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Therapeutic Recreation and Disability Studies
Seeking an Alliance

Charles Sylvester

Abstract
The disciplines of therapeutic recreation and disability studies are committed to 
studying and acting on the effects of disability in the lives of people. Ironically, there is 
little intersection between the two disciplines, which is the result of their fundamentally 
different approaches to disability. This analysis examines the detachment between 
therapeutic recreation and disability studies. After an introduction to its origin, 
principles, and main themes, the status of disability studies in therapeutic recreation 
is assessed by a selective review of literature. Key implications from the framework 
of the International Classification of Functioning, Disability, and Health are then 
addressed, followed by recommendations. An alliance with disability studies would 
enable therapeutic recreation to better understand and serve disabled people while 
bringing therapeutic recreation into the body of disability studies.
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According to the American Thera-
peutic Recreation Association (2009):

Recreational therapy means a 
treatment [emphasis added] 
service designed to restore, re-
mediate and rehabilitate a per-
son’s level of functioning and 
independence in life activities, 
to promote health and wellness 
as well as reduce or eliminate 
the activity limitations and re-
strictions to participation in life 
situations caused by an illness or 
disabling condition [emphasis 
added].

From this perspective, the primary mis-
sion of therapeutic recreation is to treat 
illness or disability in order to elimi-
nate or minimize its harmful effects on 
individuals with illnesses or disabling 
conditions. Given the prominent role of 
disability in the therapeutic recreation 
profession, one would assume that dis-
ability studies, an established and growing 
discipline (Swain, French, & Cameron, 
2003), would have an evident presence in 
therapeutic recreation. Yet despite their 
mutual concern for disability in the lives 
of people, there is only slight intersec-
tion between therapeutic recreation and 
disability studies, a situation traceable to 
their fundamentally different approaches 
to disability. The purpose of this analy-
sis is to explore this paradoxical detach-
ment and how it might be reconciled to 
the benefit of therapeutic recreation and 
disability studies. An overview of disabil-
ity studies, including its origin and main 
themes, and the status of disability stud-
ies in therapeutic recreation will be dis-
cussed. Implications gathered from the 
International Classification of Function-
ing, Disability, and Health (ICF) (World 
Health Organization, 2002) will be ap-
plied to make recommendations for es-

tablishing an alliance between disability 
studies and therapeutic recreation. 

A Word on Language
Exploring the use of language illus-

trates how both disciplines approach dis-
ability. Person-first language (person with 
a disability, rather than disabled person) 
is routinely expected in professional dis-
course, because it stresses the dignity and 
humanity of the individual, promoting 
“a positive attitude toward people with 
disabilities” (Bullock, Mahon, & Kill-
ingsworth, 2010, p. 7). Recommending 
“nonhandicapping language” in order “to 
maintain the integrity of the individual,” 
the Publication Manual of the American 
Psychological Association instructs con-
tributors to “use people-first language, 
and do not focus on the individual’s dis-
abling or chronic condition” (American 
Psychological Association, 2009, p. 76). 
The Therapeutic Recreation Journal also 
advises authors “to use people-first termi-
nology.” Judging from its nearly universal 
adoption in the therapeutic recreation 
and related literature, people-first lan-
guage has apparently become universally 
accepted.

Yet a controversy exists over lan-
guage in disability studies (Albrecht, 
Seelman, & Bury, 2001). Many of its 
scholars—some with impairments—pre-
fer “disabled people,” because it places 
disability in society, not in the individual, 
bringing attention to “the oppression that 
people with impairments experience due 
to a ‘disabling’ society” (McCormack & 
Collings, 2010, p. 399). As such, “disabled 
people” is a “political statement arising 
from the understanding that disabil-
ity is ‘done’ to people rather than being 
something they ‘have’” (Swain, French, 
& Cameron, 2003, p. 14). Arguing that 
the assumption of people-first language 
as unequivocally correct and construc-
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tive prevents critical analysis, Titchkosky 
(2001) urged openness to other concep-
tions of disability. Therefore, “disabled 
people” is used at appropriate times in 
this discussion to underscore the socio-
political dimension of disability.  

