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Thomas Kuhn (1970) stated that a para-
digm is ' 'a universally recognized scientific
achievement that for a time provides model
problem and solution to a community of
practitioners" (p. viii). That is, a paradigm
is a model of how one views and understands
the complexity of reality, tells what is im-
portant, and offers ideas to the practitioner
of what to do (Patton, 1978). The therapeutic
recreation (TR) profession has several para-
digms. Historically, the dominant paradigm
in TR has identified leisurability as the out-
come of TR services. However, scholars and
practitioners in TR have engaged in a contin-
uous debate and quest for alternative, new
paradigms for the betterment of the pro-
fession. Alternative paradigms, which may
be labeled as treatment paradigms, have

emerged as groups of professionals have
sought a more reality-based paradigm that
goes well with the competitive health care
market. One such conceptualization is Aus-
tin's (1991, 1998) health paradigm in which
health represents the ultimate end of TR.

Patton (1978) claimed that paradigms
have both their strengths and weaknesses. It
is the strengths that make action possible,
while an important weakness is that "the
very reason for action is hidden in the un-
questioned assumptions of the paradigms"
(p. 203). Reflecting Patton's ideas on the
strengths and weaknesses of paradigms, the
purpose of this paper is to illuminate the
unquestioned assumptions of Austin's
(1998) paradigm and its operational model.
In the process of critique, three fundamental
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questions raised by Sylvester (1986) will
serve as an evaluative framework: (a) ' 'What
is therapeutic recreation?, (b) What makes it
work?, and (c) Why does it work?" (p. 7).
The overriding question raised in this paper
is: "Does Austin's model adequately answer
these questions?" This paper is organized
by answering these questions sequentially.

What is Therapeutic Recreation?
Austin (1998) defined TR in the context

of health and wellness. He stated that the
mission of TR is "to use activity, recreation,
and leisure to help people to deal with prob-
lems that serve as barriers to health and to
assist them to grow toward their highest lev-
els of health and wellness" (Austin, 1998,
p. 110) Health is the focal point in Austin's
paradigm, and the significance of the para-
digm, therefore, lies on health as a primary
focus of TR. Austin's definition of TR re-
flects an attempt to bring TR closer to the
current and future health care market. One
current trend that may well grow in the fu-
ture is the move toward an increased empha-
sis on wellness, health promotion, and dis-
ease prevention. With the brave new world
of capitation, managed care, primary care,
efficacy, and efficiency, the health care sys-
tem is more serious about wellness than ever
before. Based on this social trend, the major
contribution of the health paradigm by Aus-
tin resides in the current context of the revo-
lutionary restructuring of health care in the
United States. This paradigm definitely puts
TR in a very advantageous position in cur-
rent and future health care trends.

Austin defined health from the humanis-
tic perspective which asserts that an individ-
ual ' 'has the responsibility for his or her own
health and the capacity for making self-di-
rected and wise choice regarding our health''
(Austin, 1988, p. 110). Based on this as-
sumption, Austin used two nursing scien-
tists' definitions of health. Health was intro-
duced as "a dynamic state in the life cycle
of an organism . . . " (in King's definition)
and "the actualization of inherent and ac-

quired human potent ia l . . . " (Pender's). In
Austin's words, health is "coping adaptively
and growing and becoming" (p. 111). In dis-
cussing "High-Level Wellness," it is clear
that Austin took a holistic approach in deal-
ing with the health concept which expands
the medical definition of health. While the
medical definition is too mechanical and nar-
row (i.e., presence or absence of disease),
the holistic definition is broad and considers
experiential aspects in health that encompass
"the full range of the illness-wellness con-
tinuum" (Austin, 1997, p. 136). Austin's
adoption of a holistic view on health is based
on the humanistic assumption of "stabilizing
and actualizing tendencies" as an important
motivation for human behavior.

