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Introduction
The Leisure Ability Model developed by

Peterson and Gunn (1984) has been a guid-
ing force for Therapeutic Recreation (TR)
and has fostered a much needed consistency
in practice across the country. When asked
by Austin if there was anything she would
change about the model, Peterson acknowl-
edged the important contributions of this
model to TR:

I would say probably not. In the sense
that the model has served us well. As
a profession it has brought us together;
it has brought commonality to our pro-

fessional preparation; it has been the
foundation of certification and I think
the cornerstone to the uniqueness of
our service that has allowed other pro-
fessionals to identify who we are and
what we are doing. (Austin, Getz, &
Winninger, 1996, video)

"What we are doing" refers to using TR
services to enable clients to improve their
day-to-day leisure functioning for increased
independence and satisfaction (Peterson &
Gunn, 1984). The focus on leisure has led
some TR professionals to criticize the Lei-
sure Ability Model. Peterson acknowledged
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this criticism of the model and noted that
there are two other issues that create concern
for many practitioners (Austin, Getz, & Win-
ninger, 1996). First, the theoretical frame-
work for the original model was not fully
articulated. Second, the three components of
the model (treatment, leisure education, and
recreation participation) have also been con-
sidered problematic.

Despite the problems associated with the
various aspects of the Leisure Ability Model,
it is probably the most recognized and used
service model in TR. Although,' 'many ther-
apeutic recreation specialists want to cling
strongly to a more medical or 'therapy'
model of services" (Stumbo & Peterson,
1998, p. 82), the Leisure Ability Model con-
tinues to offer a useful paradigm. From a
clinical service perspective, it is precisely
the focus on leisure that makes TR unique
and this focus is probably why many prac-
titioners continue to rely on the Leisure Abil-
ity Model.

Another reason that many therapeutic
recreation specialists continue to use the Lei-
sure Ability Model is its flexibility. The ther-
apeutic recreation specialist can use this
model with any population, in any delivery
setting, and with any specific service. This
versatility may exist because the model was
not overtly linked to any specific theory;
thus, allowing the practitioner to consider
various theories in their application of the
Leisure Ability Model.

The limited discussion of the theoretical
foundation has been one of the many criti-
cisms of the Leisure Ability Model. Clearly,
therapeutic recreation specialists need to em-
ploy practice models and base their practice
on a sound theoretical foundation (Austin,
1997). Since the publication of the Leisure
Ability Model in 1984, many theoretical
concepts have been suggested that seem to
provide a foundation for TR services.
Stumbo and Peterson (1998) discussed four
concepts as critical to achieving a successful
leisure lifestyle: (a) learned helplessness vs.
mastery and self-determination; (b) intrinsic

motivation, internal locus of control, and
causal attribution; (c) choice; and (d) flow.
Research (e.g., Coleman & Iso-Ahola, 1993;
Csikszentmihalyi, 1975; Lepper & Greene,
1978; Shary & Iso-Ahola, 1989), particularly
in the social psychology of leisure, has dem-
onstrated that these concepts are useful for
explaining the value and benefits of TR ser-
vices. It would be a mistake, however, to
assume that these concepts are the only ones
that can be applied successfully to the Lei-
sure Ability Model.

Widmer and Ellis (1997) recently con-
tributed an example of the application of
other concepts to the components of the Lei-
sure Ability Model. They applied Aristotle's
ethics to the model and created a new Qual-
ity of Life Model. According to Widmer and
Ellis, the goal of an appropriate leisure life-
style is too "vague and ill-defined" (p. 183).
They propose that the goal of TR should be
broadened to encompass "[h]elping people
learn what they 'ought' to do in leisure"
(Widmer & Ellis, p. 188). The theoretical
development of the Quality of Life Model
will be presented in the fourth issue of this
year's Therapeutic Recreation Journal.