An Overview of Disability Studies

Nearly 57 million (18.7%) of non-
institutionalized Americans have a dis-
ability, and 38 million (12.6%) have a 
severe disability (Brault, 2012), making 
disabled people the largest, most demo-
graphically inclusive minority (Davis, 
1995). With a long history of oppression 
(Barnes, 1997), many disabled persons 
are poor, underemployed, and underedu-
cated due to inequality (www.disability-
funders.org). Spawned in the 1960s by 
disabled activists reacting to oppression, 
disability studies is an interdisciplinary 
collection of theories, pedagogies, and 
practices committed to social justice 
(Garland-Thomson, 2002; Thomas, 2002, 
2004). While characterized by remark-
able debate and diversity, disability stud-
ies is united on the fundamental tenet 
that disability represents a restrictive and 
oppressive society. One of the ground-
breaking events in the history of disabil-
ity studies, Great Britain’s Union of the 
Physically Impaired Against Segregation 
(1976) noted that: 

It is society which disables phys-
ically impaired people. Disabil-
ity is something imposed on top 
of our impairments, by the way 
we are unnecessarily isolated 
and excluded from full partici-
pation in society. Disabled peo-
ple are therefore an oppressed 
group in society.  (p. 3)

Instead of an impairment within indi-
viduals, such as depression, amputation, 
or head injury, disability is located within 

society, a product of time and place re-
sulting from social, cultural, economic, 
and political factors external to the indi-
vidual’s body. 

As such, disability studies generally 
adopts the view of social constructivism, 
which contends that phenomena experi-
enced by human beings are mediated to 
some degree through social processes, 
making them subject to interpretation 
and transformation (Burr, 1997). Such 
things as race, gender, and disability, 
then, are not objective facts of nature; 
rather, they are historically contingent, 
socially situated, and linguistically cre-
ated conceptualizations. Historical stud-
ies show that conceptions of disability, 
influenced by such non-biological factors 
as science, technology, markets, and poli-
tics, have changed over time (Foucault, 
1965; Nielsen, 2012). Wendell’s (1996) 
seminal analysis delineated a number 
of factors that contribute to the social 
construction of disability. Among social 
factors, she included (a) availability and 
distribution of basic resources (e.g., food, 
water, housing); (b) demographic vari-
ables that exacerbate disability (e.g., age-
ism, sexism, heterosexism, “racism”); (c) 
medicine’s capacity to save and sustain 
life without correspondingly offering suf-
ficient resources to sustain quality of life; 
(d) pace of life, where “expectations can 
make work, recreational, community, and 
social activities inaccessible” (p. 58); (e) 
physical and structural barriers; and (f) 
inadequate resources and supports that 
non-disabled rely on, but take for granted 
(e.g., transportation systems, education, 
vocation, and recreation). With regard 
to culture, Wendell attributed inadequate 
cultural representations of the experi-
ence of disability and stereotyping and 
stigmatization as key factors in the social 
construction of disability. While the exact 
relationship between the individual and 
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society is a key debate in disability stud-
ies, the consensus is that the social factors 
of prejudice, stereotyping, stigmatiza-
tion, discrimination, and exclusion play 
significant roles in the phenomenon of 
disability (Goodley, 2011; Barnes & Mer-
cer, 2011). Therefore, because disability is 
open to interpretation, its “existence and 
value can be debated and . . . radically 
transformed or at least modified” (Ok-
sala, 2008, p. 12). 

Gaining momentum though social 
movements (e.g., Independent Living 
Movement), legislation (e.g., American 
with Disabilities Act), and critical schol-
arship, disability studies has grown to 
become a respected discipline. A pioneer 
of disability studies, Simi Linton (quoted 
in Kanter, 2011) summarized its key fea-
tures, stating:

Disability Studies reframes the 
study of disability by focusing 
on it as a social phenomenon, 
social construct, metaphor, 
and culture utilizing a minority 
group model. It examines ideas 
related to disability in all forms 
of cultural representations 
throughout history, and exam-
ines the policies and practices 
of all societies to understand the 
social, rather than the physical 
or psychological, determinants 
of the experience of disability. 
Disability Studies both emanates 
from and supports the Disabil-
ity Rights Movement, which 
advocates for civil rights and 
self- determination. This focus 
shifts the emphasis from a pre-
vention/treatment/remediation 
paradigm to a social/cultural/
political paradigm. (p. 408)
 

