlife.org/resources/for-child-life-specialists/
child-life-professional-data-center). 

The concept of benchmarking has its critics. Hayhurst (2015) stated some agencies 
use benchmarking as a productivity standard to dictate the number of minutes and ses-
sions a PT should be providing per day. Some believe this takes the “value” out of the 
equation. Therapists complained formulas take clinical judgment out of determining a 
treatment plan (Hayhurst, 2015). This level of scrutiny, demanding productivity, is not 
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what this author is proposing. The purpose of data collection would be to understand 
the scope of RT services, not to develop a productivity standard for therapists. Data 
centers have provided critical data to their professions.

A national discussion should occur to determine data essential to collect, pro-
cesses to collect data, frequency of data collection, and other considerations for this 
undertaking. Riley and Connolly (2007) identified the need for “establishing bench-
marks…to provide timely and accurate information” (p. 45) to agencies. ATRA ex-
plored the ability to benchmark services (Keogh Hoss & McCormick, 2007) but based 
on findings, this option was not feasible at that time. The authors identified key steps 
to move forward including development of an assessment tool to measure outcomes of 
RT interventions. They identified a need to benchmark results of RT interventions and 
called for a national initiative “…to begin the systematic process of the collection and 
documentation of RT service indicators” (p. 40). 

It is recommended that ATRA consider establishing a task force to gather data that 
addresses some of the key questions provided in the framework of this study as well as 
other measures including outcomes of RT services and the impact RT services have on 
client functioning. The development of a national registry database to annually collect 
this data should be considered. Taking this step is essential to understand the impact 
of RT services on those we serve and to provide RT programs with data to support the 
efficacy of RT services.
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