Another theoretical concept that seems to
support the Leisure Ability Model is Mas-
low's (1987) Hierarchy of Needs. Clients
who have not met their basic physiological
needs would benefit from treatment in order
to overcome related problems. Clients with
safety issues might benefit from treatment
and/or leisure education services. The basic
need for belongingness, love, and esteem
might be facilitated through leisure educa-
tion and recreation participation. As Maslow
suggested, there are two primary sets of es-
teem needs. The first set includes a desire
for achievement, adequacy, mastery and
competence, independence, and freedom.
The second relates to the need for respect or
esteem from others; this set includes the de-
sire for recognition, dignity, importance, and
appreciation. Therefore, when individuals
satisfy their self-esteem needs, they may feel
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a greater sense of worth, self-confidence, and
usefulness.

Self-actualization or the desire for self-
fulfillment can be met through recreation
participation. According to Maslow (1987),
as humans we cannot be everything that we
are capable of being unless all of our prior
needs are met. Certainly, if the eventual out-
come of TR services is a satisfying, enjoy-
able, and successful leisure lifestyle, it seems
Maslow's theory should be noted as an im-
portant underlying framework. Thus, while
the four concepts identified by Stumbo and
Peterson (1998) provide a foundation for a
successful leisure lifestyle, there are others
that also can be considered.

The criticism over the lack of an explicit
theoretical framework for the Leisure Ability
Model is, perhaps, unfair. It is possible that
had Peterson and Gunn (1984) better de-
scribed the theoretical underpinnings of the
model in their book they might have limited
our scope of practice. As it stands, this model
did contribute to the continuity of service
provision, and it did not limit the range of
testable research and/or practice hypotheses
based upon a single theoretical basis. How-
ever, Stumbo and Peterson's (1998) elabora-
tion of the theoretical basis of the Leisure
Ability Model is needed if TR is to remain
a viable profession.

TR services, particularly in health care,
are expected to be outcome-driven. Better
developed theoretical underpinnings of the
model will help guide the development of
individualized client outcome statements.
Additionally, as the need for efficacy re-
search increases, having a well articulated
theoretical framework may increase the like-
lihood of TR practitioners becoming in-
volved in the research process, or providing
appropriate anecdotal data to support the
model.

Rationale for Therapeutic
Recreation Services

Stumbo and Peterson (1998) present a ra-
tionale for the provision of TR services fol-

lowing the Leisure Ability Model based on
two logical assumptions: (a) leisure is a basic
human right, and (b) many individuals expe-
rience constraints to leisure. While some
individuals experience little difficulty in
overcoming constraints, many others need
assistance to help them negotiate the intra-
personal, interpersonal, and structural barri-
ers that stand in their way. This rationale for
the Leisure Ability Model opens the door
for therapeutic recreation specialists to offer
services to individuals with a wide range of
limitations, including many that we may not
typically find in health care settings (e.g.,
survivors of domestic violence, people who
are homeless). In addition, it affords an op-
portunity for therapeutic recreation special-
ists to focus on wellness and preventative
health care (Stumbo & Peterson).

Currently, many TR services are provided
in clinical settings. Improving functional
ability is generally the primary component
of TR service provision in the health care
arena and these services are reimbursable by
a third party payor. Leisure education, when
used to improve a client's functional ability,
might also qualify as a reimbursable TR ser-
vice. Recreation participation, however, is
not considered a reimbursable service. In re-
sponse to the changes in health care policies
over the past several years, the number of
agencies filing for reimbursement of TR ser-
vices has continued to grow. Reimbursement
is critical for any allied health professional
who is concerned about job retention in the
current health care market. This issue may
be the driving force behind the movement to
switch from the Leisure Ability Model to a
medical model for TR services.