The social model of disability is re-
garded as the key concept of disabil-
ity studies (Thomas, 2007). Rejecting the 
medical model’s main assumption that 
disability is a medically treatable defect 
or disorder, the social model repositions 
attention from individual impairments to 
the environmental conditions imposed 
on people with limitations. Significantly, 
the social model does not deny the ex-
istence of impairment and the value of 
appropriate individual interventions, in-
cluding medicine and rehabilitation. It 
contends, however, that disability is not 
an individual problem, but rather ema-
nates from the social, physical, cultural, 
political, and economic barriers faced 
by people with impairments, including 
inadequate supports and resources (Oli-
ver, 1990; 1996). In the medical model 
the role of medicine is to cure the flawed 
individual. In the social model, the re-
sponsibility rests with society to correct 
its flaws. Tregaskis’ (2004) example illus-
trates the difference: 

“What a shame you can’t get in 
this building because you can’t 
walk up the steps.” 
(Individual model)

“Actually, you can’t get into this 
building because it has been 
poorly designed.” 
(Social model) (p. 11). 

Finkelstein’s (1981) thought experiment 
further unveils the social dimension 
of disability. He described a society of 
wheelchair users where a minority of non-
wheelchair users comes to live. The non-
wheelchair users were unable to adjust 
to an environment designed for wheel-
chair users, leading to such dysfunctional 
conditions as chronic head trauma and 
backache caused by low doorways and 
ceilings. Unable to function normally, the 
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“unimpaired disabled” become socially 
excluded and oppressed. Belonging to the 
wheelchair user majority, professional ex-
perts suggested a number of solutions for 
unimpaired individuals with disabilities, 
including braces for backaches caused by 
stooping down and even amputation to 
make them normal like wheelchair users. 
Wheelchair user healthcare profession-
als were utterly devoted to enabling the 
unimpaired disabled to function more 
normally, helping them to fit into main-
stream society. Yet, like the reality faced 
daily by disabled people, changing the 
environment to better suit the lives of the 
unimpaired disabled is a peripheral part 
of their professional vision, underscoring 
Finkelstein’s point that disability is main-
ly a societal problem.

By reframing the problem from im-
pairments and functional limitations to 
disabling environments, the social model 
shifts the issue from a narrower focus on 
individuals and medicine to a broader 
framework of citizens, justice, and social 
change (Barnes, 2012). Being a form of 
oppression, disability cannot be treated 
through individual interventions any 
more effectively than racism or sexism 
can be remedied by individual approach-
es (Thomas, 2007). “Disablism” demands 
social, cultural, and political change us-
ing a combination of citizen, govern-
ment, and professional efforts. 

Although the social model is its 
foremost feature, disability studies more 
broadly encompasses all critical, activist 
scholarship that examines local and global 
representations of disability, such as gen-
der (Smith & Hutchison, 2004) and race 
and ethnicity (James & Wu, 2006). Fur-
thermore, the range of fields contributing 
to disability studies has expanded beyond 
the arts, humanities, and social sciences 
into health, medicine, and rehabilita-
tion. Morgan and Roulstone (2012) ac-

knowledged a “commitment to enabling 
practice and to a continuing dialogue be-
tween social work, disability studies and 
the disabled people’s movement” (p. 137). 
Kielhofner (2005) recommended that oc-
cupational therapy “take advantage of op-
portunities to broaden our perspectives 
by integrating disability studies concepts 
into occupational therapy theory and 
practice” (p. 494). Therapeutic recreation, 
however, has not proactively joined the 
stream of allied human services creating 
an interdisciplinary confluence with dis-
ability studies. 

The Status of Disability Studies in 
Therapeutic Recreation

Space does not allow an exhaustive 
literature review. Nonetheless, the sta-
tus of disability studies can be plausibly 
discerned by selectively surveying key 
literature, including certification and ac-
creditation since they identify the scope 
of therapeutic recreation.

