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It is said an Eastern monarch once charged his wise men to invent him a sentence to be
ever in view, and which should be true and appropriate in all times and situations. They
presented him the words: "And this, too, shall pass away."

Abraham Lincoln

As we race toward the 21st century, the one it encounters new and unfamiliar situations
constant in our lives is change. For the thera- and circumstances.
peutic recreation specialist, this change can be By interweaving three basic concepts,
seen in the dynamic interaction of the forces of health enhancement, reform in health and hu-
demographics, fiscal constraints, technology, man services, and a life course perspective, the
research endeavors, and organizational envi- authors have developed a rationale for the
ronments (Coyle, 1998). Wilhite, Keller, and Optimizing Lifelong Health through Thera-
Caldwell (1999) recognize the impact that this peutic Recreation model (OLH-TR model)
spiraling change will have on the implemen- that will satisfy the increasing diversity that
tation of therapeutic recreation services by exists in current professional practice. Build-
presenting a practice model that they believe ing on the developmental theory of human
will enable the profession to remain viable as aging/adaptation espoused by Baltes and
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Baltes (1990), the authors designed the
OLH-TR model around three basic principles:
(a) a healthy leisure lifestyle across a life
course decreases the probability of pathology
and its ensuing consequences, (b) the achieve-
ment and maintenance of optimal health and
well-being are aided by individualizing and
strengthening resources and opportunities, and
(c) individuals must be prepared to reinvent
themselves by altering leisure choices when it
is necessitated by changing circumstances
(Wilhite et al , 1999).

Model Organization
In order to ascertain the value of this model

for practitioners, it is important to examine
how the underlying rationale impacts upon
"the nature and scope of the service, the nature
of the client, therapist interaction, and the
potential service outcomes" (Van Andel, 1998,
p. 180). In terms of the first component, the
model's compatibility with community-based
services is striking with its heavy reliance on
education and facilitation techniques rather
than on the more traditional therapy ap-
proaches. It is clearly in tune with the ap-
proach espoused by Coyle, Boyd, Kinney, and
Shank (1998) that challenges practitioners to
"go beyond the clinical setting, to work toward
community integration and participation, to
help find creative solutions to environmental
barriers, and to focus on quality of life"
(P- 59).

The model's emphasis on health enhance-
ment allows the practitioner to work effec-
tively with a wide diversity of potential recip-
ients. By using the elements of selecting,
optimizing, compensating, and evaluating, cli-
ents are encouraged to acquire the tools and
resources necessary to ensure that over the
course of their lives they have the enhanced
potential to continually adapt to new and al-
tering circumstances, resulting in the positive
engagement in a healthy leisure lifestyle. It is
this focus that makes the model applicable in
the prevention of at-risk health problems such
as eating disorders, drug abuse, and mental
health problems, as well as with those individ-

uals who are not going to "get better" and are
facing a progressive or terminal disease or
disability such as dementia.

Closely connected to the nature and scope
of service is the nature of the client. A univer-
sal trend in health and human services is the
evolving role of the consumer. No longer seen
as the passive recipient of services, the client
of today desires an active, informed role. As
expressed by Young and Schuller (1991):

I wish my life and decisions to depend
on myself, not on external forces of
whatever kind. I wish to be the instru-
ment of my own, not of other men's acts
of will. I wish to be a subject, not an
object; to be moved by reasons, by
conscious purposes, which are my own,
not by causes which affect me, as it
were, from outside. I wish to be some-
body, not nobody; a doer-deciding, not
being decided for, self-directed and not
acted upon by external nature or by
other men as if I were a thing, or an
animal, or a slave incapable of playing a
human role, that is, of conceiving goals
and policies of my own and realizing
them. (p. 21)

It is not only the client, however, who
desires this self-empowerment. Managed care
providers also acknowledge the importance of
client self-reliance and encourage services to
contribute toward this goal (Wilhite et al.
1999). The authors of the OLH-TR model
have recognized the significance of this trend
by incorporating self-empowerment and self-
efficacy as key elements of their model. They
also have maintained a holistic view of health
in which the mental, physical, social, psycho-
logical, cultural, and spiritual, aspects of the
client are addressed.

In terms of therapist interventions, this
model clearly delineates facilitation and edu-
cation as two main tools available to the ther-
apeutic recreation specialist, with a clear
movement away from the therapist role prom-
inent in the more traditional medical models.
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With a growing emphasis on accountability
combined with less time available for client
contact, it is essential that recreation practitio-
ners are able to work as effectively and effi-
ciently as possible. In today's health care en-
vironment, a recreation therapist's opportunity
to plan, conduct, and evaluate a full-scaled
therapy program has been greatly diminished.
On the other hand, a leisure education program
that provides the opportunity for the develop-
ment and acquisition of the skills, knowledge,
and abilities necessary for the continued suc-
cessful engagement in a healthy lifestyle is
seen as an attractive and viable option by those
who manage the workplace.

