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The Therapeutic Recreation Accountability Model (TRAM) is an attempt to synthesize
several important concepts found within the therapeutic recreation accountability literature.
Several authors in the field have called for a focus on producing client outcomes, and on
being more accountable for the delivery and outcomes of our services. However, most
sources discuss only one or a few of the factors in increasing service accountability, resulting
in a rather fragmented approach to conceptualizing the total therapeutic recreation service
delivery system. The TRAM is intended to help bridge this conceptual gap through use of
a pictorial displaying various decision points (often calling for some form of documentation)
and their inter-relationships. The TRAM is intended to provide a more comprehensive and
cohesive view of actions taken by therapeutic recreation specialists in delivering quality,
accountable services.
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In a discussion of a personal, historical cialists have defined and provided appro-
perspective of the field, Navar (1991) pro- priate, quality services. Most recently, qual-
vided a longitudinal look at how the evolving ity has been equated with the "degree of
profession of therapeutic recreation has de- adherence to standards," according to Navar
fined accountability. Through the years, (1991, p. 5), while appropriateness has been
there has been a growing sophistication of defined as ' 'providing the right patient with
the way in which therapeutic recreation spe- the right service [at] the right time in the
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right setting at the right intensity and for the
right duration" (Navar, 1991, p. 5). In this
way, quality and appropriateness have been
linked with service accountability (Russo-
niello, 1991). "Health care professionals
should appreciate that the cornerstone of ac-
countability is evolution. Systems should de-
velop over time to become more sophisti-
cated approaches for monitoring and evalu-
ating the quality and appropriateness of
care" (Scalenghe, 1991, p. 30). These ac-
countability systems, often proposed by ex-
ternal regulators, have moved the profession
(and others) from a more simplified approach
of examining "structure" and "process" in-
dicators to measuring "client outcomes"
(Scalenghe, 1991, p. 33). The implication for
therapeutic recreation is that the accountabil-
ity focus shifts from designing and imple-
menting quality programs, to also monitor-
ing cohesiveness and success at producing
client outcomes. While therapeutic recre-
ation professionals continue to do a com-
mendable job of designing and implement-
ing quality programs, the task of developing
and using "monitoring systems" (Riley,
1991a) to measure their cohesiveness and
effectiveness has received less attention. One
reason may be that the therapeutic recreation
literature has not had adequate models to
assist in conceptualizing and completing
these systems.

The purpose of this article is to introduce
a conceptual model of accountability within
therapeutic recreation service delivery. The
Therapeutic Recreation Accountability Model
(TRAM) highlights the various accountability
and documentation procedures used by the
therapeutic recreation specialist to monitor
and make decisions about the delivery of ser-
vices for producing client outcomes. The
model synthesizes several concepts that are
usually found elsewhere in the literature (e.g.,
program planning, client assessment, or qual-
ity improvement) into a comprehensive sys-
tem of accountable service provision. In this
way, the contribution of this model to the liter-
ature is its ability to depict inter-relationships

between various decision or documentation
points used by the specialist to provide and
monitor appropriate, quality services. These
logical linkages are crucial to providing clients
with goal-oriented, outcome-based interven-
tions. The need and logic behind outcome-
oriented intervention will be discussed as the
foundation for and prior to the introduction
of the Therapeutic Recreation Accountability
Model.

Importance of Client Outcome-
Oriented Intervention

"Outcomes are the observed changes in a
client's status as a result of our interventions
and interactions . . . Outcomes can be attrib-
uted to the process of providing care, and this
should enable us to determine if we are doing
for our clients that which we purport to do"
(Shank & Kinney, 1991, p. 76). "Determin-
ing what is effective therapeutic recreation
intervention depends upon examining the re-
lationships between various program/treat-
ment protocols for a specific illness/diagnos-
tic category and the associated outcomes of
those treatments" (Riley, 1991a, p. 54).
These statements emphasize that there must
be a direct connection or match between the
services provided and the expected client out-
comes (Dunn, Sneegas, & Carruthers, 1991;
Navar, 1991; Shank & Kinney, 1991). In
other words, the "right services" must be
delivered to produce the "right outcomes"
(Navar, 1991, p. 5).