Although the National Council for 
Therapeutic Recreation Certification 
(NCTRC) does not explicitly mention 
disability studies, its material does in-
clude germane topics, such as knowledge 
of normalization, inclusion, barriers, di-
versity, the social environment, holistic 
approaches, and the International Clas-
sification of Functioning, which com-
bines the medical model and the social 
model (NCTRC, 2012). Also, “Job Tasks 
of the Certified Therapeutic Recreation 
Specialist” include advocating “for rights 
for persons served (e.g., access, inclusion, 
independence, transportation)” (p. 28). 
Furthermore, among a select set of terms 
delineated by NCTRC, “inclusion” is de-
fined as: 

a planning process in which in-
dividuals with disabilities have 
the opportunity to participate 
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fully in all community activities 
offered to people without dis-
abilities. Inclusion requires pro-
viding the necessary framework 
for adaptations, accommoda-
tions and supports so that indi-
viduals can benefit equally from 
an experience. (p. 30)
 
While the aforementioned align well 

with disability studies, NCTRC material 
mainly concerns knowledge and com-
petencies associated with medicine and 
rehabilitation. Among several important 
terms listed by NCTRC, “Individualized 
Intervention Plan” is defined as an: 

individualized plan of care or 
intervention for a person served 
by a qualified TR/RT profes-
sional (CTRS) based on as-
sessed strengths and needs, and 
includes goals, objectives and 
intervention strategies aimed at 
fostering desirable and neces-
sary outcomes [emphasis add-
ed]. (p. 30)

Making no reference to changes in the 
environment, “outcomes” are defined 
as “observed changes in an individual’s 
health status and functional abilities as a 
result of services” (p. 30).

The two groups responsible for ac-
creditation, the Council for Accredita-
tion of Parks, Recreation, and Tourism 
(COAPRT) and the Committee for Ac-
creditation of Recreational Therapy Edu-
cation (CARTE), also reveal the extent 
of disability studies in therapeutic rec-
reation. COAPRT Guidelines for Learn-
ing Outcomes for Therapeutic Recreation 
(COAPRT, 2012) does not refer explicitly 
to the social model or disability studies. 
Furthermore, standard 7.02, the “design 
and execution of the therapeutic recre-
ation process,” directly suggests an in-

dividual approach, citing the ability to 
conduct “individualized assessment” and 
“individualized planning.” Nonetheless, 
some content appears attuned to dis-
ability studies. “Fundamental elements 
of individualized planning” are to “in-
volve the family/community” and “are 
contextualized to the service delivery 
system.” Further, “fundamental elements 
of implementation and facilitation” in-
clude “family participation,” “advocacy,” 
and “contextualization to the service 
delivery system.” Also, fundamental ele-
ments of the historical, philosophical, 
theoretical, and scientific foundations of 
the therapeutic recreation profession in-
clude “Human services supportive areas 
(e.g., medical terminology, pharmacol-
ogy, counseling approaches, therapeutic 
communication, community development 
[emphasis added], positive behavioral 
supports).”

Subjects found in disability studies 
can also be detected in Standards and 
Guidelines for the Accreditation of Educa-
tional Programs in Recreational Therapy 
(CARTE, 2010). Curriculum Compe-
tency Requirements contain references 
closely related to the social model, such 
as 1.1.5, “knowledge of personal and so-
cietal attitudes related to health, illness 
and disability” (p. 13) and 1.1.20, “knowl-
edge of principles of normalization, in-
clusion, self-determination, social role 
valorization, empowerment and personal 
autonomy” (p. 14). Knowledge of the 
World Health Organization’s (WHO) In-
ternational Classification of Functioning, 
Disability and Health (ICF) is also listed 
(1.2.6), which is noteworthy because one 
of the salient features of the ICF is the 
combination of the medical model and 
the social model into a bio-psycho-social 
approach (see Sylvester, 2011). Further, 
1.8.9, “Knowledge of the interplay and re-
lationship between biology, environment 
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and relationships during the various 
stages of the human lifecycle” (p. 19) and 
1.8.27, “Knowledge of the bio-psycho-
social impact of disabling conditions/dis-
abilities on the individual’s health status, 
self-concept, quality of life and functional 
independence in life activities” (p. 20), 
are indicative of the social model. 