The non-linear design of the OLH-TR
model fits comfortably with a leisure educa-
tion focus as it stresses the development of
client skills and resources essential for contin-
uous adaptation as individuals journey through
life rather than on the resolution of problems
that exist at a particular moment in time. This
model views a clinical therapeutic recreation
program as just one stop on the lifelong jour-
ney. Within the framework of this model, the
integration of clinical and community services
is essential. The authors recognized the impor-
tance of providing clients with an entree to the
services beyond the walls of a clinical setting
or the confines of a specific program. As a
result, the recreation therapists working under
an OLH-TR would not be negatively impacted
by the time constraints imposed by the
changes in health care management.

The expressed outcomes of the OLH-TR
model focus on an enlarged definition of
health enhancement, emphasizing health pro-
motion and protection, not just elimination of
disease. The model is also well aligned with
the initiatives outlined in health policy docu-
ments such as Healthy People 2000 (US-
DHHS, 1991), Disability in America: Toward
a National Agenda for Prevention (1991), and
CARF-The Rehabilitation Accreditation Com-
mission (1997). According to Wilhite et al.
(1999), although the role of therapeutic recre-
ation in health enhancement was cited as early
as 1961, it wasn't until the development of

Austin's Health Protection/Health Promotion
practice model that it received prominent at-
tention. By providing the practitioner with an
articulate expression of the value of therapeu-
tic recreation in health terms, the model finds
the correct rhythm for operating in health care
organizations into the 21st century.

The end goal of therapeutic recreation is to
improve the quality of life. Seedsman (1999)
reminded us that while " . . . professionals
may develop strategies that enable people to
live well, there still exists the responsibility of
individuals being willing and able to use these
strategies" (p. 6). The OLH-TR model cer-
tainly provides a framework that can be used
to help clients work toward this important
goal. It is, however, only the client's personal
adoption of the techniques of selecting, opti-
mizing, compensating, and evaluating that will
ensure a successful encounter with new and
altering circumstances over the life course. In
other words, the OLH-TR model, like all mod-
els, cannot guarantee the successful engage-
ment of the client. Only the client has the
power to ensure the achievement of his or her
optimal potential.

Strengths and Limitations
Ultimately, the worth of any practice

model is its value to the practitioner and the
client. It is important to keep this principle in
mind as the strengths and limitations of the
model are explored. The foremost strength of
the OLH-TR model is its philosophical
premise of change: change in health focus,
change in human services, and change to a life
course perspective. The model is in tune with
today's public policy initiatives. Its modern
design, complete with politically correct ter-
minology, progressive strategies, and forward
looking outcomes, provides the practitioner
with important tools to ensure that the thera-
peutic recreation profession is able to maintain
a leadership role without being eclipsed by
other health care disciplines (Coyle et al.,
1998).

As Austin (1998) so aptly stated: "In this
day of health care reform, it is especially
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critical that we are clear about our mission and
are able to communicate our mission to clients
and policy makers" (p. 109). One of the
strengths of the OLH-TR model is that its
ultimate goal is the attainment of enhanced
health through the acquisition of a healthy
leisure lifestyle, a goal supported by other
members of allied health and held in common
with generalist recreation colleagues (e.g., see
NRPA's Healthy Lifestyle campaign).

The model is not based on a linear ap-
proach, but rather on a dynamic, circular con-
struct where variables may interact in numer-
ous possibilities, permitting greater, flexibility
and adaptability from both the practitioner and
the client. It has at its heart the development of
client self-empowerment, a crucial component
for any practice model. The model emphasizes
a life course perspective, which also makes it
applicable for a broad audience, as well as for
individuals with disabilities. According to the
OLH-TR model, life is not static, everyone
must constantly overcome obstacles and adopt
new strategies to maintain a healthy leisure
lifestyle.

After much reflection, what initially ap-
peared to be a flaw in the model has come to
be viewed as a strength. The model stresses the
" . . . interdependency between clients, and
their environments, including the responsibil-
ities of individuals, families, and communities
to each other". In the model, it is recognized
that individuals move between dependence
and independence, achieving a state of dy-
namic interdependence by selecting, optimiz-
ing, compensating, and evaluating lifestyle
choices throughout their lives. Instead of see-
ing independence as the optimal result of any
therapeutic recreation encounter, the authors
suggest just the opposite, that too much inde-
pendence or dependence tends to be negative
(Brill, 1990). This concept flies in the face of
Western culture's almost godlike reverence for
independence. Perhaps the profession is finally
maturing by recognizing interdependence as
both the most likely status for many people
and a more desirable end in many situations.
All of us, with or without special needs, are

connected to the world around us and im-
pacted by our ability to interact successfully
with the environment and resources that we
encounter. It is the acceptance of the intercon-
nectedness of our lives that enables us to
overcome the challenges that are continually
confronted in life's journey.