According to Connolly (1984):
. . . the bottom line of designing a
program is to put together a strategy,
intervention, or approach that will aid
those who participate in the program
to accomplish behavioral change in
the form of improved functional abili-
ties and/or acquisition of new knowl-
edge and skills. One measure of the
effectiveness of a program, therefore,
is documenting the outcomes clients
attain as a consequence of participat-
ing in the program, (p. 159)
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Riley (1991a) draws attention to the con-
cepts of "measurable change" and "rela-
tionship" (p. 59). "The causal relationship
between the process of care (intervention)
and the outcomes of care (change in patient
behavior) is critical" (Riley, 1991a, p. 59).
These authors, among others, advocate that
there must be a direct and proven link be-
tween the goals of the program, the type of
program being delivered, and the client out-
comes expected from participation in the
program. It is this link that is central to the
concept of intervention and accountability
for services.

Outcome-Oriented vs. Non-
Outcome-Oriented Programming

Dunn (1991) referred to non-outcome-
oriented programs as "Type I" programs,
while Stumbo (1992) labeled them "cafete-
ria-style." Dunn (1991) expanded on this
concept: "all the clients on the unit attend
whatever has been planned for the day.
There is no provision which matches his/
her unique treatment goals. All clients are
essentially seen as having the same treatment
needs and thus receive the same services"
(p. 3). Client assessment to collect essential
baseline information, in this case, is minimal
or nonexistent, resulting in a lack of or mis-
directed individualized treatment goals and
action plans. The lack of client goals and
directed involvement translates into pro-
gramming (typically large group) that does
not produce behavioral change nor measur-
able, useful client outcomes.

Intervention or outcome-oriented pro-
grams, labeled as "Type II" by Dunn (1991,
p. 3), are designed to produce measurable,
relevant, and meaningful client outcomes.
The process begins with an assessment pro-
cedure that produces valid and reliable re-
sults. This information is interpreted into in-
dividualized goals and objectives (cf. Dunn,
Sneegas, & Carruthers, 1991), forming the
basis for meaningful placement into appro-
priate programs that address the specific

needs of the client. Client goals are worked
on during these programs, and measurable
client outcomes are likely to be produced.
Programs that focus on individual client out-
comes often are provided to small groups or
on a one-to-one basis.

Intervention or outcome-based programs
are very different in intent, content, and de-
livery from non-intervention programs. In
order for therapeutic recreation programs to
be considered intervention, they must pos-
sess the following characteristics:

(a) be systematically designed prior to their
implementation;
(b) be a part of a larger system of program-
ming;
(c) be individualized, based on client needs;
(d) have relevance to the clients;
(e) have importance to the clients;
(f) have timeliness to the clients; and
(g) be able to produce desired results.

These seven factors will be discussed in
three parts: (a) systematic program design,
(b) client placement based on need, and (c)
producing client outcomes.

Systematic Program Design. According
to Peterson and Gunn (1984), a systems ap-
proach for designing therapeutic recreation
programs implies that the designer must
specify the intended outcomes as well as the
process to accomplish the outcomes prior to
the implementation of the program. That is,
systems design assumes that there is a well-
defined, goal-oriented purpose to the activity
or program being provided. Enabling objec-
tives, terminal performance or behavioral
objectives, and performance measures help
define where the program is going and how
it is going to get there. There is a well-de-
fined plan for getting the participant from
point A to point B, through his or her partici-
pation in a program that has been specifically
designed for that purpose (Peterson & Gunn,
1984). These linkages are one of the major
factors that help systems-designed programs
produce client change.

A program that is designed and imple-
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mented to be intervention has as its outcome,
some degree of client behavioral change
(that is, behavioral change is the purpose of
the program) (Riley, 1987a, 1991a; Shank &
Kinney, 1991). This may mean an increase
in knowledge, an increase in skill, a decrease
in some behavior, an increase in functional
ability, and so forth. To be accountable in
being able to produce change, a program has
to be well-designed and implemented ac-
cording to a plan that addresses that specific
participant. On the other hand, programs that
are not accountable often lack forethought
into the content and process of delivery, or
the intended outcomes.