Despite several standards that relate 
to disability studies, the medical-rehabil-
itative model dominates Standards and 
Guidelines for the Accreditation of Educa-
tional Programs in Recreational Therapy 
(CARTE, 2010). Because standards ori-
ented to the medical model are so numer-
ous, just a small sample is presented. 

First, borrowing ATRA’s definition, 
recreational therapy is described as:

Recreational Therapy means a 
treatment service designed to 
restore, remediate and reha-
bilitate a person’s level of func-
tioning and independence in 
life activities, to promote health 
and wellness as well as reduce or 
eliminate the activity limitations 
and restrictions to participation 
in life situations caused by an ill-
ness or disabling condition [em-
phasis added]. (p. 1)

Further, recreational therapists are de-
scribed as providing:

Individual and group recre-
ational therapy intervention 
programs for individuals affect-
ed by disability, illness or disease, 
aging, and/or developmental fac-
tors [emphasis added]. . . The 
recreational therapist is an effec-
tive member of treatment teams 
in health care and community 
based health care and human 
service agencies. (p. 2)  

CARTE accreditation expects stu-
dents to have the ability to use the ba-
sis of practice—the recreational therapy 
process—to diagnose, treat, and evaluate 
“specific medical, psychiatric and other 
disabling conditions” (p. 14). There is no 
indication that the recreational therapy 
process includes the social model of dis-
ability or that students should possess 
competencies appropriate to the social 
model, such as activism, community de-
velopment, and organizational change.

Tracings of disability studies and the 
social model of disability are discernible 
in other therapeutic recreation literature. 
Comparisons of the social and medi-
cal model occasionally appear (Devine, 
2008), and a few studies refer to the so-
cial model (e.g., Battisto, Carson, Conti, 
Parks, & Voelkl, 2005; Scholl, Dieser, & 
Davison, 2005). Devine and Sylvester 
(2005) conducted an analysis of thera-
peutic recreation using the social model 
and social construction theory. Espous-
ing an “ecological perspective” (xxi), 
Howe-Murphy and Charboneau (1987) 
contended that acceptance of the medical 
model prevented therapeutic recreation 
from developing a holistic approach that 
included the social model. Although Ross 
and Ashton-Schaeffer (2009) criticized 
earlier therapeutic recreation models of 
practice for inadequately addressing the 
environment, recent models do include 
the environment more substantially (e.g., 
Carruthers & Hood, 2007; Heyne & An-
derson, 2012; Hood & Carruthers, 2007). 
Even when subjects related to disability 
studies surface, however, pertinent schol-
arship and prominent scholars in disabil-
ity studies rarely appear. 

The dearth of direct engagement 
is especially ironic, because recreation 
inclusion, a historically integral part of 
therapeutic recreation, harmonizes well 
with the values and principles of disabil-
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ity studies. In the 1970s, following on the 
heels of normalization (Wolfensberger, 
1972), the Independent Living Move-
ment, and the formation of the Union of 
Physically Impaired Against Segregation, 
therapeutic recreation started to pay con-
certed attention to recreation inclusion 
(mainstreaming) (e.g., Bullock, 1979; 
Hutchison & Lord, 1979; Spinak, 1975). 
While its exact relation to recreation 
inclusion remains a matter of debate 
(Smith, Austin, Kennedy, Lee, & Hutchi-
son, 2005), therapeutic recreation has a 
lengthy history of supporting the rights 
of people with disabilities to full partici-
pation in leisure and recreation opportu-
nities (e.g., Anderson, L., & Cress, C. B., 
2003; Carter, M. J., & LeConey, S. P., 2004; 
Dattilo, J., 2002; Hutchison, P., & Mc-
Gill, J., 1998; Schleien, S. J., Ray, M. T., & 
Green, F. P., 1997). However, an alliance 
between therapeutic recreation and dis-
ability studies forged though recreation 
inclusion has been militated by a number 
of developments. One was the demise 
of the National Therapeutic Recreation 
Society (NTRS), which had strong theo-
retical, applied, and organizational ties 
with community recreation and leisure 
services due to its association with leisure 
studies, public recreation, and the Na-
tional Recreation and Park Association 
(NRPA). For example, NTRS provided 
leadership in the creation of NRPA’s Po-
sition Statement on Inclusion (NRPA, 
1999), which promulgates the right to 
leisure, quality of life, and a barrier-free 
environment for people with disabilities. 
The dissolution of NTRS also hastened 
the discontinuation of the National In-
stitute on Recreation Inclusion (NIRI), 
which had a reputation for being a pro-
gressive contributor to disability rights.