While it sounds very promising, the
health-embedded TR definition is a two
sided coin. One side reflects the reality-sen-
sitive approach in this competitive health
care market, while the other side narrows
the scope of TR by exclusively focusing on
health. Austin (1998) clearly indicates this
limitation by stating that the health-oriented
TR model "does not apply in agencies that
do not have health as their major goal'' (p.
116). However, leisure can do more than
protect and promote health, and, therefore,
the means of using "prescriptive activity,
recreation and leisure" go beyond health as
an end. The health paradigm does not well
address "disabling social conditions" (Syl-
vester & Patrick, 1991) as identified by the
Therapeutic Recreation Journal special is-
sue in 1991 (i.e., poverty, juvenile delin-
quency and violence, homelessness, sub-
stance abuse, and incarcerated women) and
others (e.g., unprepared motherhood, and un-
employment). These social conditions will
continue to be problems in American soci-
ety. By focusing more on individuals' health
and wellness, TR in the health paradigm may
fall short of dealing with problems in society
which are a significant part of heritage of
TR. Sylvester (1989) expressed his fear that
TR "may be in jeopardy of becoming just
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another layer on the massive health care
monolith" (p. 20).

Since health is the most important agenda
in this model, the concept warrants careful
examination. I found several weaknesses in
the underlying assumptions of Austin's
health concept. While a humanistic perspec-
tive of health has promising features, it re-
flects a "victim-blaming" perspective that
emphasizes individual's "responsibility"
for problems and recovery. It implies an indi-
vidualistic solution to health problems by fo-
cusing on changing the individual rather than
on altering the social structure that promotes
an unhealthy environment for people with
disabilities. Therefore, one clear limitation
of this view is that it overlooks the quiet but
powerful effects of society as a victimizing
(Ryan, 1976) as well as healing force (Lep-
pin & Schwarzer, 1990). Social stigma and
physical barriers are some examples of soci-
ety serving as a victimizing force. Con-
versely, a social/environmental treatment to
promote successful integration is an example
of how society can function as a healing
force (Schleien, Fahnestock, Green, & Ryn-
ders, 1990). Social support has also been
demonstrated to impact on healthy behavior
(e.g., Goodenow, Reisine, & Grady, 1990;
Hobfoll & Stephens, 1990), increased self-
esteem and personal control (Perlin, Men-
agha, Leiberman, & Mullan, 1981), reduced
re-admission of hospitalization (Booth, Rus-
sel, Soucek, & Laughlin, 1992), improved
immune function (Glaser, et al., 1985), and
lower risk for mortality (Blazer, 1982). We
need to treat individuals themselves while
drawing upon the social and environmental
system to prevent illness and promote health.

Due to the lack of conceptual specifica-
tion in the definition of health presented, an-
other challenge of Austin's health concept is
its limitation when implemented in the real
world. In practice, the holistic concept may
be honored more by words than by actual
implementation. In a clinical setting, for ex-
ample, the therapist may have to live with
the ambiguous dichotomy between holistic

and medical concepts of health. Therapists
have absorbed much of the medical view
of the sick/ill client with specific medical
diagnosis for which intervention (treatment)
is prescribed. As long as therapists work in
medically oriented settings where treatment
must be "ordered" by doctors, the holistic
health concept will be difficult to actualize.
This does not mean that holistic health is an
impossible mission, but the health concept
needs to be operationalized more specifically
in order for the practitioners and researchers
to make concrete applications in TR practice
and research. In short, the holistic concept
of health is difficult, if not impossible, to be
observed, measured and tested. Without a
clearer framework to define health, the
health outcome of the paradigm may be ob-
scured.

What Makes It Work?
How does Austin operationalize his

health paradigm into practice? Austin (1998)
proposed a continuum of services using three
service areas: 1) Prescriptive activity service,
2) Recreation service, and 3) Leisure service.
This continuum delineates different degrees
of control by therapist and client, moving
clients from prescriptive activity to recre-
ation to leisure to seek optimal health. Based
on the holistic health assessment, a client is
placed within the continuum of TR services.
The model is flexible enough that interven-
tion can occur concomitantly. In other
words, a client can have a leisure experience
("good moments") while participating in
the prescriptive activity.

The model sounds logical on the surface.
According to Austin, prescribed activity is
a directed and structured activity "to gain
control over their situation and to overcome
feelings of helplessness" (p. 112). He further
denned the purpose of recreation as ' 'to re-
store or refresh physically, mentally, and
spiritually" (p. 113), and leisure as "a
means to self-actualization" and "freely
chosen and intrinsically motivated" (p. 113-
114). While each term may be operationally
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defined in many different ways by theorists,
the terminology used in the model con-
founded the concepts among prescriptive ac-
tivity, recreation, and leisure. While the op-
erational definitions presented certainly have
merit, in a strict sense, there is little differ-
ence in meaning between prescriptive activ-
ity and recreation. Etymologically speaking,
the term recreation originated from the Latin
word, "re-creo" which literally means "to
create again," carrying a meaning of "resto-
ration or recovery from something'' (Arnold,
1985, p. 11). The definitions of prescribed
activity and recreation provided by Austin
are synonymous in their content but differ
only in form. In other words, it is synony-
mous by content in that these words carry
the same functions such as to regain control
and recover from problematic conditions. It
is different in form in that the client in pre-
scriptive activity is controlled primarily by
the therapist and, therefore, has less freedom,
while the client in recreation has more con-
trol and freedom than in prescriptive activity.