In addition, designing and providing in-
tervention programs assumes that each pro-
gram is part of larger whole - a comprehen-
sive set of programs that are designed to
meet the diversity of needs of clients enter-
ing the program. This applies to the compre-
hensive series of therapeutic recreation pro-
grams as well as implying that departmental
programs also need to align with the overall
agency's system of services. Each program
part should complement other programs
within the department and agency.

Client Placement Based on Needs. A
comprehensive set of programs designed and
available to meet the range of incoming cli-
ent needs is required so that each client may
be placed into programs based on individual
need (Peterson & Gunn, 1984). This depends
on an assessment procedure that produces
valid and reliable results. Other literature
(Dunn, 1983, 1984, 1987, 1989, 1991;
Stumbo, 1991, 1992, 1993/94, 1994/95, in
press) discusses the need for validity and
reliability in any measurement procedure,
specifically client assessment.

A major requirement to establish validity
and reliability is the alignment between the
content of the programs offered and the con-
tent of the assessment. The importance of
this match cannot be overstated. When the
match exists, the potential for the clients to
receive the right services is maximized;
when the match does not exist, the potential

for clients to receive the wrong or unneces-
sary services is maximized. The alignment
was highlighted by Navar (1991) in ex-
plaining the term appropriateness: "provid-
ing the right patient with the right service
[at] the right time in the right setting at the
right intensity and for the right duration'' (p.
5). The client cannot be placed into the right
program unless the assessment contains the
right information (valid) and is refined to the
point that placement is accurate (reliable).

Figure 1 helps to explain the relationship
between program placement and client
needs. Quadrants I and IV indicate correct
decisions - the match between the client
needs (from assessment results) and their
placement into programs is correct. Clients
who need programs receive services, while
clients with no need do not. In Quadrant II
the assessment results indicate needed pro-
gram involvement that is not realized - an
incorrect decision. The end result is that cli-
ents involved with erroneous Quadrant II de-
cisions do not receive the necessary services.
Quadrant HI also indicates faulty matches
or decisions. In these cases, clients receive
services that do not match their needs. Pro-
grams provided in Quadrant HI are likely to
be misdirected in that clients without need
are involved in programs without clearly de-
fined outcomes. Whether this is due to
agency mandates, high staff/client ratios, cli-
ent diversity or other reasons, the specialist
often resorts to "Type I" (Dunn, 1991) pro-
gramming, often with the intent of keeping
clients busy. Producing meaningful and reli-
able client outcomes is less likely in situa-
tions where clients with widely varying char-
acteristics and needs are placed into one pro-
gram.

Clearly, Quadrant I contains the "right"
programs in which the "right" clients are
placed. As such, it has the greatest likelihood
to be outcome-based intervention, that is pro-
duce measurable, pre-determined client out-
comes. It requires the mix of an appropriate
assessment procedure that is able to produce
valid and reliable assessment results and ap-
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Client Needs
Program

Client Does Not
Need Program

Client Placed
Into Program

I. Correct Decision
Client Receives
Necessary Services -
Likely to be Intervention

III. Incorrect Decision
Client Receives
Unnecessary Services -
Not Likely to be
Intervention

Client Not Placed
Into Program

II. Incorrect Decision
Client Does Not Receive
Necessary Services -
No or Unnecessary
Program Involvement

IV. Correct Decision
Client Does Not Receive
Services -
Program Involvement
Not Necessary

FIGURE 1. RELATIONSHIP BETWEEN CUENT PLACEMENT INTO PROGRAMS
AND CUENT NEEDS.

propriate programs that are designed based
on common client needs. This match is essen-
tial for correct client placement decisions.

Producing Client Outcomes.
The ability to produce client outcomes is

contingent on well-designed and systematic
programs in which clients are placed based
on the needs shown from assessment results.
The relationship or causal link (Riley, 1987a,
1991a) is a strong one. It assumed that client
outcomes have relevance, importance and
are attainable.