Further, Aitchison (2003) contended 
that the medical model dominates thera-

peutic recreation discourses and prac-
tices, stating: 

Much of the North American 
research on disability and lei-
sure is underpinned by a medi-
cal model of disability that offers 
few possibilities for disrupting 
the paternalistic discourse of 
therapeutic recreation. Whilst 
such research has undoubtedly 
made a positive contribution to 
. . . recreational therapy, its con-
tribution to critical social sci-
ence [i.e., disability studies] has 
been limited due to its denial of 
the social construction of dis-
ability and disabled people. (p. 
964) 

Thus, instead of drawing closer, the 
breach between disability studies and 
therapeutic recreation may be widening. 

Therapeutic Recreation, Disability 
Studies, and the ICF

The gap between therapeutic recre-
ation and disability studies is all the more 
unsettling considering the strong consen-
sus in therapeutic recreation that favors 
aligning with the World Health Organi-
zation’s (2002) International Classifica-
tion of Functioning, Disability and Health 
(ICF). Regarded as a sea change in health 
care, the ICF significantly expands health 
care from clinical diagnosis, treatment, 
and medical outcomes to how people 
with health conditions are actually able to 
live in their communities (World Health 
Organization, 2002). Most significantly, 
medical recovery alone is no longer an 
adequate measure of success. Sylvester 
(2011) observed: 

The ICF’s holistic approach 
goes beyond medical outcomes 
by addressing participation in 
the environment. Participation 
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amounts to what individuals 
with health conditions want to 
do with their lives and the envi-
ronmental factors that interfere 
with or facilitate the lives they 
wish to lead. Moreover, par-
ticipation in life becomes the 
ultimate outcome by which all 
other health care outcomes are 
evaluated. (p. 89)

Criticism from disability studies 
contributed to the creation of the ICF 
(Hemmingsson & Jonsson, 2005). In par-
ticular, the International Classification of 
Impairments, Disability and Handicaps 
(Wood, 1980), the ICF’s predecessor, 
was assailed for treating disability as an 
individual medical problem and for giv-
ing inadequate attention to the environ-
ment’s impact on functioning and par-
ticipation. As a result, the ICF adopted 
a bio-psycho-social model of disability 
that incorporates the social and medi-
cal models, taking advantage of their 
combined strengths. Moreover, since the 
medical model has been dominant for so 
long, recognition of the social model as 
mutually essential was a paramount ac-
complishment.

Responding to its unified, systematic, 
and holistic approach to health care, pro-
fessions, including psychotherapy (Peter-
son, 2005), social work (Welch-Saleeby, 
2007), and occupational therapy (Stamm, 
Cieza, Machold, Smolen, & Stucki, 2006), 
are adopting the ICF. Therapeutic rec-
reation has also been challenged to be-
come compatible with the ICF. Howard, 
Browning, and Lee (2007) stated: 

Therapeutic recreation must be 
part of future discussion and the 
further development of the ICF 
and its potential to revolutionize 
the paradigm of health care and 
health promotion throughout 

the world. Doing so will most 
easily occur when TR practice 
is, first, shown to be aligned 
with the WHO’s holistic view of 
health and disability. (p. 77)

Endorsed by ATRA (Van Puymbroeck, 
Porter, McCormick, & Singleton, 2009), 
and the subject of a textbook (Porter & 
burlingame, 2006) and a profusion of ar-
ticles, chapters, and presentations, thera-
peutic recreation has most definitely em-
braced the ICF. 