While a switch to a medical model may
seem prudent given the financial aspects of
health care in the 1990s, one must question
who will benefit from this change in the long
term? Will the TR profession benefit from
minimizing or eliminating the focus on lei-
sure? How will this affect TR service provi-
sion? What will be the outcome of TR ser-
vices? In what ways will our clients benefit?
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As even the medical field becomes more fa-
vorable to the mind, body, spirit connection,
why would a profession with a dedicated
history to this connection abandon its focus
on this concept? As health care moves to-
ward prevention and self-care, how will TR
be affected? Since insurance companies may
not even pay for physical therapy or other
rehabilitation services, how could TR profes-
sionals believe that job security will come
from a more restricted focus? The switch
to a medical model appears to raise more
questions than offering solutions.

Another potential driving force behind
the shift to a medical model is that many
people have mistakenly interpreted the Lei-
sure Ability Model to be equivalent to the
recreation participation component of the
model (Navar, 1997). This interpretation is
far from accurate and somewhat myopic. It
is useful to revisit the three components of
the Leisure Ability Model as discussed by
Stumbo and Peterson (1998).

Functional Improvement
Although the treatment component of the

model has been renamed, TR services are
employed to improve cognitive, emotional,
physical, and/or social functional deficits
that impede an individual's recreation and
leisure involvement. The intended outcome
of treatment is greater functional indepen-
dence for recreation and leisure participa-
tion. This goal speaks directly to the client's
quality of life. Treatment is necessary for
many individuals to improve their levels of
independence. It is important to recognize,
however, that one does not necessarily have
a higher quality of life because she or he has
greater functional ability or independence.

Consider Stumbo and Peterson's (1998)
example of the individual with a traumatic
brain injury. Many other professionals, in-
cluding a physical therapist, occupational
therapist, and neuropsychologist, will poten-
tially work with this individual to improve
his or her physical, cognitive, social, and
emotional functional status. For this client,

improved functional independence does not
automatically equate with a higher quality of
life. What does this client do after physical
rehabilitation? Is being able to walk, take
care of daily activities of living, and work
all there is to life? How does this client at-
tempt to reenter the social aspects of life
following a traumatic injury? How does she
or he begin to feel comfortable reentering
society given the stigma and other physical,
social, and emotional discomforts that often
follow a long hospitalization? These are
some of the issues this client will work on
with the assistance of a therapeutic recre-
ation specialist.

TR, with its focus on an independent and
satisfying leisure lifestyle, is important to all
individuals. Yet leisure and recreation are
often taken for granted; they are assumed
to be easily attainable for many individuals.
However, even people with no apparent limi-
tations often suffer from boredom or have
poor social interaction skills. Both of these
impediments to a high quality of life can be
improved with TR treatment services.

Leisure Education
The four components of leisure education

(i.e., leisure awareness, social skills, leisure
activity skills, and leisure resources) are used
to help individuals acquire leisure-related at-
titudes, knowledge, and skills. Through the
use of leisure education techniques, clients
can gain or improve their self-determination,
freedom of choice, locus of control, intrinsic
motivation, and independence.

Although the Leisure Ability Model
maintains a special place for leisure educa-
tion in its continuum of services, leisure edu-
cation is often used as a treatment modality.
It seems easy to make the case that a client
has functional limitations if she or he is not
proficient in one of the four leisure educa-
tion components. For example, a client with
learned helplessness may not function ade-
quately either socially or emotionally. There-
fore, it is assumed that the client needs treat-
ment to overcome his or her feelings of
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helplessness. The therapeutic recreation spe-
cialist and the client may agree that a useful
treatment modality is assertiveness skills
training, which may be accomplished using
leisure education. Assertiveness skills would
be an appropriate facilitation technique
given the new Communications Skills con-
tent of the Social Skills sub-component of
the model.

Recreation Participation
The recreation participation component,

though often maligned by therapeutic recre-
ation specialists (cf. Sylvester, 1994/95), is
as important to quality TR services as are
treatment and leisure education. As Stumbo
and Peterson (1998) noted, recreation partic-
ipation allows the client an opportunity to
practice new skills, experience enjoyment,
and achieve self-expression. From a clinical
perspective, recreation participation does
much more. For instance, recreation oppor-
tunities provide clients with respite from
other, more arduous, therapy services.