Relevance can be determined by judging
which outcomes are most crucial to the cli-
ent's future status. For some that translates
into future independence post-discharge, for
others it might mean living with dignity in
their remaining years, and for still others it
may mean being better able to cope with
their current disability or illness. What
knowledges, abilities, and skills are needed
most frequently or are most likely to be used
by the client in his/her home or other future
environment? How generalizable or transfer-
able are the skills being taught in settings
to which the client will go or return? How
relevant is the content of the program(s) to

the future lifestyle of the client? Importance
is related to relevance in that the specialist
is probably limited in the amount of time
that can be spent with any given client.
Therefore, client contact time must be spent
in the most efficient and effective way possi-
ble. How can time be best spent with the
client? What is the most productive use of
the client's time? How can the client's treat-
ment time be maximized to the fullest extent
possible? What are the most important
knowledges, abilities or skills for the client's
independent leisure lifestyle? The attainment
of outcomes often depends on the logistics
of the therapeutic recreation program. How
often is the client expected to participate in
the program? What is the frequency, dura-
tion and intensity of client participation?
When are outcomes to be measured? How
are the individual characteristics (variations)
of the clients accommodated within the pro-
grams? How will the outcome data be col-
lected? How reliable is this process?

A great deal of effort on the part of the
specialist should be spent considering what
client behaviors, skills or attitudes can be
changed, given the goals and design of the
program. For example, if clients' average
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length of stay is seven days, it would seem
difficult to change attitudes that took a life-
time to develop. Instead the specialist might
choose to help the client increase his/her
knowledge of community leisure resources,
an outcome that typically can be expected
within seven days of intervention. The out-
come has relevance, importance and is at-
tainable. Smaller, more measurable client
outcomes may be preferable to larger, less
measurable outcomes.

Several authors have provided guidelines
for selecting and developing client outcome
statements (Anderson, Ball, & Murphy,
1975, as cited in Dunn, Sneegas, & Carruth-
ers, 1991; Shank & Kinney, 1991). These
authors suggest that the specialist create and
implement client outcome statements that
consider:

(a) the efficiency and effectiveness of dem-
onstrating client change;
(b) a reasonable expectation or relationship
between the services provided and the ex-
pected outcome;
(c) the connection between occurrence of the
outcome and the timing of data collection;
(d) the relevance to the client and society;
(e) the goals and intent of the program;
(f) an appropriate level of specification, but
not reduced to trivial detail;
(g) individual client variation within any
given program;
(h) both long-term and short-term goals and
objectives;
(i) the social and home environment to which
the client will return; and
(j) behaviors that are generalizable and trans-
ferable to a variety of settings and situations.

Client outcomes are vital to a profession's
survival in today's health care arena. The
ability to produce client outcomes is largely
a factor of providing well-designed, system-
atic programs that are part of a comprehen-
sive whole. It is important for specialists to
be able to visualize and understand how indi-
vidual components fit into the comprehen-
sive whole. One of the major intentions of

the Therapeutic Recreation Accountability
Model is to provide this comprehensive per-
spective to design, implement and justify
programs.

Components of the Therapeutic
Recreation Accountability Model

The Therapeutic Recreation Accountabil-
ity Model (TRAM) was created to help spe-
cialists visualize the interactive nature of
documentation and decision points involved
in the delivery, implementation and evalua-
tion of accountable programs. Expanding on
the models and concepts documented by Pe-
terson and Gunn (1984) and Carter, Van An-
del, and Robb (1995), the TRAM attempts
to depict the relationship between program
input factors (such as activity analysis and
assessment) and output factors (such as pro-
gram outcomes and client outcomes).

The Therapeutic Recreation Accountabil-
ity Model is presented in Figure 2. Each com-
ponent of the model will be discussed sepa-
rately, beginning with Comprehensive Pro-
gram Design. The reader should note that, in
practice, these elements are highly interactive.
Interactive arrows virtually could be drawn
between all components of the TRAM Model;
those with the strongest relationships are pro-
vided.

Comprehensive Program Design
Program design involves establishing the

direction of the therapeutic recreation de-
partment, unit or agency (Peterson & Gunn,
1984). This process entails gathering data
about those factors (such as the community,
agency and/or department, clients and pro-
fession) that impact the program and its cli-
ents, and prioritizing and selecting those pro-
grams that best meet client needs. Implemen-
tation and evaluation plans are created to
ensure that the right programs will be deliv-
ered and reviewed systematically. Details
about carrying out this process are provided
through the Peterson and Gunn (1984) and
Carter, Van Andel, and Robb (1995) thera-
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Comprehensive Program Design

1
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I
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Assessment Implementation
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Progress Notes
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Efficacy Research

1
Program
Outcomes
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FIGURE 2. THE THERAPEUTIC RECREATION ACCOUNTABILITY MODEL.
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peutic recreation program planning models.
The direction taken by the therapeutic recre-
ation department at this point is crucial to
the success of its remaining operations.