Concerned that therapeutic recre-
ation would remain biased to the medical 
model despite its affirmation of the ICF, 
Sylvester (2011) asserted, “the social ele-
ment of the bio-psycho-social ensemble 
must be rigorously developed if therapeu-
tic recreation intends to holistically em-
brace the ICF” (p. 87). He recommended 
the Capability Approach, a theory com-
mensurate with the social model and 
disability studies’ commitment to social 
justice, as a way for therapeutic recre-
ation to substantively engage the ICF (cf. 
Baylies, 2002). Aiming to situate thera-
peutic recreation “solidly in an ecologi-
cal perspective by extending . . . practice 
to more intentionally include environ-
mental approaches as well as approaches 
that focus on the individual participant” 
(p. 230), Anderson and Heyne’s (2012) 
Flourishing through Leisure Model also 
complements the ICF. Moreover, drawing 
from the ICF’s mandate that health and 
well-being now be measured in terms 
of activities and participation in life, the 
power of leisure and recreation as facilita-
tors of participation has been repeatedly 
expressed (Anderson, 2012; Anderson & 
Heyne, 2012; Hood & Carruthers, 2009; 
Sylvester, 2011). Framed by the ICF’s 
commitment to a bio-psycho-social ap-
proach and therapeutic recreation’s own 
holistic vow, the time appears ripe for a 
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fruitful relationship with disability stud-
ies that concomitantly contributes to a 
meaningful association with the ICF. 
Achieving a viable alliance, however, will 
require a concerted strategy, which is ad-
dressed next.

Recommendations 

A number of measures can be under-
taken to forge a union between therapeu-
tic recreation and disability studies. As 
a start, organizations, including ATRA, 
NCTRC, and NRPA’s Inclusion and Ac-
cessibility Network, should create formal 
ties with such organizations as the Soci-
ety for Disability Studies (www.disstud-
ies.org) and the American Association 
for People with Disabilities (www.aapd.
com). Once organizational relations have 
been made, accreditation and certifica-
tion standards should be revised to sys-
tematically include disability studies. 

Organizational inertia can be great, 
however, and change is often glacially 
slow (see Schleien & Miller, 2010). Yet 
therapeutic recreation cannot hesitate. 
Otherwise, by attaching mainly with the 
medical model and by failing to adhere 
to a bio-psycho-social approach, its mo-
tives will be questioned, as professions 
have been criticized for identifying with 
medicine and rehabilitation for econom-
ic gain and political control (Abberley, 
2004; Swain, French, & Cameron, 2003; 
Illich, Zola, McKnight, Caplan, & Shai-
ken, 2010). Therefore, while all profes-
sionals should be advocates, educators 
are in the best position to act as catalysts, 
influencing the greatest number of peo-
ple most immediately. Observing a “great 
gap” between disability studies and health 
care curriculum, Hubbard (2004) rec-
ommended including disability studies, 
stating, “our future clinicians cannot see 
through lenses they do not know exist” (p. 

188). Keilhofner (2005) contended that a 
serious response by occupational therapy 
to disability studies requires a reflective 
process that “should begin in the con-
text of our professional educational pro-
grams” (p. 491). Further, Wright (2004) 
proffered that “DS [disability studies] 
can share its unique perspective about 
disability to influence how occupational 
therapists conceive disability through 
broadening the core philosophy of OT 
[occupational therapy]” (np). Social work 
has been similarly urged to change curri-
cula so its professionals can see the world 
from the framework of disability studies, 
enabling them to become more effec-
tive agents of social change (Morgan & 
Roulstone, 2012). Therefore, while some 
progress has been made through the con-
tributions of recreation inclusion, disabil-
ity studies, including the history, culture, 
and contemporary challenges of disabled 
people, should be systematically infused 
into therapeutic recreation curricula.1 

Of course, collaborative scholarship 
among disability studies, therapeutic rec-
reation, and, more broadly, leisure studies 
should be vigorously promoted (Aitkison, 
2003), with results regularly disseminated 
in journals and at conferences.2 Univer-
sity sponsored projects that provide local, 
regional, and national training, such as 
SUNY-Cortland’s Inclusion U (Anderson, 
2012), are also useful for disseminating 
principles and practices germane to dis-
ability studies. 