In addition, leisure scholars generally
agree that whether or not an action is leisure
largely depends on an individual's frame of
mind, as does recreation. The same individ-
ual can perceive the same activity differently
at different times, with different persons, in
different settings, and at different life stages.
Like leisure, recreation can be self-fulfilled
and self-actualized (Brightbill, 1960). The
public will not understand the subtleties of
leisure and recreation theory, and may get
confused with seemingly confounding cate-
gories of services. In this regard, Arnold
(1985) once asked the following question:
"Is it an erroneous premise that everyone
knows its meaning"? (p. 8). Rybcznski
(1991), who is not a leisure scholar, has
stated that the term leisure is the most misun-
derstood word in our vocabulary. In this
sense, Dustin, McAvoy, and Schultz (1995)
made an important point in linguistics:

Language also can act as a barrier to
meaningful human interaction. It can

diminish our understanding of the
world by obstructing the sharing of
experiences and constricting the
boundaries of knowledge. This is the
power of language in its most negative
sense" (p. 69).

Perhaps, one big challenge of the model lies
in the clearer choice of word(s) that breaks
the potential language barrier.

Why Does It Work?
Austin used a case study to support how

his model works in practice. The case dem-
onstrated that an older man who suffered
from severe depression was able to over-
come depressive symptoms and move up to
self-directed leisure pursuits. While the case
itself shows the outcomes of TR, this type
of anecdotal case is probably not the most
efficient way to demonstrate to our public
the efficacy of TR services. What evidence
exists to support the contention that this
model is viable, unique and based on a so-
phisticated integration of theoretical knowl-
edge? Where is the clinical and empirical
evidence to support claims as to the efficacy
of TR services? The model needs empirical
support along with a sound theoretical
framework. In addition, the model needs fur-
ther development of its theoretical base. As it
stands, it is still unclear why or if the model
works.

Today is an era of demonstrating outcome
and accountability. TR must be accountable
(Stumbo, 1996) for what we do, why we do
it, and what the outcomes are. Demonstration
of outcomes should go beyond anecdotal de-
scription of what we have achieved. Hence,
the challenge confronting this model is to
demonstrate the value of TR by providing
objective, persuasive evidence of the effec-
tiveness of TR interventions for the various
clients served. Why? It goes without saying
that consumers will be directed to providers
who have demonstrated the outcomes of
their intervention efforts.
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Conclusion
Some assumptions regarding the model

and the paradigm behind it were questioned
in this paper. As Kuhn (1970) asserted, we
may experience confusion, conflict, and mis-
understanding as a new paradigm emerges.
Certainly, a uniqueness of Austin's model is
its sensitivity to current trends that may well
facilitate the growth of the profession in the
health care market. However, this paper
questioned some assumptions and identified
potential limitations of the model itself. Cri-
tiques may be a natural and necessary phe-
nomenon due to the fact that the model is
"a constantly evolving conceptual tool"
(Austin, 1998, p. 116). The model needs fur-
ther specification in its promising concept of
health. The model would also benefit from
further clarification of each component of
the continuum.

No single service model will solve all of
the issues in TR. However, the uniqueness
of each model will shed new light on profes-
sional practice. Continuous debates and criti-
cism within the TR profession will protect
' 'against the creation of monoliths'' (Sylves-
ter, 1986) and result in more sophisticated
and valid models. In this sense, I totally
agree with Mobily (1989) and end this cri-
tique with his valuable suggestion:

"We must in fact cultivate a spirit of
criticism. Lest this be interpreted as a
call for internal strife, let me point out
that it is far better for an idea to run
the gauntlet of criticism within the
field than to have external critics point
out embarrassing and glaring weak-
nesses. We do each other no favors in
remaining silent when we see some-
thing that should be criticized" (p.
136).
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