Protocols
Protocols are meant to aid in the "stan-

dardization of interventions" (Knight &
Johnson, 1991, p. 137). Protocols are "a
group of strategies or actions initiated in re-
sponse to a problem, an issue, or a symptom
of a client. They are not programs or pro-
gram descriptions . . . but are approaches
or techniques that will lead to expected treat-
ment outcomes" (Knight & Johnson, 1991,
p. 137). Protocols are meant to provide a
blueprint of treatment for a specific diagno-
sis or client problem, and when validated
through professional use and consensus,
allow for program benchmarks to be set.
They are a useful method of increasing the
standardization of intervention programs
within various service delivery agencies and
departments across the country, primarily
because they help define the input, process
and projected outcomes of well-designed in-
tervention procedures. Connolly and Keogh-
Hoss (1991), and Knight and Johnson (1991)
asserted that protocols are a link between
standards of practice and both efficacy re-
search and quality improvement activities.

Kelland (1995) provided examples of 25
protocols, such as fitness, community living,
and leisure education. The seven-part format
used was adapted from Ferguson (1992) and
includes categories of: (a) general program
purpose, (b) program description, (c) deficits
the program might address, (d) facilitation
techniques, (e) staff responsibilities/require-
ments, (f) expected program outcomes, and
(g) appendices (samples). Connolly and
Keogh-Hoss (1991) and Knight and Johnson
(1991) also provided several examples of
completed protocols.

Assessment Plan
Client assessment is the process used to

place clients into therapeutic recreation pro-

grams based on their individual needs,
strengths and limitations. Without a valid
and reliable assessment, a program has little
chance of being an effective intervention and
a client has little chance of attaining out-
comes. That is, when clients are not assessed
individually for their strengths, weaknesses
and program needs, and all participants are
encouraged or invited to come to all pro-
grams, this is a major signal of Type I (Dunn,
1991) programming.

In this phase of the model, a plan for
developing or selecting, and implementing
an assessment procedure is formed. Deci-
sions about assessment content and imple-
mentation procedures are made.

Figure 1, introduced earlier in this article,
helps explain the necessary relationship be-
tween assessment results and program place-
ment, and points to key factors in assessment
selection or development. At least four major
concepts are important to understanding this
relationship: (a) the content of the assess-
ment must reflect the content of the programs
that have been selected for delivery to cli-
ents; (b) the match between the assessment
content and the program content implies that
the assessment must be valid for its intended
use, primarily for placing clients into the
most appropriate programs to address their
needs; (c) in addition, the assessment process
must be able to deliver reliable results, indi-
cating that specialists need to have standard-
ized procedures and tools; and (d) client as-
sessments play an important role in de-
termining the baseline of client needs,
abilities, and limitations, and this baseline is
crucial to proving outcomes during or after
the process of intervention.

Client assessment, conducted in a system-
atic and meaningful manner, is a major foun-
dation for providing outcome-based pro-
grams as it helps determine what types of
behavioral change(s) are needed by the par-
ticipant. Several pieces of literature have dis-
cussed the need for quality assessment pro-
cedures and tools, and their relationship to
intervention programming (cf. Dunn, 1983,
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1984, 1987, 1989, 1991; Stumbo, 1991,
1992, 1993/4, 1994/5).

Activity Analysis, Selection and
Modification

To make sure that the participation re-
quirements of each planned activity are un-
derstood fully, an activity analysis is con-
ducted. This helps planners understand, for
example, that Softball, volleyball and Bingo
are not primarily social activities; that there
is little in the rules of these activities that
teaches and/or requires social interaction,
and therefore, social interaction skills. An
activity analysis helps the programmer select
specific activities that are more likely to be
delivered as intervention, simply because the
planner has had to look at the activity's re-
quirements systematically through this pro-
cess (Peterson & Gunn, 1984). "Through the
processes of activity and task analyses, the
[Therapeutic Recreation Specialist] selects
and sequences potential content so the de-
sired client changes will result from partici-
pation" (Carter, Van Andel, & Robb, 1995,
p. 127). The professional should "under-
stand the activity and its potential contribu-
tions to behavioral outcomes" (Peterson &
Gunn, 1984, p. 180). An activity analysis
helps the programmer determine if any mod-
ifications need to be made to the selected
activity in order that clients will benefit most
fully. Thorough activity analysis is a critical
link to program planning because it helps
ensure that the specialist is providing pro-
grams that meet client needs and abilities.
Activity analysis is an additional account-
ability factor that helps the specialist know
that the "right service" is being delivered.