Although not all recreation improves
functional ability, all recreation has the po-
tential to be therapeutic. This model does not
imply that all recreation participation should
be provided by a TR specialist. Norman
Cousins claimed that cancer could be cured
through laughter. Shouldn't a variety of rec-
reation experiences be recognized as simi-
larly therapeutic?

Consider the case examples that Stumbo
and Peterson (1998) outlined. For young
adults with spinal cord injuries who are re-
ceiving TR services on a physical medicine
and rehabilitation unit, recreation participa-
tion provides them with a break. During rec-
reation participation, these clients have time
to think about things other than therapy.
They can socialize freely with others, and
share stories and experiences. They can re-
lax. Recreation participation truly provides
these clients with opportunities to exercise
choice, control, intrinsic motivation, and
mastery during their leisure time. While on
a physical medicine and rehabilitation unit,

recreation participation programs may pro-
vide a parallel structure that is most like free
time in the "real world."

Individuals with depression may find
similar benefits from recreation participation
opportunities that are available through their
outpatient clinic. However, because of the
low motivation of many individuals with de-
pression, the TR specialist might ques-
tion whether the participants freely chose
involvement in their recreation programs. It
is conceivable that many individuals who re-
ceive outpatient psychiatric services might
attend recreation participation programs be-
cause they believe it is part of their treatment
plan and not because they really want to par-
ticipate. Additionally, although participation
in meaningful and healthful recreation typi-
cally provides a sense of competence, mas-
tery, control, and choice, it begs the question:
"Should TR specialists be providing recre-
ation participation programs in outpatient
clinics?" Perhaps it would be more useful
in the long term for clients to be planning
their recreation involvements during leisure
education sessions. On the one hand, the pro-
vision of recreation participation programs
in an outpatient clinic can foster dependency
and reduce the clients' involvement in their
community. On the other, observing clients
in recreation participation can provide im-
portant assessment information regarding
their independence, appropriate affect, and
social skills.

Conclusions
Peterson and Gunn's (1984) book re-

mains useful, but it is outdated. The service
needs of clients have not changed much
since 1984, but the needs of practitioners
have changed. In the quickly changing health
care arena, therapeutic recreation specialists
need to be able to explain why TR treatment
modalities benefit clients. Given the paucity
of efficacy research findings to help us in
this effort, Stumbo and Peterson's (1998)
elaboration of the theoretical basis for the
model should be helpful to TR practitioners.
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Additionally, they have provided a useful
and updated description of the three compo-
nents of the service model that help to rein-
force the continuing relevance of the Leisure
Ability Model to TR service providers in
today's allied health arena. Maintaining
TR's unique focus on leisure is of primary
importance, particularly as leisure gains rele-
vance in the lives of most Americans.

In her keynote address to the first annual
American Therapeutic Recreation Associa-
tion Research Institute, Dr. Lynn Gerber
stated,

Some broad rehabilitation issues ap-
pear pertinent for recreation therapy
research. First, quality of life is a key
outcome for rehabilitation. . . .
Clearly, quality of life is more than
survival and productive capacity. It in-
cludes full participation in society.
Leisure activities that give a sense of
purpose and enjoyment to life must be
made possible. Recreation participa-
tion must be measured by its ability
to provide meaning and dignity to life
so that people with disability have rea-
son to live, not merely exist. (1994/
95, p. 3)

The Leisure Ability Model, as refashioned
by Stumbo and Peterson (1998), allows us
to assist our clients in finding meaning and
dignity in their lives. Through discovery and
participation in activities, they are given a
sense of purpose and enjoyment. Therapeutic
recreation should continue to focus its ser-
vice efforts on maintaining or improving our
clients' quality of life through the develop-
ment of a lifestyle that includes independent
and satisfying leisure.
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