As Yaffe (1998) expressed, we have
reached a time in our profession where we are
firmly enough established that we can afford to
recognize the diversity and complexity of our
field. No practice model has ever been able to
adequately stretch over the entire continuum
of services and programs for therapeutic rec-
reation. It is time to look seriously at creative,
new configurations that can take the profession
into the forefront as we enter the new mille-
nium. The OLH-TR model represents one at-
tempt to provide the profession with an alter-
native approach for practitioners whose
settings and needs might be more adequately
served by a fresh new approach.

In terms of weaknesses, Wilhite and col-
leagues (1999) are their own best critics. They
openly state that this model represents part of
an ongoing dialogue about TR service concep-
tualization and delivery while understanding
that it would be "foolhardy to adopt one ap-
proach without close scrutiny, thought, and
testing in the field" (p. 107).

Although the model is conceptually based
on Baltes and Baltes' (1990) developmental
theory of human aging/adaptation, the authors
have not provided the reader with extensive
knowledge of this theory. It is difficult, thus,
for the reader to fully understand the implica-
tions of its application to therapeutic recre-
ation. For example, the need for the addition of
the fourth element, evaluation, has not been
adequately explained. As evaluation appears
to be an inherent part of the Baltes and Baltes
theory, further clarification of the rationale for
its inclusion as a separate entity in the
OLH-TR model should be provided. It is also
a timely reminder that caution must always be
exercised when borrowing theories from out-
side disciplines in order to ensure that their
application remains true to the original intent.
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In addition, the authors have not given the
reader a good theoretical grounding in terms of
leisure's role in health enhancement. More
emphasis should be placed on the worth of a
healthy leisure lifestyle. Although Yaffe
(1998) argues that a satisfying and indepen-
dent leisure lifestyle "is important to all indi-
viduals" (p. 106), the therapeutic recreation
profession still must be able to clearly demon-
strate the link between a healthy leisure life-
style and a heightened quality of life. Wilhite
et al. (1999) acknowledge the importance of
this connection, but have not presented a com-
pelling case for its acceptance based on com-
plete arguments.

Perhaps one of the most striking weak-
nesses of this model is that the end goals of
the model are difficult to quantify. Quality
of life, a multi-dimensional phenomenon, is
elusive and complex (Keister & Blixen,
1998). Likewise, while health enhancement
through the engagement in a healthy leisure
lifestyle is easy to express, how do we mea-
sure its attainment? How do we demonstrate
accountability? The more traditional focus
on functional improvements proved much
easier to demonstrate compared to assessing
more nebulous, all encompassing goals like
quality of life which this model, although
not limiting itself to, emphasizes. Although
not impossible to surmount, the authors
have not addressed these difficulties in the
detail that is necessary for the general prac-
titioner.

Conclusion
In today's environment of accelerating

change and increasing competitiveness, it is
imperative that the therapeutic recreation field
maintains a proactive stance in its quest to
retain its relevance within health and human
services. One strategy for ensuring the profes-
sion's continuing viability is the exploration of
new practice models that accept new perspec-
tives without losing the value of established
ideas, models that force us to expand not only
the philosophical base but also the way in
which services are articulated and delivered.

Wilhite, Keller, and Caldwell (1999) have pre-
sented such a model. The OLH-TR model
openly encourages practitioners to embrace
the culture of change that is prevalent not only
within the work place but within society in
general. It recognizes the need for the field to
be forward thinking and to enlarge its bound-
aries, encompassing goals common to the en-
tire spectrum of health and human service
professions. At the same time, its focus on
leisure lifestyle ensures that the field remains
true to its mission.

Voelkl, Carruthers, and Hawkins (1997)
presented the following benchmark for deter-
mining a good practice model when they said
that it " . . . will be influenced by the past,
reflect current realities, and provide a progres-
sive, dynamic direction for the future" (p.
212). Despite its imperfections, the OLH-TR
model meets these criteria. Because it is so
refreshing in both its interactive dynamics and
flexibility, it is a very powerful, seductive
practice model that practitioners might easily
rush to embrace. We must remember, how-
ever, to exhibit some caution; for, as the au-
thors so carefully express, this is an introduc-
tory paper only. Readers would be far better
encouraged to examine this practice model in
the context of their own beliefs and practices
to see if it contains elements essential for the
positive evolution of the therapeutic recreation
profession. As ancient wise men discovered,
nothing lasts forever. If we are to survive, we
must continually adopt new strategies to meet
the escalating challenges facing us or we, like
many before us, will be in jeopardy of "pass-
ing away."
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