Peterson and Gunn (1984) have devel-
oped a system for completing an activity
analysis and determining what modifications
might be needed. This system complements
the efforts taken by the specialist within
comprehensive program design, protocol de-
velopment, and assessment.

Intervention Programs
Therapeutic recreation intervention pro-

grams are provided to clients based on need.
It is common practice to group participants
in programs based on their disability and/
or illness characteristics that imply similar
needs. For example, individuals with trau-
matic brain injury may demonstrate similar
needs to develop impulse control. Planning
for intervention programs relies heavily on
the programmer's knowledge of the disabil-
ity and/or illness characteristics of the partic-
ipant group.

Shank and Kinney (1987) imply that the
intervention process is one that requires
careful and directed planning. "The clinical
or therapeutic use of activity implies a care-
ful selection and manipulation of the activi-
ties in a prescriptive sense" (Shank & Kin-
ney, 1987, p. 70). This means that interven-
tion programs must have the specific
intention of modifying client behavior and
be presented in a manner most likely to sys-
tematically produce these changes.

The likelihood of program success is im-
proved by the forethought given during plan-
ning. As mentioned above, well-designed
and systematic programs that include pro-
cesses such as protocol development and ac-
tivity analysis are much more likely to be
planned as intervention and produce client
behavioral changes. ,

The baseline for intervention is docu-
mented in a client assessment. Problems,
strengths, limitations and the like are docu-
mented in order to determine the client's
needs for services. As services are delivered,
additional client documentation includes the
client's individualized treatment or program
plan, a periodic progress note(s), and a dis-
charge/referral summary of services. The
treatment plan outlines the goals and specific
plan of action to be taken with a client
(sometimes co-planned by the client). Prog-
ress notes are used to monitor progression
toward or regression from the goals estab-
lished in the treatment plan and to modify,
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if necessary, the original plan of action. Dis-
charge and referral summaries are a compila-
tion of the services received by the client,
his/her reaction to the plan of action, as well
as any future recommendations for leisure
service involvement.

The focus of these action plans and sum-
maries is on the expected or planned behav-
ioral change (outcomes) within the client as
a result of receiving appropriate and quality
services. These pieces of documentation
flow from the efforts taken within the pro-
gram design, protocol development, assess-
ment and activity analysis phases. As a result
of quality documentation, the specialist is
better able to prove client outcomes and pro-
gram effectiveness.

Navar (1984) outlined guidelines for pro-
ducing quality client documentation and pro-
vided several examples of these forms within
her chapter on Documentation in the Pe-
terson and Gunn text (1984). These guide-
lines and examples can help the specialist
improve the quality of his or her written doc-
umentation, and ensure alignment with other
professional accountability activities.

Program Evaluation/Program
Outcomes

In specific program evaluation, the spe-
cialist must gather and analyze selected data
in a systematic and logical manner, for the
purpose of determining the quality, effec-
tiveness and/or outcomes of a program. It
makes sense that the plan for program evalu-
ation closely follows the plan for program
implementation (Peterson & Gunn, 1984).
For example, program factors such as facili-
ties, equipment, staff, budget, advertisement/
promotion, and the like can be evaluated as
a function separately from individual client
outcomes. Although they are undoubtedly
inter-related, program documentation/evalu-
ation focuses on program outcomes and cli-
ent documentation/evaluation focuses on cli-
ent outcomes.

Program evaluation questions might in-

clude the following: Were there adequate
staff to implement the program and supervise
clients? Was the facility adequate for the
purpose of the program - enough space? ac-
cessible? Was the equipment functioning
properly? How effective and efficient was
the program format in assisting the clients
in achieving their outcomes?