Once disability studies is instituted in 
therapeutic recreation, awareness should 
become greater, the need for change more 

1As a first step, Infusing Disability Studies into 
the General Curriculum (Ferguson, 2006), which 
includes an array of web-based information on dis-
ability, is an excellent resource.

2Three of the major journals in disability stud-
ies are Disability & Society, Disability Studies Quar-
terly, and The Review of Disability Studies.
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evident, and resistance less stubborn. In 
particular, organizational change is more 
likely if future professionals are already 
grounded in the philosophy, theory, and 
practice of disability studies. For ex-
ample, the American Counseling Asso-
ciation endorsed advocacy competencies 
for counselors in 2003 that include act-
ing with and on behalf of clients (Ratts, 
DeKruyf, & Chen-Hayes, 2007), an ap-
proach recommended to therapeutic rec-
reation many years ago by Hutchison and 
McGill (1998). 

Transcending the medically based 
deficit view, disability also needs to be 
understood as a human difference. In this 
respect, disability studies departs from 
the ICF, which seeks to universalize and 
homogenize disability as a characteristic 
of all people to some degree, instead of 
a discrete identity that defines a minor-
ity group (World Health Organization, 
2008). Goodley (2011) warns that “in 
searching for universalism, definitions 
such as the ICF are in danger of ignor-
ing the culturally-specific foundations on 
which impairment, disability and disab-
lism are created” (p. 20). Describing dis-
ability culture as a way of life that encom-
passes identity, pride, expression, and 
celebration, Brown (2002) stated that: 

People with disabilities have 
forged a group identity. We 
share a common history of op-
pression and a common bond 
of resilience. We generate art, 
music, literature, and other ex-
pressions of our lives and our 
culture, infused from our expe-
rience of disability. Most impor-
tantly, we are proud of ourselves 
as people with disabilities. We 
claim our disabilities with pride 
as part of our identity. We are 
who we are: we are people with 
disabilities. (np)

Hence, ATRA’s (2011) “commitment to 
advancing diversity . . . [that] includes 
any aspect of an individual that makes 
him or her unique” (np) should entail, 
along with such characteristics as age, 
gender, ethnicity, social class, and sexual 
orientation, the culture of disability. Re-
search that studies disability as cultural 
representation in the context of leisure 
and from multicultural perspectives, 
such as gender (e.g. Henderson, Bedini, 
& Hecht, 1994), is another step toward a 
union with disability studies.

In sum, engagement with disabil-
ity studies must occur on multiple fronts 
for a firm and lasting alliance. Beginning 
with socially just education, conceptu-
ally supported by the ICF, and buttressed 
by professional organizations, the times 
(e.g., social justice) and circumstances 
(e.g., ICF, Affordable Care Act) make the 
overdue union of disability studies and 
therapeutic recreation appear hopeful. 
All that is lacking is commitment.

Conclusion

Just as words like health, profession, 
happiness, intelligence, and disability are 
socially constructed to a significant de-
gree, so too are recreational therapy and 
therapeutic recreation. They are human 
creations, not facts of nature, and, as 
such, they can be made well or fabricated 
poorly. The theory of social construction-
ism includes the notion of deconstruction, 
which generally means analyzing socially 
constructed concepts for their historical 
roots, contradictions, hidden meanings, 
and practical ramifications. Deconstruc-
tion, however, does not necessarily mean 
destruction, but rather change that re-
sults in greater justice, freedom, and well-
being. The point, then, is not to destroy 
therapeutic recreation through decon-
struction, but to reveal its strengths and 
weaknesses, leading to reconstruction in 
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ways that are more just, ethical, and ef-
fective. What is called for, then, is some 
balance. Dualisms and false dichoto-
mies rarely work (Aitkison, 2003). So-
cial change by itself is unlikely to fix the 
lives of people with disabilities anymore 
than the medical model is entirely the 
answer. Nonetheless, their lives can be 

significantly improved by reducing the 
social condition of disability. Therefore, 
the greatest advantage of a union be-
tween disability studies and therapeutic 
recreation would be the presence of two 
voices—the medical model and the social 
model—engaged in meaningful dialogue 
about how to improve life for disabled 
people with impairments. 
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