One such specific program evaluation
procedure was developed by Connolly
(1981, 1984). This procedure has been vali-
dated on a variety of programs and leads
to useful evaluative data for the purpose of
program review and revision. The procedure
focuses on both the process and content of
program delivery. As such, it is helpful in
refining the focus of intervention programs,
and in measuring client outcomes.

Client Evaluation/Client
Outcomes

Client evaluation implies that the focus
will be on whether the client outcomes tar-
geted in the initial treatment plan have been
accomplished. The focus will be on the end
result of the intervention designed on behalf
of the client, and is one part of patient care
monitoring (Sheehan, 1992). For the most
part, client evaluations will be conducted on
an individual basis (for example, as progress
notes or discharge/referral summaries), al-
though these individual evaluations may be
synthesized later into grouped data that ad-
dresses larger program evaluation concerns.
Again, the achievement of client outcomes
may be highly inter-related to the achieve-
ment of program outcomes.

The targeted client outcomes will vary
based on the different client needs and varied
purposes of the programs. In non-outcome-
based programs, the focus of client evalua-
tion may be the number of times the client
attended a program or the level of client en-
joyment. While these are sometimes im-
portant, when therapeutic recreation services
are delivered as planned interventions, dif-
ferent client outcomes usually are expected.
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In intervention programs, the focus of ser-
vice provision is client behavior or func-
tional change as a direct, proven result of the
program, and the focus of client evaluations
becomes one of measuring and documenting
those changes. "Outcome measurements be-
come especially important if we view TR as
an agent of change, as a means to modify
behavior, attitudes or skills. This is im-
portant because the outcome measurements
that we specify . . . will indicate what the
client is expected to achieve during treat-
ment" (Sheehan, 1992, p. 178). That is, spe-
cialists must target goals for client change
that are expected to come about as a result of
a well-planned and well-designed program.
Typical questions concerning client out-
comes include: Did the client achieve the
targeted outcome within the planned pro-
gram? If not, what prevented the client from
achieving this end? Did the client learn a
skill? change a behavior? change an attitude?
Other specific questions may exist according
to the treatment plan established for/with the
client.

Client outcomes are dependent on well-
designed programs in which clients are placed
systematically, and in which interventions are
delivered for a specific purpose. In essence,
client outcomes, like program outcomes, rely
on all previous parts of the Accountability
Model being in place and being conceptually
cohesive. Several sources (cf. Dunn, Snee-
gas, & Carruthers, 1991; Shank & Kinney,
1991; Sheehan, 1992) supply examples and
methods for measuring client outcomes.

Quality Improvement and
Efficacy Research

The most common method of evaluating
therapeutic recreation services at the com-
prehensive program level is through quality
assurance or quality improvement mecha-
nisms (Huston, 1987; Wright, 1987). A par-
allel activity, that may or may not be a sepa-
rate function, is efficacy research (Shank,
Kinney, & Coyle, 1993). Both of these activ-

ities are intended to provide useful data to
document and improve the standard of care
delivered to clients.

Quality assurance (now termed quality
improvement or continuous quality improve-
ment) is defined as a "wide spectrum of ac-
tivities ranging from determining an appro-
priate definition of care to establishment of
actual standards of practice, that, if imple-
mented, will result in acceptable levels of
service" (Riley, 1991a, p. 54). Quality as-
sessment is defined as a systematic process
of collecting targeted data, analyzing and
comparing data against pre-determined stan-
dards, taking appropriate action if necessi-
tated, and optimally managing the entire
quality review operation (Riley, 1991a, p.
54; Wright, 1987; p. 56). Both of these func-
tions focus on the quality and appropriate-
ness of service delivery (Navar, 1991).

Quality improvement tends to focus on
four areas: "good professional performance,
efficient use of resources, reduction of risk,
and patient/family satisfaction" (Navar,
1991, p. 6). These four areas can help the
specialist to focus evaluative efforts and pro-
vide direction in defining the purpose of data
collection. That is, they help establish the
"content focus" of the evaluation process.

The quality improvement process, as out-
lined by the Joint Commission, involves ten
steps that are to be used by all health care
providers in delivering and evaluating qual-
ity and appropriate services. These steps help
provide the "process" to be used in improv-
ing quality service delivery. The reader
should be aware that other sources are avail-
able that explain in greater detail the applica-
tion of quality improvement activities to
therapeutic recreation services (cf. Riley,
1987b, 1991b; Winslow & Halberg, 1992).

In a similar vein, efficacy research also
focuses on the outcomes, benefits or results
of service delivery (Shank, Kinney, & Coyle,
1993). It involves systematic data collection
and analysis, with an aim of documenting
service effectiveness, specifically client-
based outcomes, for a particular group or
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groups of clients. While it does have distinct
purposes and actions separate from quality
improvement, it also shares some similar
goals and professional benefits. In addition,
it can be accomplished only through a care-
ful and systematic analysis of program deliv-
ery factors. A particularly useful resource for
more information about efficacy research is
Shank, Kinney, and Coyle (1993).

Key Points to the Accountability
Model

The purpose of the Therapeutic Recre-
ation Accountability Model is to show the
inter-relationships between different tasks of
providing intervention programs to clients.
As such, several concepts are worth men-
tioning.

1. In order to provide intervention, ther-
apeutic recreation specialists must be aware
of and competent in each task or type of
documentation depicted in the Accountabil-
ity Model.

It is the responsibility of every therapeu-
tic recreation professional to become well-
versed in the various aspects of providing
therapeutic recreation intervention. This
means increasing competencies in all ac-
countability activities, such as protocols, cli-
ent assessments, and quality improvement
activities. The therapeutic recreation litera-
ture and conference offerings are becoming
richer with resources to help specialists in-
crease understanding of and competencies in
improving program accountability. It is each
specialist's responsibility to make sure s/he
understands and can apply these concepts to
practice.

2. In order to produce client outcomes,
therapeutic recreation specialists must con-
ceptualize the inter-relationships between
program design, delivery and evaluation.

In the past, it was acceptable to be satis-
fied with providing "Type I" programs. In
the vast majority of health care settings, this
is no longer the case. Providing quality pro-

grams is not enough; we must be able to
produce client outcomes - especially those
that make a difference in the lives of clients
and are valued by other health care provid-
ers. We can only address this change in ser-
vice provision through recognizing that all
parts of program delivery and documentation
must align with one another. It is no longer
acceptable to, for example, have a client as-
sessment that gathers useless information
(and dust!). We now acknowledge that all
parts of the accountability system must
match and follow a logical, inter-connected
pattern.

3. The connection between components
must be clear and logical.

Again, the purpose of this model is to
provide a visual context that allows the spe-
cialist to view the entirety of service provi-
sion. Descriptors, such as systematic, inter-
related, alignment, connections, are crucial
to ensuring that service provision be out-
come-based. Literally every component box
on the Model could be connected with every
other box, because one action or decision
affects all other actions or decisions. If one
part of the Model, for example, client assess-
ment, is not in alignment with other compo-
nents, then being able to provide intervention
is highly unlikely. The connections must be
clear and logical.

4. We need to take the guesswork out of
' 'providing the right patient with the right
service [at] the right time in the right setting
at the right intensity and for the right dura-
tion" (Navar, 1991, p. 5).

One aim of the Model is to help special-
ists become more systematic in delivering
programs to clients. We need to discover and
document what works and what does not.
We need better, more comprehensive "sys-
tems" for service provision. Each piece of
the Model plays a vital part in conceptualiz-
ing and improving the accountability of ther-
apeutic recreation programs. Systematic re-
search and data collection will improve our
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ability to predict and deliver consistent client
outcomes.

Summary
For nearly a decade, the profession of

therapeutic recreation has focused on the
production of client outcomes. Following
mandates established by external accredita-
tion bodies, health insurance companies, and
other professions, the profession has made
strides in upgrading the quality and appropri-
ateness of service delivery.

The Therapeutic Recreation Accountabil-
ity Model (TRAM) is provided as one ave-
nue for describing the process used to design,
implement, and evaluate quality intervention
programs. It is intended that practicing pro-
fessionals use it as a diagnostic tool in evalu-
ating their program operations and that pre-
service professionals use it as a conceptual
learning aid. It is offered with the intention
of helping us design and provide quality pro-
grams that make a difference in the lives of
